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greater  antibacterial  efficacy... 


Chloromycetin* 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections. 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 


lis  graph  is  adapted 
|>m  Altemeier,  Cul- 
rtson,  Sherman,  Cole, 
istiin,  & Fultz.* 


References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.; 
Elstun,  W,  & Fultz,  C.  T:  j.A.M.A.  157:305  (Jan.  22)  1955.  (2)  Austrian,  R.: 
New  York  }.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medieal  Emergeneies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delpliia,  E A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.; 
Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & 
Creadick,  R.  N.:  Obst.  ir  Gijnec.  5:365,  1955.  (6)  Kass,  E.  H.:  Am.  J.  Med. 
18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  }.  Med.  55:1159 
(Apr.  15)  1955. 


PARKE,  DAVIS  & COMPANY 


DETROIT.  MICHIGAN 


VIRGINIA  MEDICAL  MONTHLY 

(Founded  by  Landon  B.  Edwards,  M.  D.,  April  1874) 

PUBLISHED  MONTHLY  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


EDITORIAL  BOARD 


TABLE  OF  CONTENTS 


GUEST  EDITORIAL 


Harry  J.  Warthen,  M.D. 


The  Changing  Medical  World — Maxwell  Harbin,  M.D — 


1 


Chairman  and  Editor 
Wyndham  B.  Blanton,  M.D. 
Ennion  S.  Williams,  M.D. 
Lewis  H.  Bosher,  Jr.,  M.D. 

E.  Cato  Drash,  M.D. 
Hugh  H.  Trout,  Jr.,  M.D. 
James  L.  Hamner,  M.D. 

C.  V.  CiMMINO,  M.D. 


ORIGINAL  ARTICLES 

The  Medicinal  Benefits  of  Beverage  Alcohol — 

John  Staige  Davis,  M.D 3 

Headache — John  M.  Meredith,  M.D 8 

Carcinoma  of  Breast — Guy  IE.  Horsley,  M.D.,  and  James 
T.  Gianoulis,  M.D 12 

Cesarean  Delivery  in  a Private  Hospital — Wm.  Durwood 
Suggs,  M.D.,  and  Edwin  B.  Parkinson,  M.D 17 

The  Role  of  the  Skin  in  the  Expression  of  Psychological 
Conflict — Merritt  IP.  Foster,  Jr.,  M.D 22 

General  Consideration  of  Office  Gynecology — 

Bernard  H.  Raymond,  M.D 25 

Look  into  the  Future — From  Capitol  Hill — 

William  J . Kennard,  M.D 27 

Clinicopathological  Conference  32 


Julian  R.  Beckwith,  M.D. 
A.  Brownley  Hodges,  M.D. 


E.  Spencer  Watkins 
Managing  Editor 
1105  West  Franklin  Street 
Richmond  20,  Virginia 

Annual  Subscription — $2.00 
Single  Copies — 25^ 


PUBLIC  HEALTH 

Some  Observations  on  Poliomyelitis  in  Virginia,  1956 38 

MENTAL  HEALTH 

Training  in  Child  Psychiatry 40 

PRE-PAID  MEDICAL  CARE 

Why  Not  a Deductible  ? 42 

WOM.AN’S  AUXILI.ARY 44 

EDITORIAL 

Public  Law  569  (Continued) 45 

SOCIETY  PROCEEDINGS 1 46 

NEWS  47 

OBITUARIES 49 


SHORT  SL’BJECTS — Artery'  Graft  Bank,  16;  Improper  Use  of 
Drugs,  26;  Confuse  Blood  Pressure  Meter,  31;  Let’s  Reminisce, 
37 ; Most  Medical  Students,  41 ; Lhiiform  Chemical  Labeling,  43. 


The  Monthly  is  not  responsible  for  the  opinions  and  statements  of  its  contributors. 
All  advertisements  are  accepted  subject  to  the  approval  of  the  Editorial  Board. 


Second-Class  Mail  privileges  authorized  at  Richmond,  Virginia. 


INDEX  TO  ADVERTISERS— Page  66 


4 


Virginia  Medical  Monthly 


1 

I 


'll  tOLwMti8«  , 


~tLio 


CcmjH^  i/0  ttuL. 


to 


ilki2y 'Q.&yuULy  ! 


L44y 


- 

V 



The  heart  of  the  Filter 
Queen  air-purifying 
system  is  an  exclusive, 
cellulose  Filter  Cone  that 
is  so  sure,  so  effective  it 
has  been  selected  to  help  filter 
the  air  in  U.  S.  atomic  research 
laboratories.  In  fact,  this 
Filter  Cone  will  even  remove 
tobacco  stain  from  a puff  of  smoke! 

In  thousands  of  homes.  Filter 
Queen  has  replaced  old-fashioned, 
unhealthy  methods  of  sanitizing 
with  highly  favorable  results: 

Filter  Queen  not  only  filters 
room  air  and  eliminates  dust 

disturbance,  but  through  a built-in  ^ ! 

Medication  Chamber  disperses  medicinal  v 
vapors  into  the  room  while  the  patient  goes 
about  her  ordinary  household  routine. 

You  must  really  see  — to  believe  — what  Filter 
Queen  con  do  for  your  dust-allergic  patients.  We 
will  be  glad  to  arrange  for  o presentation  of  the 
Filter  Queen  System  at  any  time  convenient 
to  you  — in  your  office  or  home. 

Filter  Queen,  used  in  America's  leading 
hospitals,  corries  the  Seals  of  Good 
Housekeeping  Magazine,  Underwriters' 

Laboratories,  Parents'  Magazine;  and  is  , • * ‘ 

advertised  in  A.M.A.'s  "Today's  Health."  * 


Hw.  LTH-MOR  INr 
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FREE  BOOKLET! 

An  illustrated  24-page  booklet 
describing  the  new  Filter  Queen 
Home  Sanitation  System  and  its 
uses  is  available  free  upon  re- 
quest. Write  to  Filter  Queen 
Educational  Division,  203  North 
Wabash  Avenue,  Chicago  1,  III. 
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in  its  completeness 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass, 
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ON  THE  FOLLOWING  FIVE  PAGES 

MERCK  SHARP  8c  DOHME 


ANNOUNCES... 


the  most 

effective, 
longest  lasting 
adrenocortical  steroid 
yet  developed 
for 


SOFT  TISSUE, 

intr a -articular,  and 
intra-bursal  injection 


(Pr«dn!soloflt  ferf»or)r>butyloceta(e«  MerckI 

for  relief  that  lasts -longer 


Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 


Rheumatoid  arthritis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 
syndrome 
Collateral  ligament 


in  MYOSITIS 
relieves 
pain  and 
disability . 


Jinti-inflamniatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


HydmcflrtBoiie  Actfati' 
PradnialMW  Acaliti' 


(6  day*— 37.5  irg.) 


(8  days — 20  mg.) 


HYDELTRA-TJX 


(13.2  days— 20  mg.) 


43f  ■ 


BS'oVe  ; 


9H  I 


0 t t s 4 a a 9 • • 10  II  12  IS  14  IS  DATS 


Dosage!  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra*- 
T.B.A. — 20  mg./cc.  of  predniso- 
lone y^mary-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  R DOHME 

DIVISION  OF  MERCK  ft  CO  . INC. 
PHILADELPHIA  I . PA. 
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IA«rdk) 

for  relief  that  lasts -longer 


in  COLLATERAL 
LIGAMENT 
STRAINS- 
allows  early 
ambulation-  ^ 
relieves  pain 
and  swelling 


' Rheumatoid  arthritis 
Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Sprains 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacra  I strain 
Capsulitis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 
syndrome 

'*  Collateral  ligament 
strains 
Radiculitis 
Osteochondritis 
Ganglia 


Duration  of  relief 
exceeds  that 
provided  by  any 
other  steroid 
ester 


(13.2  days — 20  mg.) 


• 1 a S 4 ft  • 7 a • 10  1 1 Ift  Ift  14  vs  OArt 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  *hydeltra*- 
T.B.A. — 20  mg. /cc.  of  predniso- 
lone X^rXiary-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  * DOHMB 

DIVISION  OF  MCNCK  A CO..  INC. 
PHILAOELFHIA  I . FA. 
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(Pre<}ni$ofone  f«rf/ory«bvtyloeetote«  Merck) 


for  relief  that  lasts -longer 


in  TENOSYNOVITIS- 
often  frees 
locked” 
tendons 
without 
need 

for  surgery 


t Osteoarthritis 

5 

f Rheumatoid  arthritis 
Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Tenosynovitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 


Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 


Collateral  ligament 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Hydrocortisoni  Acitat*’ 


PridiiisaloM  Actbtt' 


HYDELTRA-TJA 


(6  days— 37.5  mg.) 


(8  days— 20  mg.) 


- fejSEwpy— - 


(13.2  days-20  mg.) 

10  tl  12  IS  14  15  OATS 


Dosage!  the  usual  intra-arricular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend* 
ing  on  location  and  extent  of 
pathology. 

Supplied!  Suspension  ‘hydeltha’- 
T.B.A. — 20  mg. /cc.  of  predniso- 
lone rertiary-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  ft  DOHME 

DIVISION  OF  MERCK  A CO..  INC. 
PHILADELPHIA  I . PA. 
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(Prednisolone  ferf/ory*bufytocetate«  Merck) 

for  relief  that  lasts -longer 


m TRIGGER  POINT 
TENDERNESS 


permits 
painless 
movement  ^ 


Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Acute  gouty  arthritis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 
syndrome 

i Collateral  ligament 
< strains 


SI 


Sprains 

Radiculitis 

Osteochondritis 

Ganglia 


Duration  of  relief 
exceeds  that 
provided  by  any 
other  steroid 
ester 


(13.2  days*~20  mg.) 


Dosage!  the  usual  intra-articular» 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra’- 
T.B.A. — 20  mg./cc.  of  predniso- 
lone X/rtjflry-butylacetate,  in 
5-cc.  vials. 


o 


• 2 ) • S • 9 • • to  I t te  19  14  IS  DAYS 


MERCK  SHARP  9t  DOHMB 

DIVISION  or  MERCK&CO..INC. 
PHILADELPHIA  .1.  PA. 


/.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  CtXy,  May  31  and  June  /,  2955 
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(Pfttfnitolont  f«rfrary>butytoc«toY«»  Merdd 

for  relief  that  lasts -longer 


in  SPRAINS- 
reduces  tenderness, 
swelling  and 
limitation  of  motion 


Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 

Rheumatoid  arthritis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 

Tensor  fascia  lata  syndrome 

Collateral  ligament  strains 

Sprains 

Radiculitis 

Osteochondritis 

Ganglia 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Hydrocortisone  Acetate' 


(6  days— 37.5  mg.) 


(13.2  days— 20  mg.) 


o 1 a • 4 a a s • • 10  II  12  is 


Dosage!  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend* 
ing  on  location  and  extent  of 
pathology. 

Supplied:  Suspension  *hydeltra'- 
T.B.A. — 20  mg./cc.  of  predniso- 
lone l^rttary-butylacetate,  in 
5-cc.  vials. 

MERCK  SHARP  « DOHME 

DIVISION  OF  MERCK  « CO..  INC. 

PHILADELPHIA  I.  PA. 


I.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  City,  May  31  and  June  7, 1955 
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Doctor,  would  it 


be  helpful  to  you  in  your 


practice  to  know  that  there  is  a food  avail- 
able at  reasonable  prices  in  the  stores 
the  year  round  having  these  attributes: 


1.  High  public  acceptance  as  to  flavor  and  palat- 
ability — billions  eaten  annually. 

2.  One  of  the  best  of  the  “protective”  foods  with  a 
well-rounded  supply  of  vitamins  and  minerals. 

3.  Low  sodium — very  little  fat — no  cholesterol. 

4.  Sealed  by  nature  in  a dust-proof  package. 

5.  One  of  the  first  sohd  foods  fed  babies. 

6.  Can  be  easily  digested  by  old  folks  as  well  as 
infants. 

7.  Can  be  readily  eaten  out  of  hand,  in  milk  shakes, 
on  cereals,  or  in  salads. 

8.  Can  be  baked,  broiled  or  fried. 

9.  Can  be  used  as  an  ingredient  product  in  breads, 
pies,  cakes  and  desserts. 

10.  Useful  in  bland  and  low-residue  diets, 
n.  Mildly  laxative. 

12.  May  be  used  in  the  management  of  both 
diarrhea  and  constipation. 

13.  Can  be  used  in  reducing  diets. 

14.  Can  be  used  in  high-calorie  diets. 

15.  Useful  in  the  dietary  management  of  celiac 
disease. 

16.  Useful  in  the  dietary  management  of  idiopathic 
non-tropical  sprue. 

17.  Useful  in  the  management  of  diabetic  diets. 

18.  Valuable  in  many  allergy  diets. 

19.  Belongs  among  foods  useful  in  certain  acute 
intestinal  infections. 

20.  A protein  sparer. 

21.  Favorably  influences  mineral  balance. 

22.  Useful  in  the  management  of  ulcer  diets. 

23.  One  of  the  easiest  foods  to  eat  or  prepare. 


FOR  THE  NAME  OF  THIS  FOOD,  PLEASE  TURN  THE  PAGE 


s 


! 


J 
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The  answer  is 


If  you  would  like 

1.  The  authority  for  any  of  the  statements 

made  on  the  preceding  page 

2.  Additional  information  in  connection  with  any  of  them... 

3.  The  composition  of  the  banana  . . . 

4.  The  nutritional  story  of  the  banana  . . . 

5.  Information  on  various  ways  to  prepare  or  serve  bananas. 

Please  feel  free  to  write  to 

Director,  Chemical  and  Nutrition  Research,  United  Fruit  Company 

PIER  3,  NORTH  RIVER,  NEW  YORK  6,  N.  Y. 


SYNEPH  RICOr  coij^  MiAxJifi. 

AHTITUSSIVE  . DECONGESTANT  • A N T I H I STA M I N I C 


CowhiAm 


Central  Antitussive  Effect  — mild,  dependable 
Topical  Decongestion  — prompt,  prolonged 


SLciCtmpM>i4‘^  {4tC.)  COiMiMi 


Antihistaminic  and  Expectorant  Action 


Sjrnpphricol  Neo-Synephnne  or  *44  ^ 

lhcnf«}il  of  ttien/id'iiiHait,  tr»dtm4ili«  ft|  U S.  P«t.  Off 


Neo-Synephrine®  hydrochloride 5.0  mg. 

Thenfadll®  hydrochloride 4.0  mg. 

Dihydrocodeinone  bitartrate 1.33  mg. 

Potassium  gualacol  sulfonate 70.0  mg. 

Ammonium  chloride 70.0  mg. 

Menthol  1.0  mg. 

Chloroform  0.02  cc. 

Alcohol 

Bottles  of  16  fl.  or®***  ^ ' 


EXEMPT  NARCOTtC 


IPHERAL 
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SENSITIZE 


m 


USE 

POLYSPORIN 


POLYMYXIN  B-BACITRACIN  OINTMENT 


^ kiim  hA/wi‘/gheSiMc 

cA 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/»  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  n.  Y, 
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Overeating  is  a had  habit— 
you  can  help  your  patients 
to  break  it 
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One  DONNAGESIC  Extentab  gives  10  to  12  hours  of 
steady,  high-level  codeine  analgesia.  Rebuilding 
of  effective  analgesia  with  repeated  doses  is 
avoided.  Patient  comfort  is  continuous. 

There  is  more  pain  relief  in  DONNAGESIC  Extentabs 
than  in  codeine  alone  — codeine  analgesia  is  potentiated 
by  the  phenobarbital  present.  In  addition,  phenobarbital 
diminishes  anxiety,  lowering  patient’s  reactivity  to  pain. 

DONNAGESIC  is  Safer,  too,  for  codeine  side  effects  are 
minimized  by  the  peripheral  action  of  the  belladonna 
alkaloids. 

extended  action — The  intensity  of  effects  smoothly 
sustained  all-day  or  all-night  by  each  DONNAGESIC 
Extentab  is  equivalent  to,  or  greater  than,  the  maximum 
which  would  be  provided  by  q.  4h.  administration  of  one- 
third  the  active  ingredients. 


Donnagesic 

Extentabs* 

extended  action  tablets  of  CODEINE  with  DONNATAL® 


once  every  10-12  hours 
and 

for  all  codeine  uses 


DONNAGESIC  No.  1 (pink) 


DONNAGESIC  No.  2 (red) 


CODEINE  Phosphate 48.6  mg.(3/4  gr.) 97.2  mg.  (IVj  gr.) 

Hyoscyamine  Sulfate 0.3111  mg 0.3111  mg. 

Atropine  Sulfate 0.0582  mg 0.0582  mg. 

Hyoscine  Hydrobromide 0.0195  mg 0.0195  mg. 


Phenobarbital 48.6mg.(3Agr.) 48.6  mg.  (%  gr.) 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  Ethical  Pharmaceuticals  of  Merit  Since  1878 


*Reg.  U.  $.  Pat.  Otf.,  Pat.  applied  for. 
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for  added  certainty 

in  antibiotic  therapy. . . 

mu  Iti-spectrum 
synergistically 
strengthened 


tthe  antimicrobial  spectrum 
of  tetracycline  extended  and 
potentiated  to  include  even 
those  strains  of  staphylococci 
and  other  pathogens  resistant 
to  previously  employed  anti- 
biotic therapy ; and  to  provide 

1.  a new  maximum  in  thera- 
peutic efficacy 

2.  a new  maximum  in  protection 
against  resistance 

3.  a new  maximum  in  safety  and 
toleration 

Capsules : 250  mg.  (oleandomycin 
83  mg.,  tetracycline  167  mg.) 


Pfizerj 


World  leader  in  antibiotic  development  and  production 


•Trademark 


I 


plus 


a new  maximum  in 

p alat ability. . . now  available 

m with  new 

mint -flavored 


vein 

OLEANDOMYCIN  TETRACYCLINE 


ylUiy 


ORAL  SUSPENSION 


A savory  mint  flavor^  that  adds  the  fur- 
ther certainty  of  acceptability  to  anti- 
biotic therapy,  particularly  for  that  90^0 
of  the  patient  population  treated  in  the 
home  or  office  where  sensitivity  testing 
may  not  be  feasible,  and  where  pleasant 
flavor  can  make  the  difference  between 
prescription  adherence  and  laxity. 

Sigmamycin  for  Oral  Suspension 

is  available  in  2 oz.  bottles  containing  1.5  Gm.  of 
Sigmamycin  (oleandomycin  500  mg.,  tetracy- 
cline 1 Gm.).  When  reconstituted  each  5 cc.  tea- 
spoonful contains  125  mg.  of  Sigmamycin 
(42  mg.  of  oleandomycin  as  the  phosphate  salt 
with  tetracycline  amphoteric  equivalent  to 
83  mg.  of  tetracycline  hydrochloride). 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y 
Division,  Chas.  Pfizer  & Co.,  Inc. 


when  you  want  broad  spectrum  antibiotic  therapy  with 
added  safety  for  the  many  common  respiratory,  gastro- 
intcctinal  and  urinary  tract  infections  . . . the  product 
to  prescribe  is 

MYSTECLIN 

Squibb  Tetracycline- Nystatin 

the  ONLY  broad  spectrum  anti  biotic  preparation  with 
added  protection  against  monilial  superinfection 


when  you  want  specific  antibiotic  therapy  for  infections 
caused  by  Candida  albicans  (monilia)  . . . the  product 
to  prescribe  is 

MYCO  STATIN 

Squibb  Nystatin 


the  ONLY  effective  and  safe  antifungal  antibiotic  available 


Squibb  Quality — the  Priceless  Ingredient 
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KNOX  PROTEIN  PREVIEWS 


Knox  ‘‘Choice  of  Foods”  Diet  Can  Help  Your 
CARDIAC  Patients  Lose  Weight  Successfully 


Overcoming  Today’s 


1 . Color-coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally-sound  Food  Exchanges.' 

2.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
booklet  as  Choices)  eliminate  calorie  counting  by  patient. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
presented  on  the  last  14  pages  of  each  diet  booklet. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  hy  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 

Professional  Service  Dept.  SJ-21 
Johnstown,  N.  Y. 

Please  send  me  dozen  copies  of  the  new  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 

Your  Name  and  Address 


-) 
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a highlight  in  therapeutics 


Hydrochloride 
Tetracycline  HCI  Lederle 


*Reg.  U.  S.  Pal.  OK. 


■l.-  ■ 


acknowledged  as  competent 


Spontaneously  acknowledged  by  physicians  everywhere  as  an  outstanding 
therapeutic  advance,  repeatedly  confirmed  during  more  than  three  years  of 
clinical  usage,  achromycin*  Tetracycline  ranks  among  the  foremost  in  its  field 
today... judged  on  its  exceptional  effectiveness  against  a wide  range  of  pathogens, 
prompt  control  of  infections  most  commonly  encountered  in  medical  practice, 
low  incidence  of  side  reactions,  minimal  emergence  of  resistance. 

ACHROMYCIN  is  available  in  21  dosage  forms— each  with  full  tetracycline  effect— 
to  meet  the  exacting  requirements  of  modern  medicine. 


j LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


Meat... 


and  the  Need  for  Reasonable  Amounts 
of  Fat  to  Maintain  Good  Health 

Th  e place  of  dietary  fat  in  human  nutrition  is  being  widely  dis- 
cussed. Scientists  who  know  tell  us  that  some  fat  is  desirable  in 
our  everyday  diet  whether  body  weight  has  to  be  reduced  or  not. 

Why  are  fats  important  to  good  health?  Because  they  con- 
tribute to  the  processes  of  growth  and  replacement  of  tissue. 
Because  they  are  an  important  source  of  calories.  Because  they 
make  foods  more  in\dting  and  better  tasting. 

Despite  great  advances  in  nutritional  knowledge  the  exact 
role  of  fat  in  the  diet  is  not  yet  fully  defined.  Yet  it  is  known  that 
some  fat  is  necessary  in  healthful  day-to-day  nutrition. 

For  good  health,  good  nutrition,  and  tastier  meals,  be  sure 
there  is  some  fat — in  reasonable  amounts — in  your  daily  diet. 
IMeat — the  most  versatile  of  high  protein  and  B vitamin  foods — 
because  of  its  many  varieties  and  cuts  is  an  excellent  vehicle  to 
pro\'ide  this  essential  fat  in  any  amount  desired.  Animal  fat 
products,  such  as  lard,  are  not  only  economical,  but  add  delight- 
fully to  the  taste  appeal  of  hundreds  of  recipes. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 
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Jk^r  ihe  arertiffe 
paiieni  in 
everyday  jpraciice 


© well  suited  for  prolonged  therapy 

© well  tolerated,  nonaddictive,  essentially  nontoxic 
% no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

0 chemically  unrelated  to  chlorpromazine  or  reserpine 
O does  not  produce  significant  depression 
# orally  effective  within  30  minutes  for  a period  of  6 hours 

IfldicationS!  anxiety  and  tension  states,  muscie  spasm. 


Tranquilizer  with  muscle-relaxant  action 


Discovered  and  introduced 

BY  WALLACE  LABORATORIES,  New  BrunsuiicL  N.J. 


S-metkyl-2-n-propyUt,$^propanediol  diearbamate — U.S.  Patent  2,721,720 
SUPPLIED:  ^00  mg.  scored  (ablets.  Usual  dose:  1 or  2 tablets  t.i.iL 
Literature  and  Samples  Available  on  Request 


THE  MILTOWN  MOLECULE 


CM-3706-R2 


VoL,  84,  January,  1957 


27 


i 


How 


‘Friends 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25 Bottle  of  48  tablets  (IM  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  oil  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  os  one  of  the  most  effective 
onti-orthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemicai  Corporation,  New  York  13,  N.  Y. 

72S56  . 
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Erythromycin  in  Treating  Pneum 


onia 


lory  of  an  alcohol 

and  chilis  and  fever.  ' sputum 

Physical  examination  showed  a tpm>i 
m-iicated  pneumonia  in  the  ri,ht  lo.lZTn' 

J -Vray.  The  sputum  revealed  eram-nov,- 

ood  culture  subsequently  grew  Type  VII  n'nir  and 

The  patient  was  treated  with  . ^ P^^^mococci. 

hours  per  os.  H,s  temperature  droppedlTo™  n"  “ 

■ the  chest  revealed  considerable  i ^ *’°ars  and 

hospdal  day.  After  lo  days  hosp'  ^ ‘he  fourth 

for  discharge..  no^Pdalization,  the  patient  «as  fit 


f.n..  A..w.i,„ics 

in,a„.vci„  „f  H.  ‘ ^ fitment  .iih 

" ’ ff  .«A<nw  imeumonia  and  yteremia.  A second  patient 

,0  the  one  peeWo„.s,,ce,„cted  wT  " »'">«« 

Of  erythrontyein  ,.c  o.s  elej  I 
fff  ‘"o.se  ,32  patients  with  bacteriaLe  " 

-OU  One  patient  with  .„h„ ' «>«%)  had  a ««,d  Cnic 


I? 


A 


In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”^ 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  res-  n n j, 
piratory  infections)  when  you  prescribe  Erythrocin.  VJJjIjXMX 


hlrntab' 


Erythrocin 

(Erythromycin,  Abbott) 


STEARATE 


After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”^ 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  /HOO  , , 
Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100.  vXIMrott 


® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


1.  Romansky,  M.J.,  et  al.,  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine,  1954,  p.  556. 


70105} 


Announcing 
Revision  of 
N.N.R.  Monograph  for 


60 


120 


ALGLYN 


dihydrozy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  x\lglyn  TabletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


Reprint  of  recent 
in  Wvo  studies  ovail* 
able  on  request 


IVl3lglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarbital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490, 1954. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.;  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,  1949. 


^ut/ulen  PH 


A R M A C E U T I C A L COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


(h  YOROCORTI  SOME- BACITRACIN -TYROTHRI  Cl  N- 
NEOMYCIN-BENZOCAINE  TROCHEs) 


Adult  or  juvenile,  your  patients  with  sore  throats 
will  welcome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
inflammatory, anti-infective  and  analgesic  proper- 
ties that  promptly  alleviate  distressing  mouth  or 
throat  irritation  whether  caused  by  infection, 
mechanical  injury  or  allergic  reaction.  And 
HYDROZETS  taste  so  good,  it’s  hard  to  believe 
they’re  medicine. 

Formula:  Each  HYDROZETS  Troche  contains  — 
2.5  mg.  ‘H YDROCORTONE’  to  reduce  pain,  heat 
and  swelling;  50  units  Zinc  Bacitracin,  1 mg. 
Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  Vlals  of  12  troches. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC..  PHILADELPHIA  1.  PA 


VoL.  84,  January,  1957 


33 


, Qhd 
fot^ 

^^^COTlCs 


DRUG  STORES 


JH  ><  4i*  ? >*»  < l.<  >>*7* 


D ear  D octor: 

Did  you  receive  a copy  of  our  recent  pampklet,  entitled 
“Tl  le  Practitioner  and  Oral  Prescriptions  for  Narcotics  ? 

In  tins  pampklet  we  explained  tke  recent  ckanges  in 
Federal  and  State  Narcotic  Laws  wkick  permit  you  to  pkone 
certain  narcotic  prescriptions  to  tke  pkarmacist.  Since  tkere  are 
limitations  — you  skould  kave  a copy  of  tkis  pampklet  on 
your  desk. 

If  you  do  not  kave  a copy  of  tke  pampklet,  and  would 
like  to  kave  one,  just  drop  us  a note  to  tkat  effect  on  one  of 
your  prescription  klan  ks.  We’lUeglaJ  to  mail  you  a copy. 


Peoples  D rug  Stores,  Inc. 
Professional  Service  D epartment 
77  P Street,  N.  E.,  Wasl  nngton,  D.  C. 


OPEN  ALL  NIGHT:  Our  Store  at 
Boul  evard  and  Broad 


' ■ ■'.:  ■-■’  s 
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> 
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external 

eye 

conditions 

consistently 

' } 

respond  to... 


ME  TIM  YD 


'*3^> 


ophthalmic  Suspension 

(prednisolone  acetate  and  sulfacetamide  sodium) 

Ointment  with  Neomycin 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 


blepharitis  “responded  dramatically  to  both  the  drop 
and  ointment  form  of  therapy”! 
allergic  conjunctivitis  “cleared  almost  completely 
in  48  hours...”  in  12  of  14  cases! 
acute,  infectious,  gram-positive  conjunctivitis 
38  of  42  cases  “subsided  within  four  to  seven  days....”! 
episcleritis  “responded  successfully  to  topical  Metimyd — ”! 

marginal  ulcers  “completely  cleared  in  24  hours”! 

tAbrahamson,  I.  A.,  Jr.,  and  Abrahamson,  I.  A.,  Sr.: 

, . Am.  J.  Ophth.  42:482,  1956. 


Metimyd/  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


*T.M. 


MM-J-M7 


"1 


ILOTYCIN 

(Erythromycin.  Lilly) 

provides  singularly  effective  antibiotic 
therapy  because 


Dosage:  The  usual  adult 
dose  is  250  mg.  every  six 
hours. 

Available  in  specially 
coated  tablets,  pediatric 
suspension,  drops,  oint- 
ments, and  I.M.  and  I.V. 
ampoules. 


• Virtually  all  gram-positive  organisms  are  sensitive 

• Allergic  reactions  following  systemic  therapy  are  rare 

• Bactericidal  action  kills  susceptible  organisms 

• Normal  intestinal  flora  is  not  appreciably  disturbed 


732015 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Guest  Editorial . . . . 


The  Changing  Medical  World 

■\  /TAN’S  INSATIABLE  desire  during  the  past  half  century  to  improve  him.sell, 
to  conserve  health  by  preventing  or  curing  disease,  has  resulted  in  the  most 
fantastic  revolutionary  changes  in  the  practice  of  medicine.  The  change  of  jiace 
during  this  brief  span  of  fifty  years  has  far  exceeded  that  of  many  previous  centuries. 
The  tempo  has  been  so  rapid  that  those  who  have  lived  in  it  have  had  their  pia  mater 
stretched  to  such  an  extent  they  have  had  difficulty  adjusting  themselves  to  the  cur- 
rent practice  of  medicine.  Space  will  not  permit  a complete  evaluation  of  the  vast 
changes  which  have  occurred  during  this  brief  period.  However,  we  might  pause  to 
take  stock  and  evaluate  that  which  has  taken  place  in  the  last  half  century  in  ortho- 
pedic surgery  alone. 

When  one  has  spent  a period  of  thirty-five  years  in  the  practice  of  this  branch  of 
surgery  and  has  been  enabled  to  view  this  transition,  he  is  almost  staggered.  When 
I first  began  the  practice  of  orthopedic  surgery,  there  were  no  skilled  anaesthetists, 
no  antibiotics,  and  few  of  the  specialized  tools  such  as  adaptable  operating  tables, 
electric  powered  saws  and  drills,  no  triflanged  nails,  short  or  long.  The  x-ray  had  not 
moved  from  the  basement  to  the  operating  rooms,  nor  were  there  blood  or  bone  banks. 
The  metals  used  were  soft  and  of  poor  quality.  The  factor  of  electrolysis  usually 
resulted  in  defeating  the  purpose  for  which  the  appliance  was  used.  Even  silver, 
which  used  to  have  a certain  commercial  value,  disintegrated  in  the  tissues. 

Einally  our  metallurgical  friends  were  able  to  develop  an  alloy,  a type  of  stainless 
steel,  SMO  18,  which  opened  the  tremendous  field  of  internal  splinting  of  bones  with- 
out fear  of  the  catastrophic  effects  of  electrolysis.  The  revolutionary  discovery  of  the 
sulfa  drugs  and  later  additions  of  the  antibiotics,  such  as  pencillin,  allowed  the  per- 
fection of  the  techniques  employing  these  newer  metals. 

\^’e,  in  the  earlier  days  were  confronted  with  the  disastrous  effects  of  infections 
in  bones  and  joints;  the  extent  of  the  crippling  from  osteomyelitis  alone  has  never 
been  estimated.  As  for  the  patients  with  septic  arthritis,  the  mortality  was  exceedingly 
high  The  antibiotic  age  has  changed  all  this. 

Tuberculosis  of  the  bones  and  joints  particularly  during  the  first  decade  of  life 
resulted  in  the  permanent  crippling  of  many.  .A.s  one  example  of  the  rapid  decrease 
in  the  incidence  of  a disease,  ivhen  it  fell  to  my  lot  to  be  chief  of  a convalescent  hos- 
pital for  crippled  children  during  the  1930’s  there  were  usually  about  30  beds  of 
a one  hundred  bed  hospital  occupied  by  children  with  bone  and  joint  tuberculosis. 
During  the  next  twenty  years  the  need  for  beds  for  children  with  this  disease  vir- 
tually dropped  to  zero. 


In  these  earlier  years,  the  congenital  anomalies  such  as  club  feet,  dislocated  hip, 
arrested  growth  of  extremities  due  to  sepsis,  and  contractures  from  burns  were  prob- 
lems of  considerable  magnitude. 

One  of  the  discouraging  types  of  patients  the  orthojjedic  surgeon  was  called  uf>on 
to  treat  in  those  days  was  the  individual  of  whatever  age  with  an  intracapsular  fracture 
of  the  hip.  The  mortality  rate  was  high  in  these  people,  especially  those  with  inter- 
trochanteric fractures  who  were  made  l>edfast  for  a period  of  weeks  to  months.  The 
introduction  by  Smith-Petersen  of  the  cannulated  triflanged  nail  for  internal  splinting 
of  cervical  fractures  of  the  femora,  together  with  the  introduction  of  the  additional 
plate  for  splinting  the  intertrochanteric  variety,  represents  one  of  the  greatest  con- 
tributions made  in  the  past  few  decades.  During  \\'orld  \\'ar  II  the  German  surgeons 
applied  the  principle  of  the  triflanged  nail  to  the  treatment  of  fractures  of  the  shaft 
of  the  long  bones.  These  patients  who  had  been  forced  to  remain  in  bed  for  long 
periods  are  now  able  to  leave  the  hosj)ital  after  days  instead  of  months. 

Most  of  our  colleagues  who  have  entered  medicine  during  the  past  two  decades 
have  seen  none  of  the  usual  rachitic  deformities  which  were  so  common  in  this  earlier 
period.  It  was  frequently  necessary  to  do  osteotomies  and  osteoclases  for  correction 
of  severe  bow  legs  or  knock  knees.  Today,  however,  this  is  all  a matter  of  history, 
so  that  about  all  we  now  view  are  the  mild  knock  knees  of  the  female,  which  anthro- 
pologists tell  us  is  a normal  structure  dependent  upon  anatomy  of  their  jtelvis. 

One  of  the  more  frequent  and  crij)pling  conditions  which  were  a challenge  to  correct 
were  the  deformities  resulting  from  poliomyelitis.  Even  though  the  Salk  vaccine  gives 
promise,  this  disease  still  produces  a high  percentage  of  crippling  in  children.  How- 
ever, increased  knowledge  and  improved  techniques  have  resulted  in  prevention  of 
many  deformities  and  a more  exact  correction  of  those  which  occur. 

In  short,  we  have  learned  to  control  or  prevent  shock,  to  correct  congenital  anomalies 
early  and  avoid  the  crippling  effects  of  delayed  treatment,  to  prevent  damage  to  the 
growing  bones  or  joints  by  the  prophylactic  use  of  antibiotics,  to  practically  eradicate 
tuberculosis  by  hygiene  and  milk  control.  The  remaining  two  challenges  are  the  pre- 
vention of  paralytic  j)oliomyelitis,  which  should  be  solved  during  the  ne.xt  decade,  and 
the  ever  present  and  devastating  damage  which  occurs  daily  from  accidents,  especially 
those  resulting  from  the  automobile. 

It  would  be  naive  to  hope  that  man’s  ills  during  the  ne.xt  three  decades  might  be 
alleviated  to  the  same  degree — but  who  knows?  We  still  need  many  answers.  IHalig- 
nant  disease  is  still  on  the  increase.  The  chemical  or  viral  solution  may  come  at  any 
time,  ^^'hile  the  previously  mentioned  diseases  would  appear  to  be  nearer  a solution, 
the  present  major  problem  of  morbidity  and  mortality  resulting  from  the  massacre 
by  the  motor  car  on  our  highways  looms  ever  larger. 

In  conclusion  it  may  be  said  that  the  practice  of  orthopedic  surgery  has  so  changed 
that  one  who  concluded  his  practice  three  decades  ago  would  hardly  recognize  it. 
Today  the  beds  of  an  orthopedic  service  in  our  university  hospitals  are  almost  com- 
pletely filled  by  patients  suffering  from  trauma  with  only  a scattering  of  those  with 
the  crippling  deformities  of  former  years. 

Maxwell  H.arbix,  M.D. 

Editor’s  Note:  Dr.  Harbin  is  Clinical  Professor  Emeritus  of  Orthopedic  Surgery  at  Western 
Reserve  Cniversity  Medical  School,  Cleveland.  He  now  resides  in  Spotsylvania,  Virginia. 
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The  Medicinal  Benefits  of  Beverage  Alcohol 


IN  1916,  my  father,  who  was  professor  of  medi- 
cine at  the  University  of  Virginia,  wrote  a paper 
entitled,  “Alcohol,  Its  Uses  and  Abuses.”^  His  con- 
clusion was  that  the  moderate  intake  of  beverage 
alcohol  is  nonharmful  to  most  people,  and,  indeed, 
is  beneficial  in  the  treatment  of  many  conditions. 
This  conclusion  fell  in  line  with  Sir  William  Osier’s 
classic  observation  that  beverage  alcohol  W'as  our 
most  valuable  medicinal  agent.  In  reviewing  the 
literature  of  the  last  forty  years,  I find  myself  in 
agreement  with  my  father’s  conclusion. 

It  is  interesting  to  note  that  his  work  w'as  pre- 
pared three  years  before  prohibition  went  into  effect. 
The  Volstead  Act  provided  that  physicians  could 
prescribe  whiskey  for  their  patients  when  it  was 
indicated,  just  as  physicians  today  are  permitted  by 
law  to  prescribe  digitalis  or  penicillin  when  in- 
dicated. Since  the  repeal  of  the  Volstead  Act,  the 
attention  of  many  doctors — along  with  the  public 
— has  been  so  focused  on  problems  of  alcoholism 
that  there  has  been  a tendency  to  overlook  the  thera- 
peutic value  of  beverage  alcohol. 

The  writer  regards  this  as  unfortunate  from  a 
medical  standpoint  and,  socially,  difficult  to  under- 
stand; for  a recent  national  survey  of  physicians 
indicated  that  four  out  of  five  doctors  regularh’ 
drink  whiskey  and  other  beverage  alcohol  them- 
selves.^ This  finding  leads  to  the  conclusion  that 
the  overwhelming  majority  of  physicians,  mindful 
of  their  own  healtli,  regard  moderate  drinking  cer- 
tainly as  not  harmful  and  often  beneficial  to  their 
well  being. 

Immoderate  drinking  is,  of  course,  a problem. 
Physicians  recognize  that  those  who  suffer  from 
alcoholism  are  sick  people;  in  fact,  they  were  sick 
before  they  took  their  first  drink.  !Many  who  suffer 
from  alcoholism  are  seeking  to  escape  from  reality. 
Indeed,  even  depriving  them  of  beverage  alcohol 
without  treating  their  condition  would  not  constitute 
a solution  to  their  problem,  for  they  would  transfer 
to  something  far  worse. 

It  is  important,  therefore,  for  the  practicing  phy- 
sician to  examine  the  therapeutic  value  of  beverage 
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alcohol  with  scientific  objectivity  and  professional 
detachment.  There  are  many  points  of  view  on  the 
medicinal  qualities  of  beverage  alcohol.  My  studies 
and  observations  lead  me  to  believe  that,  despite  the 
existence  of  alcoholism  as  a problem,  beverage  al- 
cohol can  be  and  is  a blessing — not  a problem,  to 
the  vast  majority  of  our  patients.  Clearly,  this  is 
an  area  in  which  further  research  is  indicated. 

Let  us  first  dispose  of  some  misconceptions.  One 
concerns  the  kidneys.  Many  patients  with  heart 
disease  have  associated  kidney  disease,  and  it  is 
often  assumed  that  they  must  avoid  intake  of  bever- 
age alcohol.  In  point  of  fact,  there  is  no  evidence 
that  beverage  alcohol  has  any  deleterious  effect  on 
the  kidney  function.®  To  the  contrary,  it  is  an 
excellent  diuretic.^ 

Too,  there  is  no  evidence  to  support  the  belief 
that  beverage  alcohol  per  se  has  an  etiological  effect 
on  hepatic  cirrhosis.®  This  disease,  commonly  re- 
ferred to  as  Laennec’s  cirrhosis,  is  a deficiency 
disease  seen  in  the  livers  of  both  alcoholics  and  total 
abstainers.®  The  cirrhosis  is  the  result,  not  of  bev- 
erage alcohol,  but  of  poor  nutritional  intake.  In 
this  respect,  Joliffe  points  out  that  the  person  who 
drinks  20  bottles  of  sweet,  carbonated  beverages  a 
day  is  as  likely  to  develop  Laennec’s  cirrhosis  as 
the  person  who  drinks  a pint  of  whiskey  every  day.'^ 

There  is  a substantial  body  of  evidence  that  al- 
cohol in  moderation  contributes  to  the  general  well 
being.  This  alone  would  make  it  a valuable  adjunct 
in  the  treatment  of  a number  of  diseases,  including 
tuberculosis.®  Beyond  this,  beverage  alcohol  is  of 
considerable  value  in  the  relief  of  many  specific 
conditions.  Its  use  as  an  antiseptic  dates  back  to 
ancient  times.  Long  before  the  birth  of  anesthe- 
siology, whiskey  was  recognized  by  medical  science 
for  its  analgesic  qualities.  (Not  surprisingly,  recent 
research  has  indicated  that  there  are  new  uses  for 
alcohol  in  this  area.)®  Whi.skey  also  stimulates  the 
appetite  and  aids  the  digestion.  It  has  a carmina- 
tive effect.  It  is  even  said  to  increase  selectivity  in 
fertility^®;  and  there  is  evidence  that  moderate  drink- 
ers may  have  a longer  life  span  than  total  ab- 
stainers.^^ 

It  is  my  purpose  here  to  review  scientific  evidence 
relating  to  the  benefits  to  be  derived  from  the  mod- 
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erate  use  of  beverage  alcohol  in  the  treatment  of 
specific  conditions. 

BEVEK.\GE  .\LCOHOL  IX  THE  TRE.\T- 
:tIEXT  OF  HE.\RT  DISEASE 

Research  has  shown  that  beverage  alcohol  is  a 
vasodilator  and  thus  increases  peripheral  vascular 
flow.  It  has  a longer  onset  time  than  nitrates,  but  its 
effect  is  of  longer  duration.  “The  most  effective 
drug  after  nitrates  is  alcohol,”  says  \\  hite.^-  He 
points  out  that  beverage  alcohol  was  used  as  a 
vasodilator  long  before  nitrates  were  introduced  and 
is  still  liighly  useful.  “An  ounce  or  two  of  whiskey, 
brandy  or  rum,”  he  says,  “may  give  rapid  relief 
from  angina  pectoris,  usually  in  the  course  of  a very 
few  minutes.”  \\’hite  believes  that  beverage  alcoliol 
is  particularly  valuable  in  the  prevention  of  such 
attacks. 

Stockton^*  and  Bishop^^  considered  that  beverage 
alcohol,  as  a vasodilator  of  the  coronary  arteries, 
was  valuable  in  the  relief  of  angina  pectoris.  Among 
others  who  have  recommended  beverage  alcohol  for 
angina  pectoris  are  Master,  Back,  and  Jaffe.^^  Cook 
and  Brown^®  found  beverage  alcohol  of  benefit  as  a 
pain  reliever  and  vascular  dilator  not  only  in  angina 
pectoris  but  also  in  thromboangiitis  obliterans,  Ray- 
naud’s disease,  and  arteriosclerosis  with  thrombosis. 
Brooks,^^  with  respect  to  hypertension,  held  that  it 
“seems  beyond  dispute”  that  beverage  alcohol  re- 
lieves the  pressures  brought  on  emotionally.  “That 
it  (beverage  alcohol)  prolongs  life  and  increases  com- 
fort is  but  a corollary  of  this  fact,”  he  said.  Lieb^^ 
found  that  beverage  alcohol  does  not  usually  affect 
blood  pressure;  but  to  the  extent  that  it  does,  he 
said,  the  pressure  is  decreased,  .\ccording  to  Mc- 
Dowall,!^  the  moderate  ingestion  of  beverage  alcohol 
does  tend  to  lower  the  venous  pressure. 

Marvin  and  his  associates^®  hold  that  beverage 
alcohol  in  moderation  “is  beneficial”  in  heart  cases. 
“Besides  being  a dilator  of  the  arteries,”  they  point 
out,  in  a book  sponsored  by  the  American  Heart 
-Association,  “ a highball  or  two  a day  can  serve  as 
a valuable  medicine.  Moreover,  in  many  patients, 
it  does  much  to  relax  nervous  tensions,  lessen  fatigue, 
and  make  life  pleasanter.”  Similarly,  Grollman^^ 
states  that  “By  removing  certain  nervous  inhibitions 
and  excitability,”  beverage  alcohol  “may  act  as  a 
sedative  to  the  circulation.” 

Just  before  World  War  II,  Leary,^^  addressing 
a meeting  of  Kansas  City  physicians,  made  the  state- 
ment : “When  I have  the  body  of  a patient  sixty- 
five  years  of  age  on  the  morgue  table  and  1 find  his 
aorta  as  smooth  as  a baby's  skin,  it  is  not  necessary 


for  me  to  get  a history.  I know  already  that  he 
has  been  a long-standing  user  of  alcohol.” 

.About  the  turn  of  the  century,  it  was  commonly 
believed  that  a major  black  mark  against  even  the 
moderate  use  of  beverage  alcohol  was  that  it  some- 
how caused  or  hastened  arteriosclerosis.  However, 
Cabot-^  in  a study  of  almost  300  cases  of  alcoholism, 
found  that  only  6 per  cent  showed  any  signs  of 
arteriosclerosis  whatever,  regardless  of  age.  Later 
work  l)y  Leary,-^  and  by  A'irchow  and  Aschoff,^® 
among  others,  indicated  that  not  only  does  l^everage 
alcohol  not  cause  arteriosclerosis,  but  it  may  tend 
to  slow  this  process  by  dissolving  the  cholesterol 
which  is  closely  associated  with  the  disease.  Despite 
these  findings,  the  effect  of  alcohol  on  cholesterol 
remains  in  dispute  and  should  be  studied  further. 

BlumenthaB®  has  now  advanced  the  theory  that 
stress,  rather  than  cholesterol,  causes  arteriosclerosis. 
Should  further  research  support  the  stress  theor}', 
it  would  appear  that  the  value  of  beverage  alcohol 
as  an  adjunct  in  the  management  of  the  disease  would 
still  be  consideral)le  because  of  its  relaxing,  euphoric 
eft'ects.  In  connection  with  the  relief  of  stress, 
tests  conducted  at  the  Laboratory  of  Applied  Physi- 
ology, A'ale  E^niversity,  have  demonstrated  that  small 
amounts  of  alcohol  prevent  audiogenic  seizures  in 
animals.  As  a result,  the  researchers  wonder  “wheth- 
er the  widespread  use  of  alcohol  in  moderate  amounts 
by  man  may  not  be  based  on  the  satisfaction  of  a 
similar  and  sought  for  emotional  relaxation.”-' 

In  the  light  of  these  observations,  it  is  understand- 
able that  cardiologists  customarily  recommend  the 
moderate  intake  of  beverage  alcohol  by  their  patients 
so  that  the  exhausted  or  endangered  heait  may  be 
stimulated  by  the  nutrient  action  of  the  alcohol. 
In  general,  moderate  use  of  whiskey  or  other  bev- 
erage alcohol  improves  the  amplitude  and  force  of 
the  heart,  the  mass  movement  of  the  blood,  the  out- 
put of  the  heart,  and  the  efficiency  of  the  circulation. 

BEVERAGE  .ALCOHOL  IX  THE  TRE.AT- 
MEXT  OF  THE  AGED 

In  the  book,  “Liquor  the  Servant  of  Alan,”  Hel- 
wig2s  i-gpg  {Pg  stor)-  of  a relative  who  occasionally 
dined  with  him.  Before  and  after  a full  dinner,  this 
relative  would  have  a drink  which  he  enjoyed.  His 
conversation  sparkled,  and  he  was  full  of  life. 
When  he  later  went  home  to  bed,  he  would  have  a 
pleasant,  relaxed  night  of  sleep.  When  he  did  not 
dine  out,  he  was  neither  sparkling  nor  vivacious; 
and  he  customarily  slept  badly.  His  difficulty  lay 
in  the  fact  that  his  daughter,  with  whom  he  lived, 
would  not  permit  him  to  drink,  because  she  feared 
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that  he  might  become  addicted  to  alcohol.  He  was 
then  eighty-three  years  old. 

Geriatricians  evidently  are  less  fearful  than  the 
young  woman  just  cited,  for,  among  them,  beverage 
alcohol  has  many  friends.  Osier  called  beverage 
alcohol  the  milk  of  old  age.  The  classical  data  of 
Pearl^®  showed  that  moderate  drinkers  may  have  a 
higher  expectancy  of  life  than  total  abstainers.  He 
and  others  have  found  that  beverage  alcohol  in 
moderation  can  quiet  an  apprehensive,  over-wrought 
patient  and  lead  to  a restful  night.  It  can  quicken 
a sluggish  appetite  and  can  even  supj)ly  a few  extra 
calories  when  total  nutrition  is  a problem.  Einhorn^®, 
for  example,  said  of  anorexia  in  the  aged  that  by 
giving  them  “small  doses  of  an  alcoholic  beverage 
they  are  able  to  take  their  meals.  Otherwi.se  they 
would  die.” 

As  for  addiction,  it  seems  clear  that  this  fear  is 
without  rational  basis  unless  the  patient  of  advanced 
years  has  been  drinking  in  excessive  quantities  for 
a protracted  period.  It  is  hard  to  conceive,  of  a 
patient  who,  beginning  to  use  beverage  alcohol  late 
in  life,  is  likely  to  drink  in  excess.^^  Thewlis^^ 
recommends  “systemic  use  of  wine  or  spirits”  by  the 
aged,  even  if  they  previously  have  been  abstentious. 
Barach®^  reminds  those  physicians  who  “advocate 
wholesale  prohibition”  of  beverage  alcohol  and  other 
pleasures  in  the  treatment  of  the  aged  of  this  Chi- 
nese proverb:  “Boredom  tires  a woman  but  ruins 
a man.”  Beverage  alcohol  in  moderation,  “especially 
after  the  age  of  fifty-five,  is  more  conducive  to 
longevity  than  is  total  abstinence,”  reports  Billings.®^ 
And  Salter^^,  in  a review  of  drugs  useful  in  geriatrics 
cases,  has  noted  that  “For  protracted  use,  alcohol 
in  moderation  can  serve  as  the  old  people’s  sedative.” 

Indeed,  for  individuals  over  sixty  years  of  age, 
a daily  drink  or  two  of  whiskey  appears  almost 
mandatory.  Whiskey  in  moderation  for  those  over 
forty — and  oft  times  for  those  over  thirty — is  cer- 
tainly indicated,  for  the  regressive  processes  are 
usually  under  way  by  that  time.  With  older  age 
groups  in  particular,  the  metabolism,  the  vital  signs, 
and  the  enzymes  are  greatly  diminished.  Whiskey 
is  valuable  in  that  it  conserves  these  activities.  It 
is  rapidly  catabolized  and  thus  spares  the  human 
organism.  As  beverage  alcohol  also  helps  to  destroy 
certain  noxious  substances,  it  thus  may  help  to  sus- 
tain life. 

Haggard  and  Jellinek^®  find  that  when  older  people 
use  alcohol  “in  suitable  moderation  and  low  con- 
centrations,” it  increases  their  desire  for  food.  More- 
over, “there  is  mild  euphoria,  a cheerfulness,  and 
decrease  of  anxiety;  the  feeling  of  chilliness  is  les- 


sened by  the  flow  of  blood  to  the  skin,  and  the  mild 
sedative  action  of  the  alcohol  relieves  some  of  the 
aches  and  pains.” 

In  the  same  vein,  Stieglitz^”  notes  that  “Alcohol 
is  a vasodilating  sul^stance.  It  is  of  considerable 
assistance  in  the  management  and  control  of  ar- 
teriosclerotic change  in  elderly  persons.  In  my 
opinion,  the  judicious  use  of  whiskey  or  otlier  spirit- 
uous liquors  is  therefore  indicated  in  the  manage- 
ment of  many  aged  patients.  Alcohol  in  moderation 
supplies  quick  fuel  and  relaxes  tensions.  It  is 
often  most  constructive  in  increasing  vigor  and  en- 
durance in  the  elderly.” 

In  my  own  practice,  I customarily  prescribe  a 
light  blended  whiskey  in  geriatric  cases.  Due  to  its 
blending  with  grain  neutral  spirits,  it  is  extremely 
low  in  toxic  congeneric  content.®^ 

BEVhlRAGE  ALCOHOL  IN  THE  TREAT- 
MENT OF  DIABETES 

Insulin  therapy  is  clearly  essential  to  the  diabetic; 
but  it  is  clinically  significant  that  arteriosclerosis, 
wdiich  insulin  is  pow'erless  to  combat,  tends  to  attack 
diabetics  early  and  hard.  Beverage  alcohol  is  there- 
fore of  ancillary  use  in  the  treatment  of  diabetes  for, 
as  has  already  been  shown,  it  is  useful  in  the  man- 
agement of  arteriosclerosis  and  is  also  valuable  in 
the  treatment  of  diabetes.^®  Before  the  development  • 
of  insulin  therapy,  beverage  alcohol  w’as  used  wddely 
in  the  treatment  of  diabetes;  and  even  since  insulin, 
work  done  by  Kolta'**^  and  others,  has  borne  out  the 
value  of  beverage  alcohol  in  reducing  the  blood  sugar 
level.  Fishbein^^  has  gone  so  far  as  to  declare 
that  “w’ith  alcohol  in  the  diet,  it  is  possible  to  use 
a smaller  amount  of  insulin  than  would  otherwise 
be  the  case.” 

Some  physicians,  nonetheless,  may  hesitate  to  pre- 
scribe certain  forms  of  beverage  alcohol  for  fear 
of  significant  sugar  content.  In  a whiskey  carefully 
blended  with  grain  neutral  spirits,  the  sugar  content 
is  negligible. 

BEVERAGE  ALCOHOL  IN 
GASTROENTEROLOGY 

Beverage  alcohol  in  moderation  is  considered — by 
Sollmann'*-;  Dreiling,  Richman,  and  Fradkin'*®;  and 
Brooks  and  Thomas^^,  among  others — to  be  beneficial 
to  the  digestive  process  in  that  it  stimulates  the  flow 
of  gastric,  pancreatic,  and  intestinal  juices.  ^ Ex- 
periments conducted  by  Scott,  Scott,  and  Luckhardt^® 
indicate  that  beverage  alcohol  in  moderation  is  of 
value  prophylactically  in  dyspepsia.  At  mealtime, 
subjects  of  the  experiments  w'ere  given  small  amounts 
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of  beverage  alcohol  twice  in  five  minutes.  Signs  of 
hunger  were  noted  as  well  as  relaxation  of  gastric 
tension  lasting  close  to  one  hour. 

From  the  work  of  Brock^®;  Adler,  Beazell,  At- 
kinson, and  and  Lucia^®  among  others,  it 

appears  that  the  moderate  use  of  beverage  alcohol 
leads  to  a variety  of  other  benefits.  The  alcohol 
is  utilized  directly,  completely,  and  economically. 
It  thus  conserves  other  energ\-  material  and  does  not 
increase  the  basal  heat  production.  Further,  it  has 
the  advantage  over  most  foods  in  that  it  does  not 
require  digestion.  By  relaxing  the  gastrocolic  re- 
flex, beverage  alcohol  eases  natural  evacuation.  And, 
taken  in  moderation,  it  tends  to  stimulate  the  liver. 

BEVERAGE  .\LCOHOL  IX  THE  TREAT:MEXT 

OF  ARTHRITIS  AND  RHEUMATISM 

Clearly,  beverage  alcohol  is  no  cure  for  arthritis. 
Yet,  it  is  evident  today  that  the  steroid  hormones 
have  failed  to  live  up  to  the  expectations  held  out 
for  them.  They  do  not  cure  rheumatoid  arthritis. 
There  are  numerous  toxic. side  effects.  Xot  surpris- 
ingly, in  a recent  surv-ey  of  rheumatologists,  con- 
ducted by  Solomon'*®,  it  was  disclosed  that  80  per 
cent  of  their  patients  routinely  use  aspirin  to  ease 
the  inflammation  and  pain  of  rheumatoid  arthritis. 
The  survey  further  revealed  that  but  few  of  the 
polled  physicians  restrict  the  use  of  beverage  alcohol, 
which  appears  to  have  value  as  an  adjunct  to  aspirin 
or  other  therapy. 

CeciF®  has  said  that  the  analgesic  effect  of  bev- 
erage alcohol,  in  particular,  should  not  be  mini- 
mized. “A  small  drink  of  whiskey  will  do  much 
to  brighten  the  end  of  the  day  for  the  arthritic  patient 
and  usually  gives  definite  relief  from  pain,”  he  says. 

Even  in  gout,  it  appears  that  moderate  drinking 
is  non-harmful;  and,  in  fact,  my  own  work  has  led 
me  to  a number  of  cases  in  which  beverage  alcohol 
has  had  marked  analgesic  effect.^^ 

COMMENT 

ith  beverage  alcohol,  as  with  so  much  else  in 
life,  timing  is  everything.  Obviously,  there  are  times 
when  it  is  unwise  to  drink;  and  these  are  the  times 
when  beverage  alcohol  is  used  as  a crutch.  I would 
personally  advise  against  beverage  alcohol  for  the 
person  who  is  extremely  worried,  depressed,  or  over- 
tired. On  the  other  hand,  in  a variety  of  conditions 
which  the  practitioner  may  face,  there  are  specific 
indications  for  the  moderate  use  of  beverage  alcohol. 
And,  in  general,  small  amounts  of  beverage  alcohol 
may  be  relaxing  to  the  person  who  is  under  some 
tension,  who  is  nervous,  or  who  is  comfortably  tired. 


Eor  older  persons  especially,  moderate  amounts  of 
beverage  alcohol  bring  relaxation,  peace  of  mind, 
and  increased  joie  de  vivre. 

SUMiMARY 

The  tlierapeutic  benefits  of  beverage  alcohol  taken 
in  moderation  are  reviewed. 

Beverage  alcohol  is  recommended  in  the  treatment 
of  cardiovascular  and  geriatric  cases,  my  own  per- 
sonal preference  being  for  a light,  blended  whiskey 
because  of  its  low  congeneric  content.  It  is  found  of 
value  in  the  treatment  associated  with  arteriosclerosis 
and  diabetes.  It  is  beneficial  in  gastroenterology, 
and  is  found  to  ease  the  pain  of  arthritis  and  rheu- 
matism. 

For  many  patients,  beverage  alcohol  used  in  mod- 
eration is  considered  relaxing,  pleasant,  of  nutri- 
tional value,  and  conducive  to  improved  health  of 
body  and  mind. 
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Headache 

Functional  and  Organic 

T_TEA1)ACHE,  with  the  possible  exception  of 

-*■  backache,  is  the  commonest  subjective  complaint 
of  mankind.  It  varies  greatly  in  location,  type, 
degree  or  intensity,  frequency  and  duration.  It  may 
be  indicative  of  very  serious  intracranial  disease 
or  purely  functional.  In  this  presentation,  it  is 
proposed  to  discuss  briefly  the  various  types  of  head- 
ache in  two  general  groups:  functional  and  organic. 
Before  definite  entities  are  considered,  however,  it 
might  be  well  to  stress  the  importance  of  a general 
physical  examination  and  careful  consideration  of 
the  background  and  environment  of  the  patient 
who  complains  of  headache.  The  temperature  should 
be  recorded,  a complete  blood  count  and  urinalysis 
made,  as  well  as  a blood  W'asserman,  blood  urea, 
and  blood  sugar.  The  blood  pressure  in  each  arm 
should  be  recorded  and  skull  x-rays  made;  usually 
it  is  wise  to  have  also  a chest  film  made  to  rule  out 
an  unsuspected  malignancy  or  other  pulmonary  pa- 
thology. An  occasional  lumbar  puncture  is  required, 
but  such  a procedure  should  be  done  only  in  selected 
patients  for  fear  of  producing  a post-puncture  head- 
ache in  the  “functional”  cases  which  would  only  add 
to  the  woes  of  the  patient.  The  importance  of  these 
simple  but  essential  preliminary  tests  will  become 
evident  as  the  different  causes  of  headache  are  con- 
sidered. 

A simple  statement  by  the  patient  that  he  has 
headache  is  not  sufficient  for  the  physician  trying  to 
get  to  the  real  cause  of  the  complaint.  It  is  neces- 
sary to  spend  a few  moments  in  calm  discussion  with 
the  patient  about  the  details  of  his  headache  because 
there  is  no  term  that  includes  a greater  variety  of 
uncomfortable  sensations  than  the  term  “headache”. 
It  varies  tremendously  in  (a)  type  or  degree:  mild 
pressure  sensation,  throbbing  (synchronous  with  the 
pulse),  excruciating,  etc,;  (b)  location:  unilateral, 
bilateral,  anterior  or  posterior;  (c)  and  frequency: 
daily,  diurnal,  nocturnal,  monthly,  etc.  Is  it  getting 
worse;  is  medicine  necessary  for  its  relief  and  if  so, 
what  drugs;  has  the  patient  lost  any  time  from  work 
because  of  the  headache;  is  there  nausea  and  vomit- 
ing associated  with  the  headache  or  is  there  weight 
loss.'  These  are  all-important  questions  to  ask  the 
patient  in  the  initial  history-taking  interview,  and 
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one  or  more  answers  to  them  may  give  the  only  real 
clue  as  to  the  kind  and  causation  of  the  headache  of 
which  the  patient  complains.  The  examiner  should 
inquire  whether  the  patient's  daily  work,  home  situa- 
tion and  similar  personal  elements  in  his  life  are 
satisfactory  and  agreeable.  Any  legal  action  that 
might  be  pending  (as  in  traumatic  cases)  or  immi- 
nent hearings  before  a Compensation  Board  should 
be  inquired  about. 

After  consulting  a number  of  textbooks  on  neu- 
rology, combined  with  our  own  personal  experience 
in  clinic  and  hospital,  we  have  divided  the  types  of 
headaches  into  two  main  groups:  (A)  Functional 
and  (B)  Organic. 

(A)  FE’NXTIONAL 

(1)  Psychogenic : This  diagnosis  is  one  of  ex- 
clusion only.  One  must  be  very  wary  in  labeling  a 
particular  headache  as  “jisychogenic”  before  every 
diagnostic  possibility,  including  air  injection  in  some 
cases,  has  been  exhausted.  A\'ith  increasing  ex- 
perience, the  clinician  can  often,  but  not  always, 
identify  these  cases  with  greater  accuracy  and  facil- 
ity. A patient  whose  chief  or  only  complaint  is 
headache  with  no  objective  findings  is  often  one 
with  a psychogenic  headache  although  it  is  necessary 
always  to  be  careful  of  “snap  diagnoses’’  in  this 
respect.  Occasionally  when  the  background  of  the 
patient  is  investigated,  a personal,  marital,  business 
or  other  problem  is  uncovered  which  is  the  real  clue 
to  the  diagnosis  as  emphasized  above.  Brain  tumor 
and  other  serious  intracranial  lesions  often  do  not 
have  headache  as  their  chief  complaint,  oddly 
enough,  but  such  patients  will  complain  of  dijflopia, 
of  having  had  a convulsion  or  two,  or  progressive 
weakness  of  an  extremity;  headache  is  often  a sec- 
ondary matter.  Post-traumatically,  namely,  after  a 
concussion  and/or  skull  fracture,  a headache  that 
does  not  subside  with  time  (if  not  due  to  a serious 
post-traumatic  lesion  such  as  a chronic  subdural 
hematoma)  is  often  psychogenic,  if  not  actually  due 
to  malingering  on  the  part  of  some  patients  with  a 
compensation  or  insurance  factor  in  the  injury.  Par- 
ticularly is  this  liable  to  be  the  case  in  the  absence 
of  objective  neurological  findings  on  repeated  ex- 
amination. 

(2)  Migraine  is  familiar  to  all  physicians  as  a 
functional  headache  causing  real  disability.  Rather 
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frequently,  however,  it  is  not  the  classic  t>{)e  as  it 
may  occur  almost  daily,  have  no  visual  phenomena 
and  no  vomiting  (only  nausea)  and  involve  both 
sides  of  the  head  (not  unilateral).  Gynergen  is 
still  the  best  treatment  for  migraine,  especially  when 
given  hypodermically  in  doses  of  .5  to  1.0  milli- 
gram. The  patients  can  easily  be  taught  to  give 
themselves  the  drug  as  diabetics  give  themselves 
insulin.  In  many  cases  that  obtain  little  relief  from 
the  oral  use  of  the  drug,  great  benefit  is  obtained 
from  giving  it  hypodermically  or  in  suppositories. 
Cafergone  tablets,  which  contain  ergotamine  and 
caffeine,  are  useful,  as  is  D.H.E.  45.  Mesantoin, 
one  of  the  anticonvulsant  drugs,  is  definitely  helpful 
in  hereditary  migraine,  giving  grains  1.5  three  to 
four  times  a day.  Intravenous  50  per  cent  magne- 
sium sulphate,  beginning  with  1 c.c.  given  very 
slowly  and  increasing  daily  to  5 c.c.  on  successive 
days,  affords  relief  to  many  migrainous  patients  not 
relieved  by  Gynergen. 

(3)  Histamine  headache  is  much  rarer  than  mi- 
graine but  nevertheless  is  a real  entity  sui  generis. 
E.xquisite  hot  burning  pain  develops  in  one  eye 
(which  becomes  very  injected),  associated  with 
marked  lacrimation  and  erithema  about  the  eye 
and  a suddenly  occluded  nostril  on  the  side  of  the 
pain.  Ingestion  of  alcohol  almost  invariably  brings 
on  the  pain  so  that  these  patients  willingly  become 
teetotalers,  if  only  from  necessity.  A few  minims 
of  adrenalin,  or  of  D.H.E.  45,  hypodermically, 
should  abort  the  spontaneous  histamine  headache  and 
a series  of  daily  intravenous  injections,  usually  five 
or  six,  of  1.0  milligram  of  histamine  base  in  250 
c.c.  of  normal  saline  solution  given  slowly  over  two 
or  three  hours  time,  usually  affords  long  if  not 
permanent  relief.  The  injection  should  not  induce 
severe  headache.  Both  this  type  of  headache  and 
migraine  seem  to  be  due  to  vascular  imbalance  of 
the  intracranial  vessels.  Bellergal  tablets  may  also 
help,  giving  3-4  tablets  a day  (total  quantity). 

(4)  Allergic  headache  occasionally  is  met  with; 
elimination  of  the  offending  allergen  or  allergens  by 
an  allergist  suffices  to  prevent  further  attacks;  often 
it  is  one  or  more  foods  or  pollens. 

(5)  Menopausal  headache : Oftentimes,  migrii^^ 
(in  the  earlier  decades)  is  transformed  into  men^ 
pausal  or  post-menopausal  headache  in  the  fifth  or 
sixth  decades  of  life.  Such  cases  are  difficult  to 
treat.  Occasionally  hyperostosis  frontalis  interna 
(Sherwood  Moore’s  syndrome)  is  seen  on  the  skull 
x-ray  films.  This  is  a metabolic  disorder.  Mild 
sedation  will  help  some  patients:  aspirin,  phena- 


cetin,  plienobarlntal  with  tincture  of  belladonna  is 
a useful  combination,  as  are  Bellergal  or  Cafergone 
tablets.  Miltown  or  one  of  the  other  tranquilizing 
drugs  is  of  distinct  benefit  in  these  patients  with  a 
definite  nervous  tension  factor. 

(6)  Sluder's  sphenopalatine  neuralgia  is  a curious, 
functional  t\pe  of  combined  facial  and  head  {)ain 
extending  unilaterally  over  the  head,  forehead,  mas- 
toid area  and  neck.  In  our  exjx^rience,  it  is  rarely 
relieved  by  cocainization  of  the  sphenopalatine  gan- 
glion so  that  our  reliance  is  mostly  on  the  mild  seda- 
tives mentioned  above  in  discussing  menopausal 
headache  (see  #5,  supra). 

(7)  Post-puncture  headache  may  be  very  distress- 
ing and  of  long  duration.  The  best  treatment  bv 
far  is  to  remain  in  bed  until  the  headache  is  no 
longer  felt  in  the  erect  position.  Caffeine  is  per- 
haps the  best  drug  for  its  relief.  It  is  significant 
that  in  patients  who  have  had  spinal  anesthesia  for 
lumbar  protruded  disc  operations  and  who  remain 
in  bed  for  approximately  seven  days  thereafter, 
headache  is  rarely,  if  ever,  complained  of  when  the 
patient  becomes  ambulatory. 

(8)  Eyestrain:  Not  rarely  such  patients — chil- 
dren and  adults  alike — are  seen  in  neurological 
clinics  complaining  of  severe  frontal  headaches  and 
eye  pain.  The  key  to  the  diagnosis  is  that  the  head- 
ache is  of  afternoon  or  evening  occurrence,  usually 
developing  after  using  the  eyes  a great  deal  in 
school  or  in  close  work  of  any  kind,  and  the  correct- 
ness of  the  physician's  impression  is  proved  by  the 
relief  obtained  by'the  fitting  of  proper  glasses. 

(B)  ORGANIC 

(1)  Acute  generalized  febrile  illness,  especially 
typhoid,  paratyphoid  and  undulant  fever,  influenza 
and  grippe  and  severe  pyeliti?  with  chills  and  fever 
are  all  associated  with  severe  headache  at  the  time 
of  onset  in  many  cases.  IMalaria  may  induce  chronic 
headache,  even  years  4ater.  The  headache  in  psitta- 
cosis is  quite  disabling  and  .severe,  and  the  same  is 
true  occasionally  of  Rocky  Mountain  spotted  fever. 

(2)  Chronic  disease,  especially  hypertension : The 
degree  of  headache  in  hypertension  is  not  necessarily 
directly  proportional  to  the  height  of  the  systolic  or 
diastolic  blood  pressure,  as  some  patients  appear  to 
think,  and  not  a few  internists  today  feel  that  head- 
ache in  hypertension  is  usually  psychogenic.  Cer- 
tainly it  is  true  that  many  hypertensives — particu- 
larly of  the  essential  benign  t}pe — have  little  or  no 
headache  and  the  elevation  of  blood  pressure  is  dis- 
covered only  in  a routine  examination  for  insurance 
or  at  the  time  of  periodic  physical  examination  by 


Voi..  84,  Jaxu-vry,  1957 


9 


the  family  physician,  the  patient  often  being  with- 
out disabling  symptoms  of  any  kind  at  the  time,  or 
at  least  until  he  has  been  told  he  has  hypertension. 

(3)  Glaucoma:  Severe  pain — usually  unilateral 
— in  the  eye  and  supraorbitally,  perhaps  at  one  time 
chronic  and  occasionally  (especially  in  early  morn- 
ing hours  or  at  night  after  retiring)  developing 
as  an  acute  exacerbation,  must  always  be  kept  in 
mind  especially  in  patients  in  the  later  decades  of 
life.  Expert  ophthalmologic  aid  (possibly  an  emer- 
gency operation)  is  needed  in  such  cases  to  preserve 
vision. 

(4)  Tic  Douloureu.x,  involving  the  first  or  ophthal- 
mic division  of  the  trigeminal  nerve,  may  be  de- 
scribed occasionally  as  “headache"’  by  the  patient  or 
his  family.  In  these  cases,  as  in  all  individuals 
with  Tic  Douloureux,  the  peripheral  and  paroxysmal 
nature  of  the  pain,  brought  on  by  pressure  at  a 
“trigger  point’’  is  the  key  to  the  diagnosis.  Sudden, 
severe,  lancinating,  “sprangling”  pain  confined  to 
the  domain  of  the  Sth  nerve  is  highly  typical  and, 
in  fact,  pathognomonic  of  Tic  Douloureux.  Once 
seen,  it  is  never  forgotten.  With  first  division  in- 
v'olvement,  the  trigger  point  is  almost  invariably 
in  the  eyebrow  at  the  point  of  emergence  of  the 
supraorbital  nerve  from  its  foramen.  Alcohol  in- 
jection or  avulsion  of  this  peripheral  branch  of  the 
fifth  nerve  suffices  for  complete  relief  of  the  pain; 
later,  it  may  be  necessary  to  avulse  the  root  between 
the  gasserian  ganglion  and  the  pons  to  afford  per- 
manent relief. 

(5)  Cervical  arthritis  and  occipital  neuritis:  Not 
rarely,  a middle-aged  or  elderly  patient  complains  of 
“headache”  which  is  located  postyiorly,  unilaterally 
or  bilaterally.  Examination  often  discloses  very 
tender  greater  and  lesser  occipital  nerves  to  palpa- 
tion by  the  examiner’s  thumb  and  limitation  of  mo- 
tion in  the  cervical  spine,  especially  in  backward  or 
side-to-side  rotation  of  the  head.  X-ray  examina- 
tion usually  .shows  cervical  arthritis  of  greater  or 
lesser  degree.  If  novocaine  injection  of  the  involved 
nerves  in  the  occiput  affords  relief  for  several  hours 
at  least,  avulsion  of  the  appropriate  nerves  through 
a small  transverse  incision  in  the  occipital  scalp 
under  novocaine  anesthesia  should  result  in  complete 
■cure. 

(6)  Temporal  arteritis,  a rather  rare  condition; 
The  relatively  high  incidence  of  concomitant  or 
preceding  mouth  infection,  plus  the  fact  that  the 
initial  pain  may  occur  in  the  teeth  or  jaws,  suggests 
the  possibility  of  involvement  of  neighboring  arterio- 
•sclerotic  arteries  by  .direct  extension  of  local  infec- 


tion. The  scalp  vessels  are  tortuous,  swollen  and 
nodular.  The  temporal  artery  is  most  frequently 
affected.  ^Microscopically,  the  disease  is  a panar- 
teritis which  cannot  be  distinguished  from  periar- 
teritis nodosa.  The  pain  consists  of  a severe,  throb- 
bing, steady  headache  associated  with  hyperalgesia 
of  the  scalp.  Pain  on  mastication  is  an  initial 
SA'mptom  in  some  patients.  Immediate  relief  usually 
follows  excision  of  a segment  of  the  involved  tem- 
poral artery.  The  disease  is  self-limited,  lasting 
from  one  month  to  over  a year  and  is  non-fatal,  all 
cases  reported  to  date  having  recovered. 

(7)  Meningitis  and  subarachnoid  hemorrhage: 
These  entities  occasionally  cannot  be  distinguished 
from  each  other  wdthout  lumbar  puncture.  We  are 
not  referring  now,  of  course,  to  the  acute  fulminating 
prostrated  cases  but  to  patients  who  may  still  be 
ambulatory  with  milder  symptoms.  Rigidity  of  the 
neck  is  the  outstanding  symptom  in  both  conditions 
and  lumbar  puncture  reveals  either  cloudy  or  blood- 
tinged  fluid.  In  benign  lymphocytic  meningitis,  the 
fluid  may  be  grossly  clear  and  colorless  but  micro- 
scopically 100  or  more  lymphocytes  per  cubic  milli- 
meter are  seen  in  the  fluid.  Another  characteristic 
of  both  these  affections  is  moderate  or  marked  photo- 
phobia. Luetic  (meningovascular)  meningitis  must 
be  ruled  out  by  serologic  studies  of  the  blood  and 
spinal  fluid. 

(8)  Encephalitis : This  entity  is  almost  always 
associated  with  low-grade  fever,  lassitude  or  stupor 
and  frequently  with  diplopia  from  paralysis  of  one 
or  more  of  the  extraocular  muscles.  Curiously 
enough,  the  spinal  fluid  may  show  little  or  no  cel- 
lular increase  but  should  invariably  show  an  elevated 
spinal  fluid  sugar  (over  80  milligrams  per  cent) 
in  the  presence  of  a normal  blood  sugar.  IMany 
cases  initially  designated  as  “encephalitis”  ulti- 
mately are  proved  to  be  cases  of  brain  tumor  or  other 
mass  lesion  of  the  brain. 

(9)  Post-traumatic  headache  tends  almost  invar- 
iably to  subside  with  time  unless  a serious  compli- 
cation is  developing,  such  as  a chronic  subdural 
hematoma.  Prostigmin  bromide,  15  mg.  t.i.d.,  is 
valuable  if  given  soon  after  the  injury,  as  are 
Bellergal  tablets,  one  of  them  before  each  meal  and 
one  at  bedtime.  It  is  often,  but  not  invariably,  as- 
sociated with  vertigo.  Strangely  enough,  it  may  be 
said  that  the  intensity  of  the  post-traumatic  symptoms 
is  often  in  inverse  proportion  to  the  severity  of  the 
initial  head  injury.  Some  of  the  very  severe  head 
injuries  with  compound  depressed  skull  fracture 
and  contusion  of  the  brain  and  subarachnoid  hem- 
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orrhage,  or  of  middle  meningeal  hemorrhage  with 
marked  cerebral  compression,  are  associated  with 
little  or  no  headache  after  the  patients  become  am- 
bulatory three  or  four  weeks  after  trauma. 

(10)  Skull  diseases,  especially  eosinophilic  gran- 
uloma and  osteomyelitis:  Eosinophilic  granuloma 
is  a curious  bone  disease  (involving  other  bones 
occasionally  in  addition  to  the  .skull)  in  which  ex- 
quisite localized  tenderjiess  over  the  lesion  is  present 
at  a specific  point  in  the  skull.  X-ray  examination 
reveals  the  characteristic  punched-out  rarefied  area 
in  the  skull;  .x-ray  treatment  or  surgical  e.xcision 
should  result  in  cure. 

Osteomyelitis  of  the  skull  is  due  to  four  chief 
causes:  e.xtension  from  contiguous  infected  (a)  para- 
nasal sinuses  or  (b)  mastoid,  (c)  post-traumatic 
(compound  skull  fracture),  or  (d)  “metastatic” 
from  elsewhere  in  the  body,  such  as  bronchiectasis, 
osteomyelitis  of  the  long  bones,  or  a lung  abscess. 
X-ray  examination  of  the  skull  is  slow  in  revealing 
osteomyelitis  and  occasionally  excision  of  involved 
bone  in  the  frontal  or  temporal  region  is  necessary 
(extension  from  the  frontal  sinus  or  mastoid)  before 
x-ray  evidence  of  osteomyelitis  is  present.  Under- 
standably enough,  since  the  advent  of  the  sulfa  drugs 
and  the  antibiotics,  the  incidence  of  these  infections 
has  been  greatly  reduced.  One  of  the  most  exten- 
sive cases  of  osteomyelitis  of  the  skull  seen  by  the 
writer  occurred  years  ago  in  a young  colored  boy 
incident  to  a human  bite  during  a wrestling  match. 
Eventually  the  greater  portion  of  the  skull  vault 
had  to  be  removed  before  cure  w'as  obtained. 

(11)  Unruptured  intracranial  aneurysm : These 
cases  typically  have  severe  unilateral  frontal  head- 
ache and  eye  pain  with  hypoesthesia  of  the  frontal 
scalp  on  the  side  of  the  pain  and  often  a third  nerve 
palsy,  characterized  by  ptosis  of  the  lid,  a dilated 
pupil  and  paralysis  of  inward  gaze  with  associated 
diplopia.  The  lesion  is  verified  by  an  angiogram 
of  the  carotid  artery  in  the  neck  with  visualization 
of  the  intracranial  vessels  on  the  angiogram  films. 
Ligation  of  the  carotid  in  the  neck  or  intracranial 
clipping  of  the  aneur}-sm  itself,  which  ever  may  be 
required  in  the  individual  case,  is  carried  out.  These 
are  always  serious  lesions  and  may  or  may  not  be 
associated  with  a massive  subarachnoid  hemorrhage. 
The  third  nerve  palsy  is  not  present  in  every  case 
of  verified  intracranial  aneurysm,  thus  making  lo- 
calization of  the  lesion  more  difficult  in  such  a case. 
In  patients  over  50  3’ears  of  age,  treatment  of  intra- 
cranial aneurysm  should  be  conservative. 

(12)  Headache  from  paranasal  sinus  disease: 


I'his  type  of  head  pain  especially  when  chronic  is 
often  so  diagnosed  when  it  has  little  or  nothing  to 
do  with  the  patient’s  real  disability.  True  sinus 
lieadache,  especially  of  the  acute  variety,  is  typically 
present  in  the  morning  after  the  patient  has  been 
recumbent  in  bed  for  many  hours  and  the  sininses 
are  distended  with  purulent  secretions.  Therefore, 
unless  complete  blockage  is  present,  it  typically  tends 
to  subside  in  the  afternoon  or  evening.  X-ray  ex- 
amination in  such  cases  should  show  definitely  cloudy 
sinuses  requiring  drainage  by  the  otolaryngologist. 
In  the  more  chronic  cases  in  which  a certain  amount 
of  adequate  drainage  is  already  present,  the  im- 
portance of  the  “sinusitis”  as  a factor  in  the  patient’s 
headache  is  not  so  obvious  and  may  be  misleading. 

(13)  Brain  tumor  and  other  causes  of  increased 
intracranial  pressure:  This  particular  headache 
also  occurs  typically  in  the  morning  (often  associated 
with  projectile  vomiting)  as  the  increased  intracranial 
pressure  is  greater  after  the  patient  has  been  recum- 
bent and  tends  to  subside  later  in  the  day.  Head- 
ache from  brain  tumor  frequently  is  not  the  chief  or 
presenting  symptom  but  may  be  superseded  by  a 
complaint  of  diplopia,  weakness  of  one  side  of  the 
body,  convulsions  or  ataxia.  If  the  patient  is  asked 
several  times,  he  may  finally  admit  that  he  has  dull 
morning  headache  often  relieved  in  the  early  stages 
by  a cup  of  coffee  or  an  aspirin  tablet.  This  is  in 
marked  contrast  to  many  of  the  patients  with  entirely 
functional  headaches  who  complain  bitterly  during 
the  entire  history-taking  interview  of  one  symptom 
only — headache.  Excruciating  constant  headache  in 
brain  tumor  usually  occurs  only  when  ventricular 
block  has  developed. 

The  key  to  the  diagnosis  of  brain  tumor  is  the 
presence  of  progressive  loss  of  objective  neurological 
function  or  the  progression  of  disabling  signs  and 
symptoms,  such  as  headache,  choked  discs,  visual 
failure,  diplopia,  convulsions,  ataxia,  etc.  Brain 
tumor  symptoms  may  be  apoplectic  in  onset  if  acute 
ventricular  block  or  hemorrhage  in  the  tumor  has 
occurred.  Any  real  suspicion  of  a brain  tumor  calls 
for  an  air  injection  of  the  ventricles  to  settle  the 
diagnosis.  Occasionally,  the  air  injection  should  he 
repeated  weeks,  months,  or  even  years  later  if  the 
symptoms  warrant  it  as  even  air  injections  (as  with 
contrast  .x-ray  studies  in  other  systems  of  the  body), 
in  an  early  case  of  brain  tumor  may,  be  normal,  or 
equivocal  at  best. 
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Carcinoma  of  Breast 


GUV  W.  HORSLEY,  M.D. 
JAMES  T.  GIANOULIS,  M.D. 
Richmond,  Virginia 


>^.\XCER  OF  THE  BRE.^ST  is  a condition  that 
should  lie  diagnosed  early  and  treated  success- 
fully in  a high  percentage  of.  cases.  Unfortunately 
this  is  net  a fact  and  we  still  see  too  many  patients 
that  have  far  advanced  cancer  of  the  breast.  Our 
percentage  of  five-year  survivals  is  also  much  too 
small. 

Coller^  in  a review  of  1227  cases  seen  between  1938 
and'  1947  reported  75%  five-year  clinical  cures  in 
stage  one  cases,  but  only  33%  in  those  patients  with 
axillary  involvement.  He  noted  that  55%  of  the 
primary  untreated  cases  had  positive  axillary  nodes 
when  they  were  first  seen.  In  his  series  of  cases  he 
saw  no  difference  in  the  results  between  those  who 
received  and  those  who  did  not  receive  postoperative 
x-ray  therapy,  so  he  reserves  postoperative  x-ray 
therapy  for  patients  with  overwhelming  axillary  in- 
volvement or  for  those  cases  with  involvement  of 
the  axillar}-  nodes  at  the  extreme  axillary  apex  when 
the  surgeon  is  not  certain  this  extension  has  been 
completely  removed.  He  is  a strong  advocate  of 
an  atraumatic  technic  with  meticulous  dissection  of 
the  axilla  and  adequate  removal  of  the  skin  with 
primary  closure  of  the  wound.  Skin  grafting  of  the 
wound  is  the  exception  rather  than  the  rule.  He 
places  two  drains  under  the  flap  and  maintains  con- 
stant suction  for  several  days. 

.\dair-  reports  five-year  survival  of  54%  of  all 
cases  operated  upon,  with  78%  when  the  breast  alone 
was  involved  and  39%  when  metastasis  had  extended 
to  the  axilla.  These  figures  are  similar  to  those 
reported  by  Harrington  of  the  ^layo  Clinic,  by  Guth- 
rie and  others.  He  also  stresses  meticulous  care 
of  the  wound  as  the  most  important  single  factor  in 
obtaining  a good  and  useful  arm  and  avoiding  post- 
operative lymphedema.  The  slightest  collection 
of  fluid  under  the  skin  fla])S  should  be  immediately 
removed  b}-  drainage,  .\dair  stated  that  prophy- 
lactic castration  was  carried  out  in  335  cases,  there 
being  304  by  x-ray  and  31  by  surgery  with  the  effect 
that  there  was  approximately  14%  improvement  in 
his  results.  However,  he  castrated  only  the  very 

From  Surgical  Service  of  St.  Elizabeth's  Hospital,  Rich- 
mond, Virginia. 

Read  before  annual  meeting  of  The  Medical  Society  of 
Virginia,  Roanoke,  October  15,  1956. 


far  advanced  cases  who  had  extensive  axillary 
metastasis  at  the  time  of  operation. 

Boyd^,  likewise,  reports  similar  survival  rates  and 
states  that  radical  mastectomy  is  deemed  unquestion- 
ably the  best  treatment  for  operable  cancer  of  the 
breast  and  the  operation  should  be  considered  a safe 
jirocedure  as  the  operative  mortality  is  less  than 
0.5%.  In  spite  of  these  reports  and  other  over- 
whelming clinical  evidence,  there  are  still  many 
who  doubt  the  wisdom  of  the  radical  mastectomy  and 
have  followed  the  advice  of  iMcA\’hirter^  and  do  a 
simple  mastectomy  followed  by  intensive  x-ray  ther- 
apy for  cancer  of  the  breast.  .\  critical  evaluation 
of  the  material  of  Mc\\'hirter  was  done  by  .Acker- 
man® who  showed  there  was  more  morbidity  and  a 
higher  persistence  of  the  disease  in  the  radiated  field 
than  in  similar  cases  treated  by  radical  surgery'. 
He  noted  that  others  who  have  followed  AIc^^'hirter’s 
work  have  been  unable  to  reproduce  his  good  results. 

In  an  editorial  in  a recent  .AM.A  Journal,  Elman® 
states  that  mammary  cancer  is  the  greatest  cancer 
killer  in  the  United  States  and  many  physicians 
are  confused  as  to  the  best  therapy  even  for  early 
lesions.  He  says  workers  have  shown  that  in  un- 
treated cases  the  five-year  survival  is  about  22%, 
and  42%  for  the  treated,  and  that  at  seven  years 
the  rate  was  only  9%  for  the  untreated  and  35% 
for  the  treated.  Data  from  all  of  these  reports 
indicate  that  the  wider  use  of  a thorough  and  care- 
fully executed  radical  resection  with  complete  axillary 
dissection  produces  the  best  five-year  results. 

Lyall”  recently  wrote  “It  is  axiomatic  in  surgery 
that  one  should  hold  to  that  which  is  good  until 
something  which  is  demonstralfly  better  comes  along. 
\\'hen  that  happens  earnest  men  change.  I do  not 
believe  that  the  time  to  abandon  the  radical  mastec- 
tomy has  arrived.”  He  believes  that  the  thesis  of 
simple  mastectomy  with  postoperative  x-ray  therapy 
is  a regression  in  the  treatment  of  cancer  of  the  breast. 

It  is  apparent  to  those  who  treat  cancer  of  the 
breast  that  Mc\Miirter  and  his  followers  have  not 
proved  their  treatment  is  as  good  as  the  radical 
mastectomy,  but  he  has  stimulated  study  and  re- 
search in  this  field  and  made  physicians  realize  that, 
generally  speaking,  results  now  are  not  much  better 
than  those  of  twenty  years  ago. 
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The  only  new  development  in  the  treatment  of 
cancer  of  the  breast  has  been  the  addition  of  hor- 
mone therapy.  The  use  of  both  male  and  female 
hormones  in  the  treatment  of  advanced  cancer  is  ac- 
cepted and  universally  used;  however,  the  prophy- 
lactic use  of  hormones  has  been  slowly  adopted  and 
even  severely  criticized. 

^^’e  know  that,  if  a patient  has  metastases  to  the 
bones  several  years  after  being  operated  upon  for 
cancer  of  the  breast  and  there  is  no  local  recurrence 
either  to  the  skin  or  the  axilla,  the  metastases  to  the 
bones  were  probably  there  at  the  time  of  operation 
but  were  so  small  they  produced  no  symptoms  and 
could  not  be  detected  by  x-ray  or  other  studies. 
However,  they  were  there  as  minute  embolic  trans- 
plants. We  also  know  that  when  large  and  apparent 
metastases  are  present,  the  administration  or  re- 
moval of  one  of  the  sex  hormones  will,  in  the  ma- 
jority of  cases,  cause  atrophy  and  frequently  tem- 
porary x-ray  evidence  of  complete  disappearance 
of  these  metastatic  growths.  So,  if  this  disturbance 
of  the  hormone  balance  will  produce  these  remarkable 
results  in  the  larger  metastases,  we  have  every  reason 
to  believe  that  the  same  process  will  occur  in  the 
smaller  or  even  microscopic  metastases  and  cause 
them  to  disappear  completely  or  will  so  disturb  their 
metabolism  that  they  will  be  cjuiescent  for  a longer 
period. 

Since  1937  have  practiced  this  theory 

and  our  results  seem  to  be  worth  reporting.  Table  1 

Table  1 
Statistics 

January  1,  1937  -January  1,  1956 


Total  cases 348 

Without  axillary  metastasis 201 

Without  castration  158 

*With  castration  43 

With  axillary  metastasis  147 

Without  castration  106 

**With  castration  41 


* 4 by  x-ray 
**  6 by  x-ray 

Total  cases  operated  upon  five  or  more  years  266 

Incomplete  follow-ups  22 

Total  cases  followed  five  or  more  years 244 

Patients  surviving  fiv'e  or  more  years 145 


shows  that  there  were  348  cases  ojierated  upon  and 
that  266  of  these  were  done  five  or  more  years  ago. 
Of  this  number  done  five  or  more  years,  244  have 
complete  follow-up  records.  It  will  be  noted  that 
84,  or  slightly  less  than  one-fourth  of  these  cases 
have  been  castrated,  ^^'hen  we  first  started  castra- 


tion, we  did  some  by  x-ray  therapy;  but  even  in  the 
hands  of  the  most  com]>etent  roentgenologist  this  was 
unsatisfactory  as  several  of  the  total  of  ten  so  treated 
began  to  menstruate  again  a year  or  two  after  treat- 
ment. It  was  felt  in  order  to  be  certain  that  castra- 
tion would  be  comjilete,  surgical  removal  of  the 
ovaries  was  necessary  and  for  the  past  fifteen  years 
we  have  done  this  by  removing  the  ovaries  at  the 
time  of  the  radical  mastectomy.  The  percentage  of 
axillary  metastases  found  in  this  series,  namely 
42'/,  is  similar  to  that  reported  by  other  authors. 

Table  2 deals  with  those  patients  operated  upon 
five  years  or  more  ago.  Of  the  266  cases,  244  have 

Table  2 

Patients  operated  upon  fiv'e  or  more  years 


Total  cases  followed  244 

Without  oophorectomy 183 

With  oophorectomy ^ 61 

Without  axillary  metastasis 127 

Without  oophorectomy 95 

With  oophorectomy 32 

With  axillary  metastasis 117 

Without  oophorectomy 88 

With  oophorectomy  29 


been  completely  followed,  with  117  having  axillary 
metastases  and  61  having  been  castrated.  Of  the 
244  cases  followed,  112  have  died  of  recurrence  and 
22  died  without  recurrence  leaving  145  or  59%  still 
living  after  five  or  more  years. 

Table  3 gives  a more  detailed  study  and  break 
down  of  the  statistics.  The  59%  survival  of  all 

Table  3 

Patients  surviving  five  or  more  years 
Total  cases  surviving  five  or  more  years 145  (59%) 


Without  oophorectomy 104  (57%) 

With  oophorectomy  41  (67%) 

Without  axillary  metastasis  --  103  (81%) 
Without 


oophorectomy 75  (79%) 

With  oophorectomy  28  (88%) 

With  axillary  metastasis 42  (36%) 

Without 

oophorectomy 29  (33%) 

With  oophorectomy  13  (45%) 

cases,  and  81/  of  those  witliout  axillary  metastases 
and  the  36 ' i of  those  with  metastases  are  all  similar 
to  percentages  reported  Ity  Coller,  Adair,  Elman  and 
others.  Our  percentages  are  from  2 to  5/  higher 
but  within  an  accepted  variance. 

The  percentages  which  particularly  interested  us 
were  in  those  cases  who  had  oophorectomies.  In 
all  categories,  these  cases  had  9 to  12%  higher  five- 
vear  survival  rate,  while  in  other  reported  series 
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it  is  this  group  of  cases,  the  younger  patients,  who 
have  the  lowest  five-year  survival  rate. 


T.^ble  4 

Total  cases  operated  upon  ten  or  more  years  177 

Incomplete  follow-ups 10 

Total  cases  followed  ten  or  more  years 167 

Total  cases  surviving  ten  or  more  years 76  (46%) 

Total  cases  operated  upon  15  or  more  years  _ 67 

Incomplete  follow-ups  1 

Total  cases  followed  15  or  more  years 66 

Total  cases  surviving  15  or  more  years 19  (29%) 


The  ten-year  survival  percentage  is  46%  of  all 
cases  which  is  somewhat  better  than  that  reported 
in  the  literature,  as  is  the  29%  for  fifteen  year  or 
more  survival. 

\\'hile  this  is  a small  series,  it  is  one  that  has 
been  closely  and  accurately  watched  and  follow'ed. 
We  believe  that  these  results  warrant  continuation 
of  this  practice,  and  we  suggest  that  others  interested 
in  this  subject  try  surgical  castration  in  their  cases. 


Fig.  1 — Wall  Hand  Climbing  Exercise.  Patient  stands 
facing  wall  and  works  hands  up  the  wall  until  arms 
fully  extended. 


thoroughly  studied  and  we  feel  there  is  no  great 
problem  in  handling  these  cases.  In  previous  papers 
on  this  subject,  we  have  discussed  this  in  more 

detail. 

The  postoperative  care  of  the  patient  with  a radical 
mastectomy  is  important,  and  careful  attention  at 
this  time  will  reduce  the  incidence  of  lymphedema 
of  the  arm  and  will  return  the  patient  to  an  active 
and  useful  life  in  a shorter  time. 

After  the  amputation  has  been  completed,  the 
wound  is  gently  and  thoroughly  washed  with  warm 
saline  solution  in  order  to  remove  all  clots  and  so  the 
wound  can  be  more  accurately  inspected.  Hemostasis 
is  most  important.  For  ligatures  we  use  fine  (100) 
cotton  as  this  leaves  less  foreign  material  in  the 
wound  and  produces  no  tissue  destruction  as  noted 
when  electro-coagulation  is  used.  The  skin  flaps 
are  brought  together  with  interrupted  and  continuous 
sutures  under  moderate  tension.  We  have  found  it 
is  necessary  to  skin  graft  less  than  10%  of  our 


Fig.  2 — Rope  Turning  Exercise.  Patient  stands  facing  the 
door  and  takes  the  loose  end  of  a string  or  rope,  and 
with  both  the  elbow  and  wrist  straight  makes  as  wide  a 
circle  as  possible  with  the  hand. 


There  have  been  a few  changes  or  additions  in 
our  handling  of  these  cases  within  the  past  ten  years. 
At  first  we  castrated  only  those  women  who  were 
in  their  pre-menopausal  period  but  now  we  also  cas- 
trate patients  who  are  two  years  post-menopausal. 
For  the  first  ten  days  postoperatively,  we  admin- 
ister androgen  to  counteract  any  estrogen  which  may 
be  present  at  the  time  of  operation.  ^lenopausal 
symptoms  and  changes  in  se.xual  life  have  been 
minimal  in  these  young  women.  This  phase  has  been 


cases.  Small  stab  wounds  are  made  in  the  skin 
flaps  to  relieve  tension  in  areas  where  the  skin  has 
blanched.  Two  drains  are  placed  in  the  wound,  a 
penrose  drain  in  the  lower  angle  over  the  epigas- 
trium and  a 14  or  16  catheter  in  a stab  wound  in 
the  lateral  skin  flap.  The  catheter  is  passed  into 
the  axilla  and  kept  clamped.  Strong  suction  is 
placed  on  this  catheter  every  two  hours  for  the  first 
two  days.  It  may  be  continued  after  that  if  some 
drainage  is  being  obtained.  We  feel  that  this  method 
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Fig.  3 — Broom  Exercise.  Patient  holds  broom  handle  with  both  hands,  with  the  hands  two  feet 
apart.  She  then  raises  both  arms  over  the  head  and  brings  the  broom  handle  behind  the  head. 


Fig.  4 — Arm  Bending  Exercise.  Patient  stands  straight  with  feet  apart  and  extends  arms  side- 
ways to  shoulder  level.  She  then  lets  both  elbows  touch  fingers  to  back  of  neck.  This  exercise 
is  repeated,  touching  fingers  at  back  of  waist. 


is  better  than  constant  suction  as  the  catheter  is  less 
likely  to  be  stopped  up  with  fat  or  other  small  par- 
ticles of  tissue. 

An  abundant  but  firm  dressing  is  applied  and  not 
changed  for  the  first  48  to  72  hours.  We  find  that 
suction  reduces  the  drainage  on  the  dressing.  This 
type  of  catheter  drainage  was  first  suggested  by 
Murphey^^  in  1947  and  we  have  used  it  successfully 
since  that  time. 

The  patients  are  encouraged  to  use  the  arm  during 
their  postoperative  period  and,  when  they  return 
for  their  first  out-patient  check  up,  we  give  them 
a little  pamphlet  on  postoperative  care  and  exercise. 


This  pamphlet  w’as  prepared  by  Dr.  J.  H.  Farrow  of 
New  York,  formerly  of  Roanoke,  and  Miss  Helen 
B.  Radler.  It  is  of  great  value  and  a good  morale 
booster  to  the  patient.  In  simple  words  and  diagram, 
the  pamphlet  explains  to  the  patient  what  activities 
and  exercises  will  be  beneficial  and  helps  bring  on 
speedy  rehabilitation.  (Fig.  1,  2,  3 & 4) 

SUMMARY 

1.  A brief  review  of  recent  literature  indicates 
that  radical  amputation  of  the  breast  gives  the 
best  results. 

2.  A statistical  review  of  348  cases,  244  of  which 
have  been  followed  five  or  more  years  is  given. 
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3.  Surgical  castration  of  the  patient  who  is  in 
the  ])re-menopausal  period  or  within  two  years 
post-menopausal  and  who  has  cancer  of  the 
breast,  has  increased  the  five-year  survival 
rate  as  much  as  9 to  . This  was  true  in 
})atients  either  with  or  without  axillary  mes- 
tastases. 
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Artery  Graft  Bank 


Almost  any  large  community  hospital  can  develop 
its  own  artery  graft  bank  without  too  much  expense 
and  without  hiring  additional  highly  trained  person- 
nel according  to  three  Philadelphia  doctors.  Writing 
in  the  November  24th  Journal  of  the  .American 
Medical  Association,  they  outlined  their  experiences 
in  the  Hospital  of  the  University  of  Pennsylvania. 

'They  noted  that  the  replacement  of  diseased,  ob- 
structed or  injured  major  blood  vessels  with  grafts 
from  the  arteries  of  other  persons  has  gained  wide- 
spread acceptance.  IMore  grafting  procedures  will 
undoubtedly  be  done  in  the  future,  but  grafts  are 
difficult  to  olTain.  However,  experience  at  the  P^ni- 
versity  of  Pennsylvania  indicates  that  any  large 
hos])ital  can  develop  a bank. 

'The  Pennsylvania  bank  sujiplies  the  university 
hospital,  as  well  as  24  other  hospitals  in  the  area. 
In  turn,  the  hospitals  contribute  grafts  to  the  bank. 

When  the  bank  was  started  in  1953,  a freeze- 
drying unit  was  built  for  less  than  $500.  It  has 
required  practically  no  maintenance.  Originally  the 
grafts  were  obtained  under  sterile  precautions  from 
fresh  cadavers  free  of  infection  or  other  malignant 
disease.  The  doctors  have  since  learned  that  anv 


human  arteries  not  showing  obvious  abnormalities 
can  be  used  safely.  In  addition,  the  strict  sterile 
precautions  are  no  longer  necessary.  After  remov- 
ing the  artery,  it  is  sterilized,  placed  in  sealed  glass 
tubes,  (juick-frozen  in  a mixture  of  acetone  and  dry 
ice,  and  then  slowly  dried.  The  changes  in  procedure 
made  it  much  easier  to  obtain  the  necessary  number 
of  grafts. 

They  also  reported  on  the  results  with  the  first 
100  consecutive  grafts  taken  from  the  bank.  The 
operations  were  done  by  17  different  surgeons  in  10 
different  hospitals,  with  the  majority  at  the  Hospital 
of  the  University  of  Pennsylvania.  Sixty-five  grafts 
were  used  to  replace  diseased  or  obstructed  sections 
of  the  aorta,  the  major  artery  leading  out  of  the 
heart,  while  the  remainder  were  used  in  other  arteries 
in  the  body.  The  results  were  classified  as  good 
in  79  of  the  100  cases,  as  fair  in  two  cases  and  as 
poor  in  six.  Thirteen  patients  died;  of  these,  seven 
had  had  very  poor  prospects  before  operation.  Only 
one  “graft  failure”  occurred  after  operation. 

The  authors  are  Drs.  William  S.  Blakemore, 
Herndon  B.  Lehr,  and  Brooke  Roberts  of  the  School 
of  Medicine  of  the  Universitv  of  Pennsvlvania. 
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Cesarean  Delivery  In  a Private  Hospital 

A Survey — 1933-1954 


" I 'HE  ^lARKED  RISE  in  the  incidence  of  cesar- 
ean  section  in  this  country  in  the  past  ten  to 
fifteen  years  is  an  undeniable  fact.  This  trend  has 
been  defended  mainly  on  the  premise  that  with 
up-to-date  facilities  the  operation  is  much  safer  for 
both  mother  and  child  than  formerly  and  indeed, 
safer  than  difficult  forceps  delivery.  Dieckmann 
states,  “cesarean  section  performed  by  a properly 
trained  obstetrician  is  now  a recognized  procedure 
for  the  management  of  many  obstetric  and  fetal  com- 
plications formerly  treated  by  vaginal  delivery  be- 
cause the  maternal  mortality  attributable  to  the 
operation  itself  is  only  0.1%  or  less.  The  fetal  mor- 
tality ascribable  to  the  operation  is  less  than  1.0%  .” 

The  object  of  this  paper  is  to  survey  our  exper- 
iences with  cesarean  section  at  Stuart  Circle  Hos- 
pital for  the  years  1933  through  1954.  During  this 
twenty-two  year  period  there  were  9,950  deliveries, 
643  of  which  were  by  cesarean  section — an  incidence 
of  6.46% . Although  these  643  operations  were  done 
by  nine  different  operators,  97.5%  were  done  by 
three  individuals.  There  were  four  maternal  deaths 
giving  a maternal  mortality  rate  of  0.62%.  These 
will  be  briefly  summarized  later. 

The  standard  of  morbidity  used  is  that  established 
by  the  American  Joint  Committee  on  IMaternal  Wel- 
fare, “A  temperature  of  100.4  degrees  E or  38  degrees 
C occurring  on  any  two  of  the  first  ten  days  post- 
partum, exclusive  of  the  first  twenty-four  hours,  con- 
stitutes febrile  morbidity.”  The  morbidity  rate  for 
this  study  was  23%. 

Table  #1  .shows  primary'  or  principal  indications 
for  section.  In  many  cases  there  were  also  secondar}' 
indications  but  it  was  felt  that  these  were  too  numer- 
ous to  tabulate.  It  is  evident  from  this  table  that 
previous  section  constituting  28%  of  the  cases,  and 
cephalopelvic  disproportion  constituting  30%  of  the 
cases,  are  by  far  the  most  frequent  indications  for 
operation. 

If  any  appreciable  decrease  in  our  cesarean  sec- 
tion incidence  is  to  be  accomplished  we  will  ob- 
viously have  to  reduce  the  percentage  of  patients 

Presented  before  the  annual  meeting  of  The  Medical 
Society  of  Virginia,  Roanoke,  October  14-17,  1956. 


WM.  DURWOOD  SUGGS,  M.D. 

EDWIX  B.  PARKINSON,  M.D. 
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operated  upon  who  have  had  previous  sections  or 
who  have  cephalopelvic  disproportion. 

Table  1 

Pri.viary  or  Principal  Indications  for 
Cesarean  Section  in  643  Cases 


1933-1954 

No.  Cases  Percentage 

Previous  Cesarean  Section  181  28.2% 

Cephalopelvic  Disproportion 193  30.0% 

Uterine  Inertia  57  9.0% 

Cervical  Dystocia 1 40  6.2% 

Placenta  Previa  35  5.5% 

Fetal  Distress  21  3.3% 

Toxemia  of  Pregnancy  1 26  4.0% 

Abruptio  Placenta  : 13  2.0% 

Elderly  Nullipara 13  2.0% 

Rising  Anti  RH  Antibody  Titer 7 1.0% 

Heart  Disease  9 1.4% 

Prolapse  of  Umbilical  Cord 7 1.0% 

Previous  Vaginal  Plastic  Procedure — 3 0.5% 

Uterus  Didelphys:  Septate  Vagina 4 0.6% 

21  Miscellaneous  Conditions 34  5.3% 


It  has  been  the  policy  of  the  obstetricians  on  the 
staff  of  Stuart  Circle  Hospital  to  electively  section 
patients  previously  delivered  by  cesarean  section. 
Exceptions  to  this  policy  do  occur  but  are  infrequent. 
Repeat  operation  is  done  regardless  of  the  indica- 
tion for  the  first  cesarean  section  in  most  cases.  We 
know  of  no  inclination  to  change  this  policy.  How- 
ever, 38.7%  of  the  women  who  have  had  previous 
sections  at  the  New  York  Lying-In  Hospital  and 
35.8%  at  the  Margaret  Hague  Maternity  Hospital 
are  delivered  vaginally.  It  is  the  belief  of  the  authors 
of  this  paper  that  our  present  policy  is  the  safest 
one  and  we  do  not  advocate  a change  even  though 
it  might  result  in  a substantial  decrease  in  our  inci- 
dence of  section. 

It  is  of  interest  to  note  that  45%  of  the  patients 
in  our  series  who  were  sectioned  for  cephalopelvic 
disproportion  had  no  test  of  labor.  In  this  group, 
of  course,  are  included  a number  of  nulliparous 
women  with  a breech  presentation  and  a cjuestion- 
able  pelvis.  In  these  cases  a test  of  labor  might 
have  been  unwise.  Jones,  in  his  report  from  the 
Charlotte  Memorial  Hospital,  stated  that  51%  of 
their  patients  sectioned  for  cephalopelvic  dispro- 
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jX)rtion  had  no  test  of  labor.  Our  incidence  of  sec- 
tion for  disproportion  might  be  lowered  by  a more 
frequent  use  of  an  adequate  test  of  labor. 

Table  #2  indicates  the  effect  of  the  duration  of 
labor  on  morbidity.  As  would  be  expected  there  is 
a marked  rise  in  morbidity  when  the  ojjeration  is 
not  performed  until  the  patient  has  been  in  labor 
twenty-four  hours  or  more.  From  our  figures  it 
would  seem  to  make  little  difference  whether  the 
operation  is  done  prior  to  the  onset  of  labor  or  in 
the  first  twenty-three  hours  of  labor. 


T.able  2 

Effect  of  Labor  ox  Morbidity 
1933-195+ 


ElectiA-e  cases 

No.  Cases 

Percentage 

Morbidity 

(Not  in  Labor) 

In  Labor  Less  Than 

389 

60.57c 

20.67c 

2+  Hours 

In  Labor  More  Than 

177 

27.57c 

22  % 

2+  Hours 

77 

12  7c 

36  7c 

Table  #3  shows 

the  effect 

of  vaginal 

and  rectal 

examinations  on  morbidity.  As  expected,  those  pa- 
tients who  had  neither  rectal  nor  vaginal  examina- 
tions showed  the  lowest  morbidity  rate.  This  group 
consisted  largely  of  cases  in  which  the  operation  was 
an  elective  procedure  and  the  factors  of  labor  and 
rupture  of  the  membranes  did  not  enter  the  picture. 
There  was  a rise  in  morbidity  in  the  group  having 
one  to  four  examinations,  perhaps  due  to  some  extent 
to  the  factors  mentioned  aboAe.  However,  contran- 
to  our  expectations,  the  rate  did  not  increase  as  the 
number  of  examinations  increased  beyond  four. 

T.able  3 

Effect  of  Vaginal  and  Rectal  Examination- 
on  Morbidita- 
1933-195+ 


No.  Cases 

Percentage 

Morbidity 

No.  Examinations  ^ 

351 

5+.67c 

18.37c 

1-+  Examinations 

1+2 

22.17c 

29.67c 

+-8  Examinations 

89 

13.87c 

25.97o 

8-16  Examinations  . 

61 

9.57o 

26.2% 

Table  #4.  Of  the  other  operative  procedures 
performed  in  conjunction  with  cesarean  section  only 
postoperative  packing  of  the  uterus  and  appendec- 
tomy seemed  to  have  any  profound  effect  on  mor- 
bidity. However,  the  number  of  cases  involved  is 
too  small  to  permit  definite  conclusions. 

T.able  + 

Effect  of  Other  Operative  Procedures 
ON  Morbidita' 


1933-195+ 

Operation  Xo.  Cases  Morbiditj- 

Sterilization  120  16  % 

Myomectomy  18  22  % 


Post  operative  Packing  of  L'terus 3 66.6% 

Cesarean  Hysterectomy  3 0 

Appendectomy  2 50.0% 

Ovarian  Cystectomy  1 0 

Spleenectomy  1 0 


Table  #5  shows  the  t}-pe  of  operation  performed 
The  type  of  low  cervical  section  utilized  in  this 
hospital  is  that  described  by  Monro-Kerr  in  which 
a transverse  sub-vesicle  incision  in  the  uterus  is  used. 
In  almost  ever}-  case  in  which  a classical  section  was 
done  the  low  classical  technique  was  followed.  The 
six  cesarean  hysterectomies  were  all  supracervical  in 
t\pe. 

Table  5 

Type  of  Operation  Perfor.med 
1933-195+ 


Operation  No.  Cases  Percentage 

Low  cervical  53+  83  % 

Classical  103  16.1% 


Cesarean  Hysterectomy 6 0.9% 

Table  #6  is  included  simply  to  emphasize  the  great 
increase  in  the  use  of  blood  transfusion  in  conjunc- 
tion Avith  cesarean  section  in  the  last  eleAen  years 
of  tills  study.  As  is  evident  from  the  chart  in  the 
last  six  years  of  this  study  78.5%  of  the  patients 
Avere  giAen  transfusions  as  compared  to  only  21.5% 
in  the  previous  fiAe  years.  It  Avill  be  noted  that  the 
overall  incidence  of  transfusion  for  the  eleAen  year 
period  Avas  59.3%. 

Table  6 

Blood  Transfusions 


Years 

Total  No. 

No.  Patients 

% Patients 

19++-195+ 

Patients 

T ransfused 

T ransfused 

1st  five  years 

521 

309 

59.37c 

19++-+8 

2nd  six  years 

176 

38 

21.57o 

19+9-5+ 

3+5 

271 

78.57o 

Table  #7  is  a 

summary 

of  the  tAventy 

-two  years 

experience  Avith  cesarean  section  in  AA'hich  the  first 
eleAen  years  period  of  this  study  is  compared  with 
the  second  eleven  years.  It  Avill  be  noted  that  the 
cesarean  section  incidence  has  more  than  doubled 
in  the  second  eleien  years  of  this  study  Avhereas  the 
maternal  mortality  is  loAver. 

Figure  #1  emphasizes  the  steadily  increasing  num- 
ber of  repeat  sections  done  in  this  hospital.  In  for- 
mer years  patients  Aiere  often  sterilized  at  the  time 
of  the  second  section.  The  trend  today  is  to  allow 
each  patient  more  than  tAvo  cesarean  sections.  This 
obviously  increases  the  number  of  repeat  sections. 

Table  #S  is  a comparison  of  our  section  incidence 
and  maternal  mortality  at  Stuart  Circle  Hospital 
Avith  that  of  various  larger  institutions  throughout 
the  country.  It  is  of  interest  to  note  that  at  the 
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Women's  Hospital  in  New  York  the  cesarean  section 
incidence  for  the  years  1951  through  1953  was 
12.9%.  Meredith  e.xplains  this  high  incidence  by 
the  fact  that  they  routinely  section  patients  who  have 
previously  had  sections.  He  justifies  this  incidence 
by  the  fact  that  in  over  2,000  consecutive  sections 
not  one  maternal  death  occurred.  This  is  truly  an 
enviable  record. 


Case  Report  J# — Mrs.  S.  J.  B. 

This  26  year  old  para  I,  gravida  II  was  delivered 
on  July  28,  1944,  at  39  weeks  gestation  by  low 
cervical  cesarean  section.  Cyclopropane,  helium  and 
ether  anesthesia  was  used.  The  indication  for  op- 
eration was  a contracted  pelvis.  The  patient’s  mem- 
branes ruptured  three  hours  prior  to  operation  but 
she  was  not  thought  to  be  in  labor  at  the  time  of 


Table  7 


22  Year  Su.m.mary  of  Cesarean  Section  Incidence  and  Maternal  Mortality 


Years 

Total  Number 

No.  Cesarean 

Incidence  of 

Number  of 

Per  cent 

Deliveries 

Sectiors 

C.  Section 

Deaths 

1933  thru  1943  — _ 

3,342 

122 

3.6% 

1 

0.82% 

1914  thru  1954  ^ 

6,608 

521 

7.88% 

3 

0.57% 

Totai. 

- 9,950 

643 

6. +6% 

4 

0.62% 

Table  8 

Cesarean  Section  Incidence 
AND  Maternal  Mortality 


Hospital  Incidence  Mortality 

Cedars  of  Lebanon,  Los  Angeles 9.7%  0.05% 

Millard  Filmore,  Buffalo  8.16%  0.22% 

University  of  Pennsylvania  Hospital 7.0%  0.35% 

Pennsylvania  Hospital 

(Phila.  Lying-In)  6.9%  0.18% 

Stuart  Circle  Hospital 6.46%  0.62% 

Johns  Hopkins  Hospital  4.8%  0.21% 

Chicago  Lying-In  4.3%  0.32% 

Duke  University  1.8%  0.69% 

Cincinnati  General  Hospital  1.0%  1.1% 

Grady  Memorial  Hospital 0.65%  1.59% 


delivery. 

Her  prenatal  course  had  been  uneventful  and  her 
past  history  was  noncontrilrutory  e.xcept  for  a frac- 
ured  pelvis  in  1937.  Past  obstetrical  history  revealed 
a spontaneous  delivery  of  a four  pound,  si.x  ounce, 
male  infant  at  approximately  seven  months  gesta- 
tion after  eleven  and  one  half  hours  of  labor,  in  1939. 
Just  prior  to  operation  the  patient  comjfiained  of  a 
sharp  pain  in  the  upper  right  thigh  and  a “mottling 
of  the  skin  of  both  legs”  was  noted.  The  operation 
was  performed  without  difficulty  but  it  was  noted 
that  the  uterus  did  not  contract  as  efficiently  as 
usual.  The  operative  report  states,  “there  was  con- 


Fig.  1. 


YEARS 


The  following  are  the  summaries  of  the  four  ma- 
ternal deaths  which  occurred  in  our  series. 


siderable  free  bleeding  from  the  uterus  and  the 
uterus  did  not  contract  immediately.”  One  cc.  of 
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pituitrin  was  injected  into  the  uterine  muscle  and 
ergotrate,  grains  1/320,  given  intravenously.  Fol- 
lowing delivery  of  the  baby  the  blood  pressure 
dropped  to  shock  levels  and  the  pulse  became  very 
rapid  and  weak.  Despite  250  cc's  of  plasma,  1,000 
cc's  of  whole  blood  plus  repeated  doses  of  coramine, 
cortin  and  adrenalin,  the  patient  failed  to  respond 
and  died  in  shock  four  hours  after  the  operation. 
The  estimated  blood  loss  was  900  cc's.  The  cause 
of  death  was  listed  as  shock  due  to  blood  loss  and 
possible  drug  reaction. 

Case  Report  — Mrs.  A.  I-.  X. 

This  33  year  old  gravida  IX,  para  I,  was  admitted 
to  the  hospital  two  weeks  prior  to  term  because  of 
two  episodes  of  vaginal  bleeding  followed  by  spon- 
taneous onset  of  labor.  .A.fter  eighteen  hours,  fifty- 
one  minutes  of  desultory  labor  without  progress,  a 
low  cervical  cesarean  section  was  performed  under 
GOE  anesthesia.  A living  six  pound  male  infant 
was  delivered  in  good  condition.  The  membranes 
had  not  ruptured  prior  to  operation.  Only  one 
vaginal  examination  and  two  rectal  examinations 
were  done  after  admission  to  the  hospital.  Indica- 
tion for  operation  was  cervical  dystocia. 

Her  past  history  was  negative  except  for  her  ob- 
stetrical history.  She  had  a full  term  pregnancy 
with  normal  labor  and  delivery  in  1934.  The  baby 
lived  only  a few  hours  and  the  cause  of  death  was 
not  known.  From  1934  to  1942  she  had  seven 
spontaneous  abortions,  each  occurring  at  from  two 
to  five  months  pregnancy.  She  had  had  no  opera- 
tions except  for  a D & E after  an  incomplete 
abortion  in  1938. 

Her  first  four  j)05t-operative  days  were  apparently 
uneventful  except  for  cyanosis  which  was  attributed 
to  5 gms.  of  sulfanilamide  placed  in  the  peritoneal 
cavity  at  the  time  of  operation.  On  the  fifth  post- 
operative day  she  developed  a fever  of  102  degrees  F, 
marked  abdominal  distention,  and  nausea  and  vom- 
iting. These  responded  to  Wangensteen  suction. 
'File  following  day  the'  tube  was  removed  and  the 
patient  was  able  to  eat  a soft  diet  for  the  next  six 
days.  During  this  time  her  temperature  was  as 
high  as  100  degrees  to  101  degrees  F.  On  the  twelfth 
post-operative  day  her  fever  spiked  to  102.4  degrees 
F and  the  following  day  she  was  markedly  distended 
and  again  nauseated  and  vomiting.  On  the  thir- 
teenth post-operative  day  intravenous  sulfadiazine 
therapy  was  begun  and  exploration  of  the  abdomen 
with  drainage  of  “a  considerable  amount  of  thick- 
ened, greenish  fluid”  was  performed.  Culture  of 
the  peritoneal  fluid  revealed  Bacillus  Welchii.  Xo 


definite  mass  was  found  at  the  time  of  the  operation 
but  extensive  exploration  was  deemed  unwise.  Pen- 
icillin therapy  was  begun  on  the  fifteenth  post- 
operative day  when  her  temperature  reached  104.8 
degrees  F.  Her  fever  gradually  subsided  but  her 
distension  continued.  A diagnosis  of  intestinal  ob- 
struction due  to  ileus  was  made  and  on  her  twent}’- 
first  post-operative  day  an  ileostomy  was  performed. 
She  steadily  went  downhill  and  died  on  her  twenty- 
second  post-operative  day. 

Postmortem  examination  revealed  a fecal  fistula 
of  the  ascending  colon  through  the  omentum,  and 
generalized  peritonitis  due  to  Bacillus  \\’elchii,  with 
a secondar}-  infection  from  the  fecal  fistula.  The 
cause  of  death  was  listed  as  peritonitis  due  to  Bacil- 
lus Welchii. 

Case  Report  ^3 — Mrs.  J.  A.  C. 

This  29  year  old  primigravida  was  admitted  at 
term,  on  December  5,  1949,  for  elective  cesarean 
section.  She  went  into  labor  the  evening  of  admis- 
sion and  after  two  and  one  half  hours  of  labor  a low 
cervical  cesarean  section  was  done  as  an  emergency 
procedure.  The  indication  for  operation  was  cephalo- 
pelvic  disproportion.  nine  pound,  three  ounce, 
living  male  was  delivered  in  good  condition.  Spinal 
anesthesia  (125  mm  of  novocaine)  was  used  for 
operation.  The  patient  received  500  cc  of  whole 
blood,  1,000  cc  of  5%  glucose  in  saline,  and  1/320 
grs  of  ergotrate  intravenously,  plus  ephedrine  1/32 
of  a gr.  intrauiuscularly  during  the  operative  pro- 
cedure. 

Her  prenatal  course  was  complicated  by  cystitis  at 
five  weeks  gestation  which  responded  to  sulfa  therapy 
and  a “vague,  numb  feeling  in  the  right  leg  around 
seven  months  which  lasted  several  days.”  Past  med- 
ical history  was  noncontributory. 

Following  return  to  her  room  from  the  operating 
room  the  patient's  blood  pressure  rose  to  216/104 
and  the  cardiac  rh}  tlim  became  very  irregular.  The 
patient  was  extremely  anxious  following  operation 
and  almost  became  hysterical.  Her  blood  pressure 
and  pulse  returned  to  normal  four  hours  after  opera- 
tion. 

Her  first  five  post-operative  days  were  apparently 
uneventful  but  by  the  sixth  post-operative  day  it 
became  evident  that  the  patient  was  not  using  her 
legs.  By  the  eleventh  post-operative  day  the  patient 
had  developed  complete  flaccid  paraplegia  with  ab- 
sent knee  and  ankle  jerks,  right  facial  paralysis, 
bladder  paralysis  and  spotty  equivocal  sensor}' 
changes.  Spinal  tap  revealed  an  elevated  spinal 
fluid  proteins  with  few  cells.  There  were  subsequent 
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dry  spinal  taps  A probable  diagnosis  of  Guillain- 
Barre  syndrome  was  made. 

The  patient’s  condition  remained  essentially  un- 
changed until  the  thirty-eighth  day  after  the  onset 
of  paralysis  when  she  began  moving  the  toes  of 
her  left  foot.  This  was  followed  in  a few  days,  by 
a gradual,  but  not  complete,  recovery  from  paralysis 
in  both  lower  extremities  and  the  gluteal  muscles. 
During  this  entire  period  the  patient  was  afebrile 
except  for  an  elevation  of  100  degrees  F on  the  tenth 
day  of  paralysis.  Repeated  blood  counts  were  es- 
sentially normal. 

The  patient  was  removed  from  the  hospital  against 
medical  advice  on  her  seventy-seventh  hospital  day. 
Several  days  later  she  was  re-hospitalized  in  another 
city  under  the  care  of  a neurosurgeon.  Increased 
intracranial  pressure  developed  as  a result  of  arach- 
noiditis, and  five  months  after  onset  of  paralysis 
the  left  ventricle  was  explored.  Only  temporary 
relief  resulted  from  this  procedure  and  a second 
operation  was  performed  establishing  drainage  from 
the  right  lateral  ventricle  to  the  right  pleural  cavity. 
This  functioned  well  until  the  death  of  the  patient. 
A period  of  coma  lasting  two  weeks  preceded  death 
which  occurred  eight  months  following  onset  of  the 
disease. 

Postmortem  examination  revealed  dense  arach- 
noiditis throughout  the  spinal  canal  and  the  base  of 
the  brain  and  degeneration  of  the  spinal  cord  in 
the  lower  cervical  and  thoracic  regions. 

Case  Report  #4 — 2^Irs.  C.  B.  S. 

This  34  year  old  gravida  III,  para  II,  was  ad- 
mitted to  Stuart  Circle  Hospital  on  February  25, 
1937,  because  of  vaginal  bleeding  at  thirty-one  weeks 
gestation.  She  was  moved  to  this  hospital  from 
another  hospital  in  the  city  where  the  diagnosis  of 
central  placenta  previa  had  been  made.  She  had 
been  bleeding  for  approximately  seven  days  prior 
to  the  admission  to  the  hospital.  This  bleeding 
apparently  had  never  been  of  serious  proportions. 
At  the  time  of  admission  her  temperature  was  found 
to  be  99  degrees,  blood  pressure  was  106/64,  blood 
count  revealed  84.5%  hemoglobin  with  4,485.000 
RBC,  9,425  WBC,  with  87%  neutrophils.  Urin- 
alysis was  negative  except  for  a slight  trace  of  al- 
bumin. At  the  time  of  admission  she  was  not  bleed- 
ing excessively  and  a sterile  vaginal  examination 
was  carried  out.  At  the  time  of  examination  the 
fundus  was  found  to  measure  31  cm  above  the  sym- 
physis. The  breech  was  presenting,  the  cervix  was 
one  finger  dilated  with  the  placenta  easily  felt  over 
the  cervical  os.  M this  time  a diagnosis  of  breech 


presentation  and  central  placenta  previa  was  made. 
\ low  classical  cesarean  section  and  Pomeroy  sterili- 
zation was  performed  shortly  after  admission  under 
cyclopropane  anesthesia.  .A  living,  four  pound,  two 
ounce  female  infant  was  delivered  apparently  in 
good  condition.  The  operation  was  uncomplicated. 
The  infant  died  approximately  four  hours  after  de- 
livery. Following  the  operation  the  patient’s  tem- 
perature progressively  rose  with  a septic  type  curve 
until  it  reached  106.8  degrees  F on  the  fifth  post- 
operative day.  On  the  third  post-operative  day  the 
diagnosis  of  bronchopneumonia  was  made  and  the 
patient  was  started  on  pneumococcus  antisera  ther- 
apy. Much  difficulty  was  encountered  with  abdominal 
distention  and  on  the  fifth  post-operative  day  the 
diagnosis  of  peritonitis  and  pelvic  thrombophlebitis 
was  made.  By  this  time  the  patient  was  markedly 
distended  with  edema  of  both  lower  extremities.  A 
500  cc.  blood  transfusion  was  given  on  the  fifth  post- 
operative day  and  the  patient  was  started  on  pron- 
tosil  intramuscularly.  Despite  supportive  measures 
her  course  was  progessively  downhill.  She  became 
semicomatose  on  the  seventh  post-operative  day 
shortly  thereafter. 

Postmortem  examination  was  limited  to  the  ab- 
dominal cavity  and  the  pathological  diagnoses  were 
purulent  peritonitis,  pyometra,  acute  inflammation 
of  the  deeper  tissues  of  the  abdominal  wound  at  its 
lower  angle. 

SUMMARY 

1.  643  consecutive  cesarean  sections  occurring 
over  a twenty-two  year  period  are  analyzed. 

2.  The  effect  of  various  factors  on  maternal  mor- 
bidity is  tabulated. 

3.  The  increased  use  of  blood  transfusions  in 
conjunction  with  cesarean  section  is  noted. 

4.  The  incidence  of  cesarean  section  and  maternal 
mortality  at  Stuart  Circle  Hospital  is  com- 
pared with  that  of  several  larger  institutions. 

5.  The  four  maternal  deaths  in  our  series  are 
summarized. 
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The  Role  of  the  Skin  in  the  Expression  of 
Ps^xhological  Conflict 


'"T^HE  SKIN  as  an  end  organ  of  expression  is  a 
readily  understood  concept.  It  is  a boundary 
of  the  body  between  the  individual  and  his  environ- 
ment, communicating  between  the  inner  and  outer 
world  of  the  person.  The  skin  plays  a prominent 
part  in  the  individual’s  self  image  and  in  the  way 
he  feels  he  is  perceived  by  others.  This  concern 
with  body  image  and  its  appearance  leads  to  an 
enormous  annual  consumption  of  soaps,  powders, 
perfumes  and  lotions  designed  to  either  retain,  im- 
prove or  camouflage  this  same  appearance.  If,  there- 
fore, it  is  usual  for  the  normal  p)erson  thus  to  con- 
cern himself  with  his  exterior  covering,  it  would 
seem  reasonable  for  the  neurotic  individual  to  choose 
this  organ  with  its  exposure  as  an  ideal  site  for 
somatic  abreaction. 

Interest  in  psychological  conflict  as  a possible 
cause  of  changes  in  the  skin  was  in  evidence  in  the 
latter  half  of  the  last  century.^  In  1856  Wood  de- 
scribed an  elderly  lady  with  chronic  eczema  of  the 
legs,  saying,  “Circumstances  existed  at  the  time 
which  kept  her  mind  in  a perpetual  state  of  harass- 
ment, and  the  eczema  was  relieved  by  treatment 
calculated  to  allay  her  nervous  irritability.’’  A no- 
tation- in  the  ^ledical  and  Surgical  History  of  the 
War  of  the  Rebellion,  published  in  1888,  should 
interest  particularly  a group  of  southern  physicians. 
This  author  grudgingly  admitted  that  medical  of- 
ficers of  the  Confederate  Army  recognized  “soldier’s 
itch"  as  an  expression  of  “nervous  fatigue’’  and  did 
not  confuse  the  malady  with  scabies  as  did  the  Union 
Army  doctors. 

The  skin,  because  of  its  accessibilit}-,  offers  an 
ideal  organ  for  studying  the  relationship  between 
emotion  and  disturbed  physical  functioning.  Ever}" 
doctor  in  clinical  medicine  relies  on  changes  in  the 
the  color,  temperature,  vascularity,  turgor  and  mois- 
ture content  of  the  skin  in  diagnosing  and  treating 
disease.  Studying  general  correlations  between  the 
condition  of  the  skin  and  emotion  conflict,  ISIittle- 
man  and  Wolff®  found  an  inverse  ratio  between  skin 
temperature  and  conflict.  Vaso-constriction  with 
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reduced  skin  temperature  was  consistent  with  an 
increase  in  emotional  conflict,  whereas  vaso-dilata- 
tion  with  elevation  in  the  skin  temperature  was 
synonymous  with  uninhibited  action  and  emotional 
security.  Patients  with  skin  disease  have  been  com- 
pared with  normal  individuals  and  more  particularly 
with  other  types  of  psychoneurotics  on  the  basis  of 
psychological  testing.^  Those  with  neuro-dermatitis 
showed  a more  marked  tendency  to  turn  hostile 
impulses  inward,  an  overconcern  with  tactile  sen- 
sations, and  a preoccupation  with  the  reactive  outer 
covering  of  the  body.  In  the  “Draw  a Person”  test, 
the  outline  of  the  individual  which  is  theoretically 
an  unconscious  portrayal  of  one’s  self  was  done  with 
hesitancy  and  delicacy.  Such  an  interest  in  the  body 
image  is  less  commonly  found  among  psychoneu- 
rotics in  general.  Patients  suffering  one  of  the 
classical  psychoses  may  also  utilize  the  skin  to  ex- 
press certain  facets  of  their  illness.  .A.  recently 
treated  schizophrenic  patient  had  delusions  that  small 
insects  were  burrowing  in  her  skin.  She  reacted  to 
this  by  picking  at  the  skin  with  a sewing  needle 
attempting  thereby  to  remove  tliese  fantasied  insects. 
This  continued  until  most  of  the  accessible  skin 
on  her  body  was  covered  with  small  excoriated  areas. 
By  disfiguring  herself  in  this  manner  she  had  satis- 
fied an  unconscious  need  for  self-depreciation. 

Attempts  to  make  accurate  correlation  between  spe- 
cific clinical  dermatological  disorders  with  specific 
psychiatric  disorders  has  been  unrewarding  and  will 
not  be  attempted  here.  One  type  of  emotional  conflict 
may  be  expressed  in  more  than  one  descriptive  D-pe 
of  skin  lesion,  and  on  the  other  hand  one  category  of 
skin  disease  may  express  multiple  areas  of  psycho- 
logical conflict  simultaneously.  In  studying  such 
patients,  however,  five  different  types  of  expressive 
phenomena  seem  to  be  present.  Rarely  do  these  dif- 
ferent types  exist  singularly  but  usually  appear  as 
a blending  or  interaction  of  two  or  more  in  the 
same  patient  at  the  same  time. 

In  the  first  type  of  expression  the  skin  furnishes 
a ready  outlet  for  exliibitionistic  needs.  Alany  prim- 
itive cultures  have  accepted  disfiguring  of  the  skin 
as  a means  of  signifying  station  and  achievement  in 
the  native  society.  Thus,  the  individual  by  incising 
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and  scarifying  exposed  areas  of  the  body  could 
readily  exhibit  to  all  the  members  of  the  social 
group  his  particular  caste  or  rank  in  the  community. 
More  commonly  used  to  designate  the  undesirables, 
these  trends  led  to  such  practices  as  branding  and 
mutilation  of  criminals  and  others  who  violated  the 
more  basic  social  laws  of  the  group.  As  recently  as 
\\’orld  \\’ar  II  it  was  customary  in  some  countries 
to  shave  the  heads  of  those  who  consorted  and  openly 
sympathized  with  armies  of  occupation.  It  is  still 
within  the  memory  and  experience  of  many  when 
facial  scars  left  by  the  dueling  saber  were  much 
sought  after  as  a mark  of  distinction  signifying  that 
the  bearer  had  defended  his  convictions  on  the  field 
of  honor.  Even  in  our  culture  of  today  we  see  rem- 
nants of  this  practice  in  those  individuals  who  have 
excessive  needs  to  call  attention  to  their  appearance. 
In  satisfying  such  needs,  these  individuals  utilize 
tatooing  and  unusual  hair  styles  as  attention-getting 
devices.  Certain  patients  have  been  seen  who  satis- 
fied these  same  needs  by  covering  the  skin  of  their 
extremites  with  fine  symmetrical,  superficial  lacera- 
tions inflicted  with  sharp,  cutting  instruments.  Even 
in  the  normal  individual,  blushing  and  paling  are 
involuntarily  used  to  exhibit  shame  and  fear.  It 
would  seem  reasonable  then  that  the  patient  with 
neuro-dermatitis  utilizes  the  skin  to  exhibit  to  others 
the  presence  of  disturbing  and  conflictual  feeling 
within  himself. 

The  second  area  of  expression  concerns  the  sub- 
stitution of  skin  changes  for  hysterical  symptoms.  In 
this  use  of  the  skin  the  area  picked  by  the  patient 
for  his  expressive  phenomena  is  symbolic  in  itself 
of  the  nature  of  the  unconscious  wish  involved. 
Hypnosis  has  been  used  as  a medium  in  studies 
of  this  phenomena.  Seitz®  particularly  described  a 
patient  with  hysterical  choreiform  movements  who 
was  hypnotized  and  given  the  suggestion  that  other 
symptoms  would  replace  this  original  reaction.  This 
could  only  be  accomplishd  if  psychologically  equiva- 
lent symptoms  were  suggested.  For  example,  it  was 
necessarj-  to  suggest  that  both  blushing  and  pruritis 
occur  before  the  choreiform  movements  would  cease. 
If  either  of  these  changes  were  suggested  alone,  they 
would  occur  but  were  not  sufficient  to  relieve  the 
original  disturbing  symptom.  A patient  recently 
under  treatment  showed  a severe  lichenoid  lesion 
involving  both  hands  to  some  extent  but  more  par- 
ticularly the  right.  The  skin  was  red,  thick,  brittle 
and  dry,  and  in  effect  was  part  of  a more  deep- 
seated  hand-washing  ritual.  The  skin  changes  w’ere 
caused  not  only  by  repetitive  washing  but  by  the 


patient's  need  to  use  the  hottest  water  that  she  could 
tolerate.  Further  investigation  revealed  the  pres- 
ence of  extreme  guilt  feelings  associated  with  mas- 
turbation which  she  considered  a dirty,  degrading 
habit.  Thus,  she  discharged  two  of  her  unconscious 
needs;  first,  the  need  to  punish  herself  for  perform- 
ing what  she  considered  an  evil  practice,  and  sec- 
ondly, focusing  the  punishment  on  her  hands,  par- 
ticularly her  right  hand,  which  she  had  used  in 
masturbating  and  therefore,  considered  to  be  the 
incriminating  member. 

The  third  type  of  reaction  in  which  the  skin  is 
utilized  in  e.xpressing  emotional  discharge  is  that 
associated  with  grief  and  suppressed  weeping.  Heilig 
and  Hoff,®  in  studying  herpes  simplex,  found  that  it 
was  necessary  to  suggest  an  unpleasant  or  distress- 
ing emotional  situation  to  produce  herpetic  lesions 
hypnotically.  If  such  an  unpleasant  emotional  ele- 
ment was  not  suggested,  herpes  did  not  occur  even 
though  the  virus  was  implanted  in  the  skin.  A 
similar  study"  utilized  a blister  artificially  produced 
with  cantharides.  A display  of  tearfulness  was 
accompanied  by  exudation  at  the  blister  site.  At- 
tempts to  relax  and  distract  the  patient  caused  a 
reduction  in  exudate  and  in  the  midst  of  a therapeu- 
tic abreaction,  even  though  the  patient  wept,  there 
was  no  rise  in  exudate.  Another  patient  recently 
seen  had  been  crying  almost  continuously  for  three 
months  since  the  birth  of  an  illegitimate  child.  When 
this  patient  was  faced  with  commitment  to  a state 
hospital,  she  stopped  crying  and  immediately  de- 
veloped a generalized  urticaria.  Other  authors  have 
described  this  particular  type  of  lesion  as  “weeping 
into  the  skin”. 

In  the  fourth  place,  the  skin  is  particular)-  inter- 
esting because  of  its  importance  as  an  erotic  zone. 
Earlier  literature  of  this  centur)-®  described  that  car- 
bon dioxide  baths  should  not  be  given  to  individuals 
who  are  sexually  excitable  because  this  stimulus  acts 
as  an  aphrodisiac.  Tickling,  for  centuries,  has  had 
an  intimate  connection  with  sexual  life  and  in  some 
languages  there  is  one  word  for  both  tickling  and 
cohabitation.  Development  of  pruritis  is  usually 
restricted  to  erogenous  zones,  such  as  the  vulva, 
the  scrotum,  and  the  anus.  There  is  a predilection 
for  rather  marked  changes  in  the  skin  when  even 
the  normal  individual  is  entering  or  leaving  the 
period  in  life  of  active  sexual  participation.  We 
are  quite  familiar  with  the  acne  which  commonly 
occurs  during  puberty  in  both  sexes.  In  the  climac- 
terium the  skin  frequently  shows  other  changes, 
namely,  pruritis,  dryness,  scaling,  and  formication. 
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Pruritis  becomes  worse  in  the  warmth  of  the  bed  at 
night  and  scratching  during  an  attack  is  extremely 
pleasurable.  Many  cutaneous  manifestations  could 
almost  be  considered  equivalents  of  masturbation. 
A case  of  eczema  has  been  seen  which  spread  over 
the  entire  body  and  in  which  scratching  by  the 
patient  produced  an  orgasm.  There  is  also  the  story 
of  the  man  who  refused  treatment  for  his  ringworm 
because  he  found  the  sensations  from  scratching  more 
pleasant  than  those  from  sexual  relations  with  his 
wife.  Itching  about  the  anus  in  men  carries  readily 
perceived  connotations  of  unconscious  sexual  desires. 
The  clandestine  feature  of  scratching  re-enforces 
this  concept  of  erotic  equivalence.  Most  patients 
with  skin  disorders  scratch  themselves  in  private, 
will  attempt  to  hide  and  deny  the  fact  that  they 
actually  do  excoriate  themselves.  This  clandestine 
feature  is  recognized  in  the  vernacular  by  the  defini- 
tion of  home  as  “a  place  where  one  can  scratch  any- 
thing that  itches.” 

Finally,  the  most  important  role  of  the  skin  lies 
in  its  expression  of  repressed  hostility  and  uncon- 
scious masochistic  needs.  Neurodermatitis  has  been 
described  as  essentially  an  expressive  or  discharge 
type  of  dermatosis  in  that  the  skin  expresses  anger 
through  itching  and  scratching.  The  same  mechan- 
ism as  descrilied  previously  may  also  discharge  sex- 
ual urges  which  cannot  be  expressed  in  normal  hetero- 
sexual relationship.  However,  scratching  is  more 
frequently  found  in  the  service  of  hostility  which 
cannot  be  turned  outward  and  hence,  is  inverted. 

Scratching,  therefore,  for  pleasure  is  secondary  to 
scratching  for  repressed  rage.  A dermatitic  patient 
avoids  the  scratching  at  first  and,  as  mentioned, 
will  use  every  effort  to  conceal  this  practice,  ^^’hen 
it  is  revealed,  the  patient  feels  ashamed  and  inferior, 
particularly  when  he  recognizes  that  the  scratching 
itself  is  a perpetuating  factor.  This  gives  rise  to 
a definite  paradox  in  that  scratching  on  the  one 
hand  gratifies  an  erotic  need,  and  on  the  other  hand, 
gratifies  a damaging  and  destructive  need.  Patients 
with  neuro-dermatitis  uhdoul^tedly  have  strong  un- 
conscious wishes  to  punish  themselves,  and  intensive 
scratching  has  even  been  called  a “partial  suicide”. 
Scratching  is  also  a muscular  release  mechanism 
for  the  physiological  tension  engendered  by  the  re- 


pressed rage.  Such  patients  outwardly  appear  to 
control  and  suppress  their  feelings  because  they  look 
upon  their  own  emotional  vulnerability  as  a sign 
of  weakness.  They  are  especially  sensitive  to  threat- 
ened loss  of  approval  and  react  to  this  threat  with 
unexpressed  rage.  This  results  in  unconscious  guilt 
feelings  which  are  expiated  by  intensive  scratching 
and  excoriation.  Scratching  then  is  first  a muscular 
release,  secondly,  an  atonement  through  mutilation, 
and  thirdly,  a gratification  of  the  need  for  love 
through  cutaneous  erotic  pleasure. 

In  summary  then  it  would  seem  that  the  skin 
offers  an  ideal  site  for  the  externalization  of  many 
unconscious  conflicts  within  the  individual.  These 
conflicts  seem  to  appear  in  five  general  areas  and 
to  rei>resent  the  following:  exhibitionistic  needs, 
symbolic  projection,  repressed  grief,  erotic  substitu- 
tion, and  unexpressed  hostility.  It  is  hoped  that 
this  review,  comprehensive  and  impractical  as  it 
may  appear,  will  serve  to  increase  an  awareness  of 
the  presence  of  underlying  emotional  turmoil  in 
external  symptoms. 
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General  Considerations  of  Office  Gynecology 

BERNARD  H.  RAYMOND,  M.D. 
Norfolk,  Virginia 


A GOOD  GYNECOLOGICAL  DIAGNOSIS 
cannot  be  made  without  a complete  history  and 
thorough  physical  examination.  Symptoms  such  as 
pain  and  bleeding  must  be  considered  in  relation 
to  all  body  functions  as  well  as  evaluated  as  to 
location,  mode  of  onset,  duration,  and  severity.  Too 
frequently  these  fundamental  requirements  are  not 
met  and  one  often  meets  patients,  even  women  who 
have  had  one  or  more  pregnancies,  who  have  never 
had  an  adequate  physical  examination. 

The  pelvic  examination  must  be  thorough.  It  is 
not  complete  without  a bimanual  vaginal,  a specu- 
lum evaluation  of  cervix  and  vagina  and  a recto- 
vaginal examination.  Gentleness  is  the  first  con- 
sideration. Unnecessary  roughness  produces  dis- 
comfort and  prevents  the  relaxation  necessary  for 
a satisfactory  examination.  Many  pathological  find- 
ings are  missed  because  of  muscle  spasm  and  guard- 
ing. A wide  experience  on  the  part  of  the  examiner 
is  the  next  consideration,  the  ability  to  differentiate 
between  the  normal  and  the  abnormal  pelvis.  This 
experience  can  be  acquired  only  by  taking  advantage 
of  the  daily  opportunities  for  doing  pelvic  examina- 
tions, not  by  merely  reading  of  the  situations  dis- 
cussed in  textbooks.  The  examination  of  a child 
can  be  facilitated  by  the  rectal  and  abdominal  meth- 
od. Often  a one-finger  introital  examination  is 
helpful. 

The  diagnoses  of  the  majority  of  cancers  are  made 
in  the  office.  It  is  strange  that  cancer  of  the  vailva 
and  vagina  go  so  long  before  diagnosis  when  they 
are  readily  visualized  by  both  patient  and  doctor. 
-A  positive  biopsy  gives  the  only  sure  diganosis  of 
cancer;  the  presence  of  spirochetes  indicates  a 
chancre;  chancroid  is  diagnosed  by  the  finding  of 
Ducrey’s  bacillus;  granuloma  inguinale  by  the  pres- 
ence of  Donovan  bodies;  and  a positive  Frei  test 
indicates  lympho-granuloma  venereum. 

Cancer  of  the  cervix  makes  up  the  bulk  of  genital 
carcinom.as.  To  find  these,  a complete  visualization 
must  first  be  made.  Next,  to  be  safe,  all  cervical 
lesions  must  be  biopsied.  Rule  out  cancer,  then 
treat  the  lesion.  .An  application  of  Schiller's  double 
strength  solution  to  the  cervix  will  show  uj)  the 
hypoglycogenic  areas  which  are  most  suspected.  A 
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superficial  currettage  of  the  endocervix  will  increase 
the  diagnostic  rate.  It  often  reveals  adenocarcinoma 
of  the  endocervix  which  may  be  missed  by  routine 
biopsy. 

Simple  benign  erosions  respond  to  electric  coagula- 
tion and,  if  superficial,  may  be  treated  with  a silver 
nitrate  solution  such  as  Negatan.  A dilute  solution 
of  one  part  to  three  parts  water  can  be  used  more 
extensively.  A saturated  gauze  wick  inserted  into 
the  cervical  os  will  often  clear  up  a discharge  of 
long  standing. 

If  actual  cautery  is  used,  give  ample  time  between 
treatments.  Too  frequent  and  too  much  leads  to 
parametrial  involvement  and  spread  of  infection. 

Deep  cystic  lesions  and  lacerations  are  best  treated 
with  local  block  anaesthesia  since  more  penetrating 
heat  is  necessary.  In  stubborn  cases  seen  after  child- 
bearing, cervical  conization  may  be  needed  for  com- 
plete cure. 

Vaginal  bleeding  may  be  caused  by  cervical 
I)olyps.  These  are  best  removed  in  toto,  under 
anaesthesia,  since  the  base  must  be  included  to 
determine  the  final  pathological  diagnosis. 

Lesions  of  the  vulva  and  cervix  may  give  rise 
to  leukorrhea.  Only  smear  and  culture  and  early 
diagnosis  are  of  benefit. 

Parasitic  infection  has  been  mistreated  primarily 
because  of  lack  of  diagnosis.  Usually  the  unre- 
sponsive cases  are  those  that  have  been  undiagnosed. 
The  hanging  drop  method  and  Ortho  “Trichomonas 
Dilutent”  give  the  best  results  in  identifying  the 
causative  organism.  The  use  of  “Nickerson’s  Ale- 
dium”  (Ortho)  has  been  helpful  in  diagnosing  cases 
of  monilia  infection.  .Although  the  use  of  gentian 
violet  in  monilia  infection  is  efficacious,  it  is  too 
mess)’.  Gentrisal  (Ortho)  provides  cure  or  great 
imjjrovement  in  many  cases.  Unless  patients  are 
instructed  in  the  technique  of  taking  douches  lying 
down,  they  do  themselves  little  good. 

Pruritis  vulvae  may  be  caused  by  systemic  disease 
and  only  specific  treatment  gives  relief.  Kraurosis 
vulvae  and  leukoplakia  are  treated  by  drugs,  psycho- 
therapy, and  local  injections. 

Abnormal  uterine  bleeding  in  the  menopause 
should  be  investigated  by  D.  & C.  Pelvic  examina- 
tion alone  is  entirely  inadequate.  .Although  Papani- 
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colaou  smears  are  not  the  last  word,  they  should  be 
included  as  part  of  the  examination. 

Most  retrodisplacements  that  cause  backache  should 
first  be  relieved  by  replacement  and  supported  by 
pessary  before  surgical  correction  is  attempted. 

The  advent  of  endocrine  therapy  accounts  for 
a large  number  of  unexamined  females  who  report 


routinely  for  their  “fix'’.  These  preparations  are 
potent  drugs  and  their  actions  should  be  understood 
prior  to  prolonged  usage.  Never  are  they  to  be  used 
without  first  ruling  out  organic  disease. 
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Improper  Use  of  Drugs 


Warnings  against  the  improper  use  of  two  types 
of  medicine — drugs  sold  “over  the  counter”  without 
a prescription  and  barbiturates  sold  only  on  pre- 
scription— were  issued  in  the  October  13th  Jour- 
nal of  the  American  ^ledical  Association.  The  warn- 
ings, along  with  suggestions  of  how  physicians  and 
pharmacists  can  prevent  improper  use,  appeared  in 
two  Journal  editorials. 

The  great  danger  in  using  “over-the-counter''  med- 
icines lies  in  misreading  or  not  reading  lal^els,  one 
editorial  said.  In  addition,  there  is  always  the  pos- 
sibility of  delaying  proper  medical  diagnosis  because 
the  individual  may  temporarily  feel  well  or  his  symp- 
toms may  be  “masked'’  by  the  drug's  action. 

Most  non-prescription  drugs  sold  today  have  been 
proved  to  be  “reasonably”  harmless.  In  fact,  they 
can't  be  sold  without  a prescription  until  trials  have 
shown  they  have  no  harmful  side  effects  when  taken 
in  the  proper  amounts.  The  danger  lies  in  excessive 
dosage. 

The  editorial  explained  that  current  federal  legis- 
lation requires  a prescription  for  the  sale  of  any 
drug  which  is  potentially  unsafe  when  used  without 
medical  supervision.  However,  a manufacturer  or 
even  an  interested  person  who  believes  the  prescrip- 
tion restriction  is  no  longer  necessary,  and  has  evi- 
dence to  support  his  contention,  may  petition  the 
Food  and  Drug  Administration  to  allow  over-the- 
counter  sales,  provided  labeling  includes  adequate 
directions  and  warnings. 

It  is  here  that  physicians  have  a responsibility. 


By  reporting  any  harmful  side  effects  resulting  from 
the  use  of  a prescribed  drug,  physicians  may  jjrevent 
a potentially  harmful  drug  from  going  on  sale  with 
out  a prescription. 

In  another  editorial,  Dr.  Harris  Isbell  of  the 
National  Institute  of  Mental  Health,  .\ddiction  Re- 
search Center,  U.S.  Public  Service  Hospital,  Lex- 
ington, Ky.,  said  that  symptoms  of  barbiturate  in- 
toxication have  been  found  to  be  similar  to  those  of 
chronic  alcoholism. 

If,  as  it  appears,  alcohol  and  barbiturates  actually 
cause  similar  nervous  system  changes,  adequate 
doses  of  either  should  partly  or  completely  suppress 
symptoms  resulting  from  the  withdrawal  of  the  other. 
This  helps  explain  how  alcoholics  can  substitute 
barbiturates  for  alcohol  and  vice  versa.  Persons 
who  are  intoxicated  by  barbiturates  are  menaces, 
both  to  themselves  and  others.  For  this  reason,  the 
medical  and  pharmaceutical  professions  bear  a heavy 
responsibility  in  prescribing  and  disj)ensing  bar- 
biturates. 

Great  care  should  be  used  in  prescribing  bar- 
biturates for  unstable  persons,  and  such  persons 
should  be  watched  carefully,  he  said,  adding  that 
simple  insomnia  is  seldom  a valid  reason  for  using 
barbiturates.  He  also  warned  that  physicians  should 
not  prescribe  a barbiturate  for  a stranger  unless 
“the  indication  for  the  drug  is  unmistakable.'’ 

Prescriptions  should  be  limited  in  amount  and 
the  laws  against  refills  without  a new  prescription 
should  be  strictlv  observed. 
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A Look  Into  the  Future — From  Capitol  Hill 

WILLIAM  J,  KENNARD,  M.D. 
Washington,  D.C. 


I WOULD  LIKE  to  be  able  to  come  down  here 
and  tell  you  that  all  is  well  along  the  Potomac. 
If  I could  do  that,  we  would  all  enjoy  ourselves 
more. 

However,  I would  be  rash  indeed  to  say  the  med- 
ical profession  is  having  its  way  in  Washington. 
Rash  for  two  ver}-  good  reasons  First,  you  all  know 
that  isn't  so.  Second,  the  last  thing  anyone  from 
the  American  Medical  Association  wants  to  do  is  to 
lull  the  doctors  into  a false  sense  of  security  as  far 
as  national  legislation  is  concerned. 

Instead  I shall  be  frank  and  say  we  have  had  a 
difficult  year  in  Washington.  True,  the  doctors  of 
the  country  were  able  to  shape  certain  bills  in  the 
direction  of  good  legislation  But  certain  others — 
unfortunate  bills  under  any  definition — got  on  the 
statute  books  despite  everything  that  could  be  done. 

Before  we  go  on  to  the  details  of  some  of  these 
bills,  it  might  be  helpful  to  open  our  eyes  and  take 
a broad  look  at  what  the  political  weather  has  been 
like  in  Washington,  and  to  study  some  of  the  long- 
range  forecasts.  To  put  the  situation  into  the 
briefest  meteriological  terms,  humidity  has  been  high, 
precipitation  heavy,  and  winds  strong  and  destruc- 
tive. 

The  professional  advice  is  to  batten  down  the 
hatches;  you  are  likely  to  get  more  of  the  same 
thing  in  the  immediate  future  before  the  skies  clear 
up  again  and  the  storm  warnings  can  be  lowered. 
The  trend  definitely  is  toward  big  Federal  Govern- 
ment. More  and  more  federal  influence — if  not  fed- 
eral control — is  flowing  out  from  Pennsylvania  Ave- 
nue. And  each  year  more  and  more  doctors  detect 
this  influence  eddying  around  them  and  their  patients 
and  the  hospitals. 

^^’hat  I have  said  so  far  is  my  own  opinion,  and 
of  course  I might  very  well  be  wrong  to  a degree. 
So  I want  to  read  you  a statement  that  represents  the 
considered — and  moderate — opinion  of  the  entire 
AM.A,  Washington  Office  Staff.  It  constitutes  the 
opening  paragraphs  of  the  Washington  Office  annual 
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report,  whicli  has  just  been  submitted  to  the  Board 
of  Trustees.  I quote: 

“The  last  }ear  has  been  a significant  one  in  national 
medical  legislation,  a year  that  may  have  strength- 
ened the  long  established  trend  for  more  and  more 
government  participation  in  health  and  medical  ac- 
tivities. 

“Perhaps  because  of  fewer  foreign  affairs  crises, 
the  84th  Congress  turned  more  of  its  attention  to 
domestic  issues.  While  foreign  aid  and  military 
spending  remained  in  prominence,  such  domestic 
cjuestions  as  school  aid,  the  farm  program  and  de- 
segregation, as  well  as  health  legislation,  assumed 
new  legislative  importance.  In  the  absence  of  actual 
threats  of  war,  there  is  no  reason  to  expect  that  Con- 
gress will  reverse  itself  in  future  sessions  and  take 
less  interest  in  legislation  which  has  the  demon- 
strated popular  appeal  that  health  programs  carry. 

“In  the  last  two  years  there  were  few  Senators 
or  Representatives  who  were  not  actively  interested  in 
at  least  one  medical  bill  of  major  importance.  A 
total  of  18,939  bills  were  scanned  by  the  Washing- 
ton Office  for  medical  implications.  Of  these  571  — 
many  with  a number  of  sponsors^ — were  followed 
through  their  legislative  course.  During  the  two 
years,  25  were  enacted.” 

In  a very  factual  and  objective  way,  these  para- 
graphs from  my  office’s  annual  rejxirt  carr}-  the  same 
information — the  Federal  Government  is  on  the  move 
in  the  health  fields. 

One  political  party  does  not  have  a monopoly  on 
health  legislation;  .45%  of  the  Congressmen  and 
86.5%  of  the  Senators  had  their  names  on  health 
legislation  in  the  84th  Congress.  Hence,  every  Con- 
gressman or  Senator  you  talk  with  is  potentially 
a proponent  of  some  health  legislation. 

The  bills  followed  by  the  Washington  Office  of 
the  AM  A fell  generally  in  the  following  major 
groups : 


1.  Social  Security  81 

2.  Veterans  6+ 

3.  Salk  Vaccine 36 

4.  Tax  Deductions  36 

5.  Military  & Defense  Matters 30 


6.  Handicapped  & Vocational  Rehabilitation^  29 
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7.  Drugs,  Narcotics  and  Alcoholism 28 

8.  Medical  Education 23 

9.  Aged  22 

10.  Mental  Health 21 


370 

The  total  number  in  major  groups  tvas  370.  The 
less  numerous  groups  totaled  160  measures,  miscel- 
laneous bills  numbered  41,  and  the  grand  total  was 
571. 

In  addition  to  the  number  of  bills,  and  before 
discussing  the  specific  legislation,  let  us  take  a 
quick  look  at  some  of  the  cost  involved  in  this  legis- 
lation as  shown  by  the  appropriations  authorized  by 
the  Federal  Government. 

I should  like  to  point  out,  both  in  reference  to 
what  I have  said  above  concerning  the  amount  of 
Federal  medical  legislation,  and  further  in  report- 
ing on  the  increasing  size  of  Federal  approj^riations 
for  health  and  medical  serA  ices,  that  I do  not  wish 
to  imply  that  the  American  Medical  Association  is 
opposed  to  these  programs,  rather  I would  empha- 
size that  of  the  25  bills  enacted  by  Congress  in  the 
past  two  years,  the  opposed  only  3 bills,  and 

supported  and  assisted  in  the  enactment  of  most 
of  the  others.  Likewise,  the  AM.\  has  supported 
many  measures  which  have  initially  included  the 
authorization  for  the  approjjriation  of  funds  by  the 
Federal  Government.  I also  want  to  emphasize  that 
many  of  these  ap])ropriations  tend  to  become  per- 
manent and  to  be  increased  as  will  be  indicated  in 
the  statistics  that  follow. 

\\'e  have  not  as  yet  completed  our  study  of  the 
appropriations  for  the  current  fiscal  year.  However, 
for  the  period  from  July  1,  1955,  to  June  30, 
1956,  Congress  appropriated  a little  over  2^/4  l)il- 
lion  dollars  for  health  and  medical  services — an 
increase  of  6.4%  over  the  preceding  year.  This  is 
roughly  1/6  of  the  total  cost  of  medical  care  in  the 
United  States  and  does  not  include  what  the  states 
and  local  governments  appropriate  for  medical  care. 
The  federal  appropriations,  however,  for  the  past 
fiscal  year  ending  June  30,  1956,  were  fifteen  times 
the  amount  needed  to  maintain  Congress  and  the  Fed- 
eral courts,  fourteen  times  the  total  budget  of  the 
State  Dejiartment  and  four  times  as  much  as  was 
spent  by  either  the  Labor  Department  or  the  Post 
Office  Department.  Each  of  three  agencies  had  ap- 
propriated over  a half  billion  dollars  for  health  and 
medical  programs.  They  are:  The  Defense  De- 
partment, $818  million;  The  Veterans'  .Administra- 
tion, $790  million;  and  the  Department  of  Health, 
Education,  and  Welfare,  $526  million. 


Total  figures  for  the  current  appropriations  have 
not  as  yet  been  completed ; however,  we  do  know  that 
the  research  appropriations  through  the  National  In- 
stitutes of  Health  were  increased  80%  above  those 
for  the  fiscal  year  just  closing.  The  total  was  $170.4 
million.  The  Hill-Burton  hospital  construction  pro- 
gram was  increased  to  $125  million — $14  million 
more  than  last  year.  The  vocational  rehabilitation 
appropriation  was  $41.5  million — an  increase  of 
$2.7  million.  The  Indian  Health  Services  were 
increased  $2.3  million  to  a total  of  $38,125,000. 

.Appropriations  for  health  and  research  are  very 
popular.  Part  of  the  responsibility  for  this  rests  on 
a number  of  segments  of  the  population.  The  mem- 
bers of  the  Congress  can  look  around  and  see  tlieir 
friends  die  in  office  of  cancer  or  heart  disease.  They 
can  see  the  number  of  people  dying  of  these  diseases 
increasing,  maybe  partly  because  of  the  increase 
in  longevity.  Then,  enthusiastic  research  people, 
including  physicians,  appear  before  the  committees 
and  are  an.xious  for  appropriations  to  carry  out  their 
work.  .Armed  with  this  type  of  support,  advocates 
for  increased  appropriations  to  the  health  field  have 
little  difficulty  getting  sui)port  on  the  floor.  Re- 
peatedly larger  appropriations  are  given  than  are 
asked  for  by  the  government  agencies.  This  phe- 
nomenon is  unique  in  the  health  field. 

State  and  local  governments  are  also  spending  high 
in  health  services.  Next  to  education  and  the  build- 
ing and  maintenance  of  highways,  health  services 
are  the  largest  single  expense  item  in  spending  of 
state  and  local  governments.  U.S.  Census  Bureau 
figures  disclose  health  spending  in  1955  was  $3.6 
billion.  Public  Welfare  spending  which  also  in- 
cludes an  undetermined  amount  of  health  expenses 
totalled  $3.1  billion.  The  health  expenses  were  twice 
as  much  as  government  administration  and  seven 
times  the  money  spent  on  recreation.  The  health 
services  are  divided  into  $2  billion  for  hospitals, 
$1.1  billion  for  sanitation  and  $470  million  for 
other  health  items. 

I am  not  very  good  at  stirring  up  j)eople,  and  I 
am  not  attempting  to  do  that  now.  But  I think 
we  had  better  give  more  thought  to  defending  our- 
selves, our  professions,  and  the  individual  freedoms 
that  seem  to  mean  more  to  us  than  to  many  other 
groups  in  this  country. 

Can  this  drift  to  the  left — this  glacial  movement 
of  the  Eederal  Government — be  stopped?  Can  it 
even  be  slowed?  I like  to  think  it  can.  That  can- 
not be  accomplished,  in  my  opinion,  by  placing 
ourselves  alone  in  its  path.  A\'e  would  be  ground 
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up.  But  it  can  be,  I think,  if  we  will  ally  ourselves 
with  other  like-thinking  peo])le — if  we  will  through 
them — and  with  them — create  a different  political 
climate,  a warmer  climate  where  the  light  and  warmth 
of  reason  are  allowed  to  do  their  work  on  the  legis- 
lative glacier. 

This  would  not  be  an  easy  course,  and  for  a time 
it  would  not  be  noticeably  effective.  But  if  the 
American  people  somehow  are  educated  to  the  gar- 
gantuan costs  of  a swelling  Federal  Government, 
and  to  the  dangers  that  government  poses  to  their 
own  way  of  life — if  this  can  be  accomplished,  I feel 
that  medicine  as  we  know  it  will  be  safe.  Safe  for 
a time  at  least. 

Now,  specifically,  what  happened  in  the  last  Con- 
gress ? 

The  most  damaging  reversal  for  the  medical  pro- 
fession, as  you  know,  was  pa.ssage  of  the  disability 
payments  section  of  the  Social  Security  amendments. 
In  1955  this  plan  passed  the  House  of  Representa- 
tives by  an  overwhelming  vote,  although  this  was 
done  under  a legislative  arrangement  that  allowed  no 
amendment  of  the  bill  and  only  a limited  amount  of 
debate. 

A year  ago  a decision  was  made  not  only  to  oppose 
the  disability  payments  plan  in  the  Senate  this  year, 
but  to  oppose  it  with  all  the  strength  and  skill  the 
medical  profession  could  bring  into  the  fight.  This 
decision  was  one  of  principle.  The  disability  pay- 
ments plan  is  a basic  threat  to  the  medical  profes- 
sion. And  the  decision  to  continue  the  opposition 
was  taken  in  the  face  of  evidence  that  the  majority 
party  would  fight  to  the  teeth  for  this  piece  of  legis- 
lation. Our  only  hope  for  success,  or  for  even  mak- 
ing an  impression,  was  to  change  the  legislative 
climate.  When  we  began  the  fight,  the  Senate  seemed 
to  have  gone  into  an  election  year  trance.  A vast 
majority  of  the  Senators  were  ready  to  give  the  voters 
something  tangible,  something  they  could  hold  in 
their  hand,  something  they  could  spend.  Not  to 
do  so,  we  were  told  a year  ago,  would  be  political 
suicide. 

To  the  credit  of  the  AM.^,  and  other  organizations 
and  individuals  who  joined  with  us  in  the  social 
security  fight,  this  atmosphere  was  changed.  True, 
we  lost  in  the  end,  and  the  disability  payments  plan 
was  passed.  But  passage  was  by  the  narrowest  of 
margins — a shift  of  one  vote  would  have  meant  de- 
feat for  the  proposal. 

Passage  was  a defeat  for  us  and  it  cannot  be 
explained  as  anything  else.  But  it  was  not  without 
some  consolation.  We  were  able  to  convince  most 


of  the  Senators  that  there  are  large  numbers  of  people 
back  in  their  states  who  will  fight  against  dangerous 
and  financially  un.sound  legislation. 

Now  for  some  of  the  other  bills. 

You  in  many  parts  of  Virginia  I know  are  well 
aware  of  the  new  military  dependent  medical  care 
act,  now  known  as  “medicare”.  It  is  not  exactly 
what  the  medical  profession  wanted,  but  it  could  be 
still  farther  off.  Our  major  objection  is  to  the  au- 
thority to  rule  out  civilian  hospitals  and  medical 
care  in  certain  areas — areas  where  the  Secretary  of 
Defense  finds  that  military  facilities  are  not  being 
used  to  capacity.  In  this  tliere  is  a wide  area  of 
discretion  and  the  possibility  of  a build-up  in  mili- 
tary medical  departments. 

This  program  will  go  into  effect  on  December  8. 
Here  are  its  basic  provisions.  First,  all  dependents 
may  be  treated  in  military  facilities  subject  to  avail- 
ability of  space  and  capabilities  of  staff.  Second, 
spouses  and  children  of  personnel  on  active  duty  are 
eligible  for  private  medical  care  in  civilian  hospitals, 
paid  for  by  the  Government,  except,  as  I noted  above, 
where  military  facilities  are  not  being  used  to  ca- 
pacity. Third,  beneficiaries  such  as  unremarried 
widows  and  j)arents  and  parents-in-law  may  be  cared 
for  in  military,  but  not  civilian,  facilities.  Fourth, 
medical  care  of  dependents  will  be  relatively  uni- 
form, no  matter  where  they  reside  and  no  matter 
what  military  service  they  are  associated  with. 

Another  military  medical  act  is  that  providing  pay 
raises  to  physicians  and  dentists  in  military  service. 
It  does  not  go  into  effect  until  after  they  have  served 
the  two  years  under  the  draft.  The  objective  here — 
strongly  supported  by  the  AMA — is  to  make  military 
medicine  attractive  as  a career. 

Closely  associated  with  this  is  the  extension  of 
the  doctor  draft  act  until  next  July  1.  This  is  some- 
thing to  watch.  At  this  time  the  Defense  Department 
will  not  ask  that  this  act  be  extended.  But  DOD  will 
seek  legislation  to  amend  the  Universal  Military 
Training  Act  (the  Regular  Draft)  to  authorize  the 
President  to  make  special  call-ups  of  physicians, 
dentists  and  allied  scientists  who  are  registered  de- 
ferred and  liable  under  the  basic  draft. 

Also  of  particular  intere.st  to  some  sections  of 
Virginia,  the  Congress  authorized  the  President  to 
give  the  U.S.  Public  Health  Service  military  status 
in  time  of  national  emergency,  as  well-  as  in  time  of 
war. 

The  Congress,  it  seemed  to  me,  went  out  of  its  way 
to  offend  the  medical  profession,  and  at  the  same 
time  to  create  staffing  problems  in  the  military  serv- 
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ices,  when  it  authorized  military  medical  commis- 
sions for  osteopaths.  This  was  put  on  a permis- 
sive basis — in  other  words,  osteopaths  do  not  have 
the  full,  unquestioned  right  to  medical  commissions. 
Each  military  department  will  decide  if  they  are 
needed  and  fully  qualified. 

number  of  new  acts  were  passed  in  the  field 
of  public  health.  One  of  these  is  of  particular  in- 
terest to  us,  because  it  shows  that  government  con- 
trols sometimes  outlive  their  usefulness.  This  is 
the  law,  passed  last  year,  to  place  the  U.S.  Public 
Health  Service  in  charge  of  a voluntary  allocation 
program  for  Salk  poliomyelitis  vaccine.  You  may 
remember  that  at  that  time  fear  and  panic  seemed 
to  be  the  order  of  the  day  in  some  parts  of  Washing- 
ton. few  of  the  Senators  and  Representatives 
wanted  the  Federal  Government  to  jump  into  the  Salk 
vaccine  picture  with  both  feet — to  control  the  vac- 
cine's production,  to  control  its  distribution,  to  con- 
trol its  use  by  the  physicians.  The  pharmaceutical 
houses  were  not  to  be  trusted,  nor  were  the  phy- 
sicians, and  a vicious  black  market  was  said  to  be 
building  up.  Well,  none  of  these  things  came  to 
pass.  The  voluntary  distribution  plan  worked  ad- 
mirably. And  about  two  months  ago  the  Public 
Health  Service  admitted  that  there  was  no  longer 
any  need  even  for  this  voluntary  control  of  distribu- 
tion. This  has  been  dropped. 

The  last  Congress  also  authorized  a permanent 
survey  of  sickness  and  medical  care,  a new  mental 
health  program  for  Alaska,  a national  mental  health 
survey  and  new  federal  activity  in  water  and  air 
pollution  work.  What  has  become  known  as  the 
Little  Omnibus  Health  Act  provides  mental  research 
grants,  traineeships  for  public  health  personnel  and 
graduate  nurses,  and  earmarked  funds  for  practical 
nurse  training.  The  same  act  extends  the  Hill- 
Burton  hospital  construction  program  for  two  years 
beyond  its  scheduled  expiration  date  of  next  July  1. 

Eventually  many  physicians  in  one  way  or  another 
will  come  into  contact  with  another  federal  grants 
program.  This  provides  for  spending  $90  million 
over  a three-year  period  in  construction  grants  to 
medical  schools,  hospitals  and  laboratories  doing 
research  in  medical  problems,  .^.t  one  time  there 
was  some  inclination  to  include  grants  for  construc- 
tion of  medical  schools — which  were  favored  by  the 
American  Medical  .Association — but  this  idea  was 
dropped  before  final  enactment. 

Most  Virginia  doctors  also  were  interested  in 
passage  of  a bill  to  create  a new  National  Library 
of  iSIedicine  out  of  the  old  Armed  Forces  Medical 


Librar}'.  The  books,  reports,  documents  and  films 
will  be  made  more  accessible  to  the  practicing  doc- 
tor. This  library  most  likely  will  be  located  in  the 
Washington,  D.C.  area,  although  Illinois  Congress- 
men made  a stubborn  fight  to  have  it  situated  in 
Chicago. 

In  the  closing  days  of  the  session.  Congress  en- 
acted a program  of  which  not  much  had  been  heard 
up  to  that  time.  This  provides  that  dependents  of 
foreign  service  employees  in  the  State  Department 
are  entitled  to  hospital  and  medical  care  up  to  120 
days,  while  located  overseas,  with  the  dependents 
themselves  charged  for  the  first  thirty-five  dollars  of 
any  illness.  .Also,  the  United  States  will  pay  the 
charges  for  health  insurance  written,  if  insurance 
is  used,  for  employees  or  dependents  of  such  State 
Department  personnel,  and  for  their  transportation 
to  and  from  hospitals  or  clinics  when  overseas.  Some 
13,500  dependents  are  covered  by  this  law. 

WH.AT'S  AHEAD 

There  is  no  reason  to  believe  that  there  will  be 
diminution  in  pressure  for  increased  government  par- 
ticipation in  health  programs.  There  is  little  dif- 
ference in  the  Republican  and  Democratic  plat- 
forms. Both  platforms  support  federal  aid  to  medi- 
cal schools.  The  Republican  propose  “federal  as- 
si.stance  to  help  build  facilities  to  train  more  phy- 
sicians and  scientists”,  which  is  in  line  with  the 
“bricks  and  mortar'’  approach  of  the  laboratory 
facilities  bill  passed  by  the  last  Congress  and  the 
Eisenhower  aid  to  medical  education  bill  that  was 
not  enacted.  On  this  issue  the  Democratic  plank  is 
more  general,  stating:  “^^'e  pledge  ourselves  to  in- 
itiate programs  of  federal  financial  aid,  without 
federal  controls,  for  medical  education,”  without 
differentiating  between  construction  and  equipment 
aid,  and  grants  for  operating  e.xpenses. 

Aid  to  Hospital  Construction,  Medical  Research, 
and  Vocational  Rehabilitation — Planks  are  similar 
and  imply  continued  or  increased  support. 

Medical  Care — Republicans  pledge  support  to 
voluntary  health  insurance  and  urge  that  reinsurance 
and  pooling  arrangements  be  authorized  to  speed  the 
program.  The  Democrats  pledge  increased  federal 
aid  to  public  health  services,  particularly  in  rural 
areas. 

Mr.  Stevenson,  in  his  Labor  Day  speech,  proposes 
new  programs  for  medical  research,  increased  hos- 
pital facilities  and  increased  numbers  of  physicians 
and  nurses  in  training  and  “the  formation  of  com- 
prehensive plans  of  private  voluntary  prepayment 
health  insurance  with  provisions  enabling  the  pur- 
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chase  of  such  insurance  by  families  who  are  them- 
selves now  unable  to  afford  them.” 

At  the  present  time  a committee  of  the  House  of 
Representatives  is  collecting  information  on  medical 
education  with  the  object  of  proposing  legislation 
to  relieve  “the  shortage  of  doctors  and  nurses”.  We 
have  received  inquiries  at  our  office  for  information 
from  members  of  Congress  also  interested  in  this 
question.  So  it  is  probable  that  a major  step  will  be 
taken  in  the  next  session  of  Congress  to  provide 
additional  facilities  for  the  training  of  physicians 
at  least. 

New  efforts  have  been  started  for  United  States 
employees  health  insurance.  At  the  request  of  Con- 
gress, information  is  being  gathered  on  the  practi- 
cability and  probable  cost  of  a program  of  basic 
health  insurance  for  United  States  civilian  workers, 
financed  partly  through  payroll  deductions  and  partly 
through  federal  contributions.  The  survey  is  the 
outgrowth  of  hearings  conducted  last  session  by  the 
House  Post  Office  and  Civil  Service  Committee  on 
a projxisal  for  major  medical  cost  insurance,  with 
the  premium  paid  entirely  by  the  United  States. 

No  legislation  resulted  from  the  hearings,  after 
the  plan  was  opposed  by  Blue  Cross  and  Blue  Shield, 


American  Hosl)ital  Association  and  some  spokesmen 
for  labor.  They  maintained  that  the  first  step  should 
be  basic  protection,  handled  through  j>ayroll  deduc- 
tions. Most  spokesmen  for  federal  employee  unions 
supported  the  castastrophic  insurance  jiroposal  as 
the  best  thing  obtainable  at  the  time.  Then  the  ad- 
ministration refused  to  endorse  payroll  deductions. 

To  resolve  this  problem.  Chairman  Tom  Murray 
(D.,Tenn.)  of  the  House  committee  called  on  the 
General  Accounting  Office  to  make  its  own  survey 
of  the  situation  and  report  back  to  him  by  December 
31  on  the  “feasibility  and  estimated  probalde  cost 
of  administering  a payroll  deduction  system  for  basic 
medical  protection  for  federal  employees.”  Should 
GAO  find  that  the  projxjsal  is  feasible.  Congress 
might  enact  a basic  insurance  program  in  spite  of 
administration  objections. 

We  can  expect,  I believe,  almost  every  subject 
in  the  medical  field  covered  by  some  form  of  legis- 
lation with  the  possible  exception  of  night  calls 
which  so  far  has  not  been  mentioned  in  any  of  the 
federal  legislative  proposals. 
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Confuse  Blood  Pressure  Meter 


A more  accurate  reading  of  blood  pressure  in  obese 
persons  can  be  obtained  by  measuring  the  pressure 
below  the  elbow  rather  than  above,  as  is  usually 
done,  three  New  York  physicians  have  stated.  They 
said  that  falsely  high  blood  pressure  readings  may 
be  obtained  in  people  with  large  flabby  upper  arms. 
The  reason  for  this  is  not  entirely  clear,  but  it  may 
be  due  to  the  larger  circumference  and  the  compres- 
sion of  flabby  tissue  in  the  upper  arms.  (November 
3 Journal  of  the  American  Medical  Association.) 

In  experiments  with  non-obese  persons,  one  arm 
was  loosely  wrapped  with  cotton  which  was  com- 
pressed by  the  blood  pressure  cuff.  The  reading  in 
the  wrapped  arm  was  much  higher  than  in  the  un- 
wrapped arm.  However,  when  less-compressible 


gauze  was  used,  there  was  only  a slight  difference  in 
the  readings  in  the  two  arms. 

The  authors  also  found  that  persons  with  large — 
but  muscular — upper  arms  did  not  have  falsely  high 
blood  jiressure  readings,  apparently  because  the  mus- 
cular tissue  is  not  compressible. 

In  obese  persons  with  flabby  ui)per  arms,  the  doc- 
tors measured  the  blood  pressure  internally  by  in- 
serting a needle  into  an  artery.  They  then  compared 
that  reading  with  readings  obtained  in  the  forearm 
and  the  upper  arm.  The  arterial  pressure  was  sim- 
ilar to  that  of  the  forearm.  . 

The  authors  are  Dr.  Kenneth  W.  Trout,  Hillsdale, 
N.  Y.,  and  Dr.  Charles  A.  Betrand  and  M.  Henry 
Williams,  Yalhalla,  N.  Y. 
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Clinicopathological  Conferences 

Of  The  iVIedical  College  of  Virginia  Hospital 


Case  ( A-7556) 

A 44  YEAR  OLD  married  Negro  “asphalt  raker” 
was  admitted  to  the  emergency  room  in  a semi- 
comatose  state. 

The  patient  was  apparently  well  when  leaving 
for  work,  but  soon  after  arriving  he  suddenly  col- 
lapsed, fell  to  the  floor,  but  did  not  have  any  con- 
vulsive movements.  On  arrival  in  the  emergency 
room  he  was  in  profound  shock,  with  profuse  per- 
spiration, and  complaining  of  some  slight  chest 
pain.  Shortly  after  admission  he  was  given  15 
mgm.  morphine  sulj)hate  because  of  violent  behavior, 
and  thirty  minutes  later  7.5  mgm.;  then  1,000  ml. 
dextrose  in  water  containing  4.0  ml.  1%  norepine- 
phrine, followed  by  500  ml.  whole  blood.  Some- 
time later,  when  he  aroused  from  his  semi-comatose 
state,  he  stated  that  he  felt  fine,  recalled  going  to 
work,  and  did  not  have  any  headache  or  dizziness. 

There  was  a record  of  hypertension  in  1950  when 
he  was  seen  after  an  automobile  accident.  At  that 
time  he  had  a contusion  of  the  left  kidney,  fracture 
of  the  left  10th,  11th,  and  12th  ribs,  and  a puncture 
wound  of  the  left  chest  wall.  The  blood  pressures 
were  recorded  from  140-180  systolic  over  80-110 
diastolic  with  one  pressure  of  240/140.  He  had  been 
rejected  by  the  Army  because  of  hypertension.  From 
what  could  be  ascertained,  his  health  had  been 
otherwise  good.  The  review  of  systems  was  not 
remarkable  except  for  headaches  several  times  a 
week.  He  slept  on  two  pillows,  but  there  was  no 
breathlessness  on  exertion.  His  weight  was  stable. 
There  was  nocturia  two  times  a night. 

Physical  examination  on  admission  disclosed  the 
following:  T.  96.2,  P.  100,  R.  24,  and  B.  P.  0/0. 
He  ap{x?ared  well  developed  and  well  nourished, 
acutely  ill,  in  profound  shock.  The  skin  was  cold 
and  moist.  The  orbits  appeared  slightly  edematous, 
and  there  was  some  edema  of  the  conjunctiva.  Right 
])upil  slightl}-  larger  than  left,  but  both  reacted  to 
light  and  extra-ocular  movements  were  intact.  The 
sclerae  were  muddy.  The  fundi  showed  Grade  II 
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h)pertensive  changes  with  physiological  cupjnng  of 
the  discs.  Further  examination  of  the  head  and 
neck  was  not  remarkable.  The  lungs  were  clear. 
The  left  cardiac  border  was  percussed  9.0  cm.  to 
the  left  of  the  MSL.  The  rh\  thm  was  regular.  The 
heart  sounds  were  faint  and  of  poor  C}uality  with 
Ao  greater  than  P2,  and  there  were  no  murmurs. 
The  abdomen  was  flat,  tense,  and  ])eristalsis  was 
absent.  A small  epigastric  hernia  was  present.  Some 
tenderness  was  noted  to  deep  palpation  in  the  upper 
abdomen.  The  extremities  were  negative  except  for 
cyanotic  nail  beds,  and  when  the  shock  had  improved, 
the  dorsalis  pedis  pulses  were  palpable. 

The  neurological  examination  showed  no  apparent 
sensory  disturbance.  A slight  right  facial  weakness 
was  questionable.  The  tongue  jirotruded  in  the  mid- 
line. He  moved  all  his  extremities  but  the  deep 
tendon  reflexes  were  absent  in  the  lower  extremities. 
There  was  a normal  abdominal  reflex,  a negative 
Babinski,  but  absent  cremasteric  reflex. 

Laboratory  findings:  No  record  of  a urinalysis, 
Hbg.  11.4,  WBC  17,500  with  700?  neutrophils,  2% 
eosinophils,  27%  lymphocytes,  and  1%  monocytes. 
Immediate  blood  sugar  ( Pafter  glucose)  286,  BUN 
22  mgm.%,  COo  PI  mEq/L,  chlorides  101  mEq,T^. 
Serum  amylase  90  units  activity.  A lumbar  punc- 
ture showed  a clear  spinal  fluid  under  pressure  of 
267-270  mm.  of  water.  There  was  1 lymf:)hocyte, 
20  mgm.%  protein,  and  94  mgm.  % sugar.  He  was 
seen  by  a surgical  consultant,  who  found  the  epi- 
gastric hernia  acutely  tender  but  no  other  findings. 

The  next  day  he  apparently  continued  in  a semi- 
shock like  state,  with  blood  pressure  around  120  100. 
A repeat  serum  amylase  was  58  units.  It  was  noted 
that  a large  tender  right  upper  quadrant  mass  was 
now  palpable,  and  it  was  thought  to  be  the  liver. 
Penicillin  and  Streptomycin  were  given.  A roent- 
genogram of  the  chest  showed  the  heart  to  be  enlarged 
I)Oth  to  the  right  and  left  with  marked  enlargement 
of  the  aorta.  Patchy  densities  were  present  in  both 
lower  lung  fields  and  were  more  marked  on  the  right. 
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A repeat  hemoglobin  was  12.4  gm.  100  ml.,  WBC 
11,000  with  73%  neutrophils,  1%  eosinophils,  24% 
lymphocytes  and  2%  monoc}tes.  The  absolute 
eosinophil  count  was  5 per  cu.  mm.,  blood  sugar  was 
210  mgm.%,  and  serum  electrolytes  were  Na  133, 
Cl  103,  K 5.0,  COo  12.5  mEq  L.  A serum  bili- 
rubin was  1.7  mgm.  % immediate  and  3.6  mgm.^f 
total.  An  EKG  taken  on  the  first  day  showed  in- 
determinate ST  changes  and  frequent  premature 
contractions,  and  the  second  day  left  ventricular 
strain  and  sinus  tachycardia. 

The  blood  pressure  began  to  rise  on  the  second 
hospital  day,  and  during  the  early  morning  hours 
of  the  fourth  day  was  recorded  as  230-240/115-140. 
Rectal  temperatures  were  99  to  100.2,  the  pulse 
steady  at  95  and  respiration  between  22  and  35  dur- 
ing the  admission.  In  the  morning  of  the  fourth  hos- 
pital day  the  house  officer  was  called  because  of 
absent  pulse,  respiration,  and  blood  pressure  and 
when  he  arrived  the  patient  had  expired. 

CLINIC.\L  DISCUSSION 

Dr.  Ho\v.a.rd  iSI.  IMcCue,  Jr.*:  This  is  the  case 
of  a 44  year  old  Negro  man  who  was  a known  hyper- 
tensive of  several  years  duration  and  j^robably  longer. 
On  returning  home  from  work  he  suffered  sudden 
collapse,  apparently  with  profound  shock,  probably 
stupor.  On  arrival  at  the  hospital  he  is  described 
as  complaining  of  slight  left  chest  pain.  The 
character  of  the  pain  is  not  further  descriljed  and 
there  is  a question  in  my  mind  as  to  his  ability  to 
give  history,  considering  his  condition. 

On  examination,  he  was  found  to  have  a tem{)era- 
ture  of  96.2°,  probably  associated  with  shock.  Pulse 
100.  Respirations  of  24  per  minute.  Blood  pressure 
was  recorded  as  0 0.  He  is  described  as  having 
orbital  edema,  the  cause  of  which  is  not  clear  to 
me.  He  is  also  described  as  having  inequality  of 
the  pujjils.  Said  to  respond  adequately  to  light, 
and  extra  ocular  movements  were  normal.  Again 
there  is  not  a very  clear-cut  cause  in  my  mind.  He 
might  possibly  have  some  involvement  of  the  upper 
sympathetic  chain  on  one  side.  Lungs  are  clear. 
Heart  described  as  normal  in  size  clinically.  Sub- 
sequent x-rays  did  not  bear  this  out.  Sounds  were 
faint,  with  no  murmurs,  and  Ao  described  as  greater 
than  P2;  presumably  the  aortic  valve  was  working 
and  not  insufficient,  although  with  a very  low  blood 
pressure;  it  is  very  hard  to  conceive  of  the  second 
sound  being  accentuated.  .Abdomen  had  absent  ])eri- 
stalsis  and  some  tenderness  cn  deep  palpation  of  the 

•Assistant  Professor  of  Clinical  Medicine,  Medical  Col- 
lege of  Virginia. 


upper  abdomen.  Small  ejugastric  hernia.  Extremi- 
ties were  reported  as  negative.  Dorsalis  {X'dis  jjulses 
were  good  after  the  shock  improved  and  1 jtresume 
the  radical  pulses  returned,  as  there  were  subsequent 
blood  pressure  determinations  in  the  arms  and  there 
was  probably  adeejuate  arterial  supply  to  both  arms. 
Only  neurological  finding  in  the  extremities  was  the 
absence  of  deep  refle.xes  in  the  legs.  Again  this 
is  a vague  and  indefinite  finding.  It  should  be  noted 
that  the  cerebral  spinal  fluid  pressure  was  increased. 

As  regards  the  laboratory  work,  there  was  slight 
anemia  even  after  blood  transfusion  and  rather 
marked  leukocytosis.  Apparently  no  urinalysis  was 
done.  Blood  sugar  found  to  be  286  but  it  was 
thought  this  possibly  was  connected  with  I.  Y.  glu- 
cose. .A  later  fasting  blood  sugar  was  210,  which 
is  definitely  abnormal.  BUN  and  CO2  were  nor- 
mal at  first.  A later  CO2  was  down.  Patient 
apparently  became  acidotic.  Sodium,  potassium 
and  chloride  levels  were  done  at  a later  time 
and  were  within  normal  limits.  Amylase  was  90 
units  on  the  first  day  which  is  normal,  58  on  the 
second  day,  which  is  a low  normal.  It  should  be 
noted  that  in  pancreatitis  the  amylase  is  elevated 
only  in  the  early  hours  of  the  disease.  An  electro- 
cardiogram was  reported  as  showing  left  ventricular 
strain  and  premature  beats  only.  There  is  some 
slight  S-T  elevation  on  the  first  day  and  the  develop- 
ment of  negative  T-\Vaves  in  Leads  I,  AVL,  V-3, 
V-4,  V-5  and  V-6  on  the  second  day.  There  were 
no  QRS  changes.  Chest  x-ray  showed  generalized 
cardiomegaly,  with  marked  aortic  enlargement.  I 
believe  this  latter  is  an  important  finding.  There 
were  patchy  densities  in  both  lung  fields.  I should 
like  to  ask  Dr.  Alandeville  at  this  time  to  comment 
on  the  x-rays. 

Dr.  Frederick  AI.xndevii.le*:  There  is  gener- 
alized enlargement  of  the  heart,  more  particularly 
the  left  ventricle.  A widened  aortic  arch  with  the 
convexity  of  the  right  aortic  margin  merging  with  the 
origin  of  the  innominate  artery  (Fig.  1).  The  right 
diaphragm  is  slightly  elevated  with  mottling  of  the 
lower  lung  field  compatible  with  congestion  and 
pneumonic  infiltration.  There  are  no  double  con- 
tours characteristic  of  tyi)ical  dissecting  aneurysm. 

Dr.  AIcCue:  Subsequent  course  was  as  follows: 
Blood  pressure  gradually  rose.  He  was  treated  with 
both  levophed  and  blood.  Amylase  fell  but  remained 
within  a normal  range  throughout.  A large  tender 
right  upper  quadrant  mass  developed,  thought  pos- 
sibly to  be  the  liver.  I don't  know  what  this  mass 
was.  It  might  have  been  the  liver.  It  is  interesting  to 
•Professor  of  Radiology,  Medical  College  of  V'irginia. 
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Fig.  1 — Enlargement  of  heart  with  prominent  left  ven- 
tricle and  widened  aortic  arch. 


note  that  the  epigastric  hernia  became  tense  and  ten- 
der. The  serum  bilirubin  was  1.7%  direct,  with  3.6 
mgm.  % total.  This  is  an  increase  in  both  the  direct 
and  indirect  acting  serum  bilirubin.  Such  a change 
can  be  produced  by  severe  extra-hepatic  biliary  ob- 
struction. The  thought  that  enters  my  mind  is  that 
of  a combination  of  hemolytic  jaundice  plus  extra- 
hepatic  biliary  obstruction.  The  fasting  blood  sugar 
was  subsequently  found  to  be  210.  This  is  definitely 
in  the  diabetic  range  and  certainly  raises  the  ques- 
tion of  pancreatic  function.  It  could  be  due  to  pre- 
existing diabetes  which  might  not  have  been  diag- 
nosed or  it  might  be  due  to  acute  severe  derangement 
of  the  pancreas  from  another  cause.  The  possibility 
of  adrenal  or  central  nervous  system  lesion  in  the 
vicinity  of  the  pituitary  must  also  be  considered. 
The  absolute  eosinophil  count  was  5 which  is  low. 
This  might  be  a manifestation  of  a stress  reaction. 
I realize  this  term  covers  many  things.  It  is  difficult 
to  pin  down  just  what  a stress  reaction  constitutes. 
Tachypnea  and  tachycardia  persisted.  There  was 
sudden  death  on  the  fourth  day. 

Several  questions  might  be  raised.  Serology  is 
not  reported,  ^^’ith  an  enlarged  aorta  this  might 
be  of  .some  interest.  No  urinalysis  was  done.  It 
would  be  interesting  to  know  the  results  of  this 
determination.  In  addition,  we  can  find  no  record 
of  urine  out-put.  The  profound  shock  raises  the 
important  cjuestion  regarding  renal  function  and 
we  would  certainly  be  most  interested  to  know  what 
tlie  urine  out-put  was.  We  should  also  be  concerned 
with  whether  adynamic  ileus  continued  and  whether 
abdominal  distention  continued.  We  come  now  to 
the  differential  diagnosis.  A\'ith  any  sudden  onset 
of  severe  vascular  collapse,  myocardial  infarction 
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must  be  considered.  The  electrocardiogram  was  not 
characteristic  and  there  was  no  substernal  or  epi- 
gastric pain.  It  has  been  our  experience  that  more 
infarcts  are  silent  clinically  than  electrocardio- 
graphically,  but  the  absence  of  substernal  pain  and 
characteristic  electrocardiographic  changes  are  very 
much  against  this  diagnosis.  Cerebral  vascular  ac- 
cident should  be  considered.  There  was  reasonably 
prompt  recovery  so  far  as  level  of  consciousness  was 
concerned,  and  the  Jack  of  localizing  neurological 
findings  is  against  intra-cerebral  hemorrhage.  The 
spinal  fluid  was  not  bloody.  This  rules  out  subarach- 
noid hemorrhage.  Pancreatitis  must  be  strongly 
considered.  The  lack  of  abdominal  pain  is  against 
it.  The  amylase  was  not  high  enough  even  though 
done  very  early.  The  abdominal  mass  is  of  interest 
and  the  blood  sugar  changes  are  suggestive  of  acute 
hemorrhagic  pancreatitis.  I believe  there  is  too  much 
evidence  against  pancreatitis  to  consider  this  very 
strongly.  The  rupture  of  a luetic  aortic  aneurysm 
should  be  considered.  The  major  point  against  this  is 
that  this  man  lasted  for  four  days.  I have  never 
seen  a ruptured  aortic  aneurysm  that  survived  this 
long.  We  come  lastly  to  the  diagnosis  of  dissecting 
aneurysm  of  the  aorta.  I think  this  is  a very  likely 
consideration.  He  was  a male.  This  disorder  is 
more  frequent  in  males.  He  was  in  the  fifth  decade 
of  life.  It  is  most  common  in  the  fifth  and  sixth 
decades.  He  was  a known  hypertensive.  The  great 
majority  of  dissecting  aneurysms  occur  in  hyper- 
tensives. Widened  aortic  shadow  is  certainly  a rela- 
tively characteristic  finding.  Very  explosive  onset, 
with  rapid  development  of  shock  and  iitupor.  A 
notable  absence  to  be  considered  is  the  lack  of  crush- 
ing or  tearing  pain.  As  frequently  hapjjens,  the 
sudden  shock  and  clouding  of  consciousness  can 
e.xplain  this  lack  of  pain.  In  other  cases,  pain  has 
been  described  as  minimal.  The  fact  that  there  are 
no  electrocardiographic  changes  of  infarction  is  an- 
other point  in  favor  of  dissecting  aneurysm  to  explain 
sudden  vascular  collapse.  The  most  frequent  or 
usual  site  of  dissection  is  in  the  ascending  portion 
of  the  arch  of  the  aorta.  The  next  most  frequent  site 
is  the  isthmus  in  the  region  of  the  ductus.  Because 
of  the  jaersistent  adequate  arterial  pulsation  in  both 
arms,  I suspect  very  strongly  that  the  dissection 
occurred  in  the  region  of  the  isthmus.  Dissecting 
aneurysms  can  produce  several  clinical  syndromes. 
I feel,  in  this  case,  it  has  produced  an  abdominal 
syndrome,  with  retro-peritoneal  bleeding  and  with 
dissection  of  the  mesenteric  vessels  and  celiac  artery. 
.\bout  75%  of  all  dissecting  aneurysms  terminate 
with  rupture  into  the  j^ericardium  and  because  of 
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this  frequency  of  occurrence  and  the  sudden  demise,  I 
suspect  that  is  what  ultimately  happened  in  this  case. 
Unquestionably,  the  persistent  pulse  in  all  four 
extremities  is  somewhat  against  dissecting  aneurysm 
hut  I think  there  is  too  much  evidence  in  favor  of  it. 
I believe  this  is  the  diagnosis. 

Dr.  Haw.-^RD  M.  McCue’s  Diagnosis 

Dissecting  aneurysm  of  the  aorta  with  rupture  into 
the  pericardial  sac. 

r.ATHOLOGICAL  DIAGNOSIS 

Ruptured  dissecting  aneurysm  of  the  ascending 
aorta  with  residtant  hemopericardium. 

Diabetes  mellitus — latent. 

Hypertensive  encephalopathy. 

DISCUSSION  OF  PATHOLOGIC  FINDINGS 
Dr.  Gordon  R.  Hennigar*;  The  heart  weighed 
800  grams,  the  increased  weight  was  due  to  con- 


tear  just  above  the  sinus  of  Valsalva  was  noted 
(Fig.  2).  The  tear  e.xtended  through  the  entire 
wall  and  perforated  the  aortic  retlection  of  tlie  ])eri- 
cardial  sac.  Extending  cejihalad,  a dissection  of 
the  media  for  a distance  of  several  millimeters  was 
demonstrated.  Congestion  and  edema  only  were 
found  in  the  lungs.  Although  no  ])athognomonic 
lesions  of  diabetes  mellitus  were  found  in  the  islets 
of  Langerhans  and  glomeruli,  the  marked  renal 
hyaline  arteriolosclerosis  with  basophilia  leads  us 
to  believe  the  patient  had  diabetes  mellitus.  d'here 
was  marked  hypertensive  encephalopath)’  and  an 
enlarged  liver  due  to  congestive  hepatomegaly  was 
demonstrated.  This  accounted  for  the  elevated  serum 
bilirubin  and  the  mass  felt  clinically. 

From  the  pathological  standpoint,  this  case  runs 
true  to  many  previous  cases  in  the  autopsy  files. 
During  the  past  20  years  some  70  cases  of  dissecting 


Fig.  2 — Left  ventricle  is  hypertrophied  and  a long  transverse  intimal  tear  is  seen. 
Subendocardial  hemorrhage  is  marked. 


centric  hyjtertrophy  of  the  left  ventricle.  This  is 
the  morphologic  reflection  of  hyjiertension  as  there 
was  no  other  demonstrable  cause  for  ventricular 
strain,  e.g.,  aortic  stenosis,  aortic  insufficiency  or 
other  valvular  disease.  The  pericardial  sac  con- 
tained 1300  CCS.  of  freshly  clotted  blood.  In  the 
myocardium  were  several  small  foci  of  ischemic 
necrosis  and  subendocardial  hemorrhage  in  the  left 
ventricle  was  noted  (Fig.  2).  A transverse  intimal 

*Associate  Professor  of  Pathology,  Medical  College  of 
Virginia. 


aneurysm  of  the  aorta  are  in  our  autopsy  records  at 
the  Medical  College  of  Virginia.  Ninety  per  cent 
of  these  have  occurred  between  ages  of  50  and  70 
in  people  who  have  had  clinical  and  /'or  morphological 
evidence  of  moderate  to  severe  hypertension.  The 
remaining  10  per  cent  comprise  dissecting  aneurysm 
with  severe  coarctation  of  the  aorta  (in  these,  fatal 
rupture  was  a not  uncommon  cause  of  death),  cases 
of  traumatic  dissecting  aneurysm  with  fatal  rupture 
(usually  steering  wheel  accidents),  and  lastly,  three 
cases  have  occurred  in  people  with  Marfan’s  syn- 
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drome — a heritable  disorder  of  connective  tissue. 
Fatal  rupture  of  dissecting  aneurysm  usually  occurs 
into  the  periocardial  sac  or  the  pleural  sac.  Unlike 
the  syphilitic  aneurysm  it  has  no  notable  tendency 
to  rupture  into  the  trachea,  esophagus,  jiulmonary 
artery  or  lung.  Syphilitic  aortitis  plays  no  role  in 
etiology  or  pathogenesis  of  dissecting  aneurysm. 
Furthermore,  dissecting  aneurysm  differs  from  ather- 
osclerotic aneurysm  in  that  the  latter  occurs  in  the 
distal  portion  of  the  aorta  and  sometimes  erodes  into 
the  vertebral  bodies. 

'I'he  e.xact  etiolog}’  and  pathogenesis  of  the  change 
which  occurs  in  the  media  and  intima  of  the  aorta 
is  not  exactly  known.  This  change  was  described 
many  years  ago  by  Erdheim  under  the  designation 
of  cystic  medionecrosis.  This  change  is  character- 


strain  of  hypertension  would  surely  speed  up  this 
“ageing”  phenomenon.  In  other  cases  such  as 
Marfan's  syndrome  there  is  mesenchymal  defect  with 
diminution  in  number  of  elastic  fibers  and  the  thick- 
ness of  the  aortic  wall  as  well  as  the  presence  of  the 
resultant  Ijasophilic  material. 

Once  the  background  of  cystic  medionecrosis  is 
laid,  through  mechanisms  which  are  as  just  stated  not 
entirely  clear,  a slow  or  rapid  series  of  events  in  the 
hypertensive  jiatient  may  follow.  We  have  seen  a 
few  instances  demonstrating  the  slowness  of  chroni- 
city  of  the  process  resulting  in  chronic  dissecting 
aneur}  sm  without  rupture.  One  of  these  which  oc- 
curred in  a 52  year  old  woman  dissected  the  mouths 
of  the  orifices  of  renal  arteries  giving  arise  to  ])artial 
renal  isLhemia  and  the  Goldblatt  phenomenon  which 


Fig.  3 — Verhoeff-van  Gieson  stain  of  aortic  wall  showing  marked  destruction 

of  elastic  tissue. 


ized  bv  the  presence  in  the  media  of  basophilic 
material  which  is  metachromatic  and  probably  con- 
sists of  complex  mucopolysaccharides  and  glycopro- 
teins. No  fatty  materials  have  been  demonstrated 
to  be  present.  In  our  laboratory  we  have  shown 
that  this  change  is  not  only  present  in  the  media 
but  also  in  the  intima.  Gore  and  others  have  clearly 
proi)Osed  that  this  material  may  accumulate  in  the 
media  as  a result  of  elastic  tissue  and  or  muscle 
degeneration.  To  us  this  seems  entirely  feasible 
because  the  identical  basophilic  material  has  been 
demonstrated  in  the  media  of  ageing  aortas  j)ar- 
ticularly  if  the  patient  has  .some  degree  of  hyper- 
tension. Special  strains  of  such  aortas  reveal  scanty 
and  thin  elastic  and  muscle  fibers  (Fig.  5).  The 


resulted  in  malignant  Inpertension  and  death  in 
azotemia.  Still  another  case  dissected  the  orifice 
of  one  coronar}-  artery  and  the  dissection  extended 
into  the  coronary  artery  for  a short  distance  with  the 
patient  dying  as  a result  of  myocardial  ischemia. 
Lastly  we  have  seen  as  many  as  three  independent 
chronic  dissecting  aneurysms  in  the  same  aorta.  The 
aortas  of  these  cases  frequently  show  scars  of  the 
intima  where  the  original  intimal  tears  have  healed. 
These  patients  with  chronic  dissecting  aneurysm 
will  frequently  give  a history  of  recurring  episodes 
of  mild  or  severe  chest  or  back  pain  and  are  fre- 
cjuently  diagnosed  as  attacks  of  coronary  insuffi- 
ciency. Sometimes  these  episodes  can  be  appreciated 
bv  examination  of  the  aorta  in  that  there  are  varying 
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degrees  of  endothelialization  of  the  dissection  sacs 
within  tlie  wall  of  aorta.  I have  seen  atherosclerosis 
and  calcification  of  the  lining  of  the  dissection  sacs 
in  which  the  patient  suffered  severe  pain  several 
years  previous  to  the  terminal  rupture  of  chronic 
dissecting  aneurysm.  Far  more  common  than  the 
chronic  dissecting  aneurysm  is  the  acute  or  recent 
dissecting  aneurysm.  Intimal  tears  are  almost  in- 
variably  demonstrated  and  the  length  of  dissection 
may  be  either  a few  millimeters  as  in  the  case  pre- 
sented today  or  a number  of  centimeters  in  length. 
In  the  literature  are  described  cases  of  sudden  spon- 
taneous or  acute  rupture  of  the  aorta.  These  are 
simply  cases  of  ruptured  aneurysm  in  which  the 
length  of  the  dissection  is  short.  Cystic  medione- 
crosis  is  invariably  present. 

Mysteries  involved  in  the  understanding  of  the 
etiology  and  pathogenesis  of  the  dissecting  aneurysm 
are  manifold.  Among  these  are:  (1)  etiology  of 
the  tear,  (2)  rare  cases  in  which  no  tear  is  demon- 
strable, (3)  the  almost  consistent  location  of  the 
dissection  in  the  ascending  or  arched  portion  of  the 
aorta,  and  (4)  the  etiolog}'  and  biochemical  changes 
which  bring  about  the  basophilic  material  in  the 
wall  of  the  aorta. 

As  to  the  first  of  these,  it  is  thought  that  hemor- 
rhage occurs  within  the  wall  due  to  the  rupture  of 
poorly  supported  vasa  vasorum  (since  degenerated 
muscles  and  elastic  fibers  are  replaced  by  basophilic 
material)  or  ischemia  to  the  media  by  hypertensive 
arteriolosclerosis  of  the  vasa  vasorum  causes  in- 


farction of  the  media.  Once  intramural  hemorrhage 
is  established  it  ru])tures  through  the  intima.  Via 
this  rupture  site  known  as  the  intimal  tear  blood 
rushes  in  from  the  lumen  of  aorta  and  forces  the 
separation  of  the  medial  wall  giving  arise  then  of 
dissecting  aneurysm. 

In  those  cases  in  which  the  intimal  tear  has  not 
been  found  it  is  probabl)-  healed  over  by  scar 
tissue.  Contrariwise,  rough  handling  of  the  aorta 
may  account  for  the  re])orted  cases  of  numerous 
intimal  tears. 

The  ascending  portion  and  arch  of  the  aorta  are 
somewhat  stable  and  fixed  to  the  main  pulmonar\’ 
artery  by  a common  pericardial  reflection.  Iflie  arch 
of  aorta  is  somewhat  stabilized  to  the  pulmonary 
artery  by  the  ligamentum  arteriosum.  Whether  these 
points  of  relative  fixation  are  important  determining 
factors  in  the  selective  occurrence  of  the  dissection 
at  these  points  is  controversial. 

Lastly,  the  common  denominator  in  dissecting 
aneurysm  regardless  of  predisposing  factors  is  cystic 
medionecrosis.  The  etiology  of  this  change  may  Ije 
an  ageing  wear  and  tear  process  with  the  basophilic 
material  resulting  from  degenerated  elastic  and 
muscle  fibers  and  the  process  brought  al)out  or  ac- 
celerated by  the  additional  work  of  the  aortic  wall 
in  hypertensive  patients. 

In  summary,  the  case  today  represents  a Inper- 
tensive  patient  who  was  subject  to  acute  dissecting 
aneurysm  with  terminal,  fatal,  massive  hemoperi- 
cardium. 


Let’s  Reminisce! 

Dr.  E.  T.  Williams,  Roxbury,  Mass.,  in  a letter  to  the  Boston  Medical  & Surgical 
Journal,  June  11,  1874,  suggests  that,  instead  of  the  obstetric  binder  to  produce 
pressure  on  the  uterus  during  labor-  a sheet  be  twisted  loosely  in  the  form  of  a rope, 
and  tied  together  at  the  ends.  Let  the  patient  put  her  feet  into  the  loop  at  the  lower  end 
and  push ; grasp  the  other  end  with  her  hands  and  pull — the  power  thus  exerted  is 
indefinite;  it  is  the  gymnastic  paradox  of  trying  to  lift  oneself,  and  may  be  practiced, 
if  desired,  until  the  sheet  or  back  gives  way.  Its  effect  in  labor  is  surprising,  and 
is  immensely  appreciated  by  patients.  It  brings  the  body  muscles  into  play;  it 
relieves  that  distressing  sense  of  helplessness,  w’hich  all  women  feel,  by  enabling 
them  to  help  themselves;  it  shortens  labor;  and  it  saves  the  use  of  instruments.  (Vir- 
ginia Monthly,  February  1875). 
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Some  Observations  on  Poliomyelitis  in 
Virginia,  1956 

As  a basis  for  considering  poliomyelitis  as  it  has 
occurred  in  Virginia  this  year,  there  are  presented 
below  three  tables  for  the  year  1955  with  the  cor- 
responding tables  through  November  for  1956. 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Department  of  Virginia 

From  these  tables  it  will  be  seen  that  there  has 
been  more  paralytic  poliomyelitis  reported  in  the 
State  this  year.  It  wdll  also  be  noted  that  there 
has  been  a decrease  in  the  incidence  of  paralytic 
poliomyelitis  among  white  females  and  an  increase 
in  this  form  of  the  disease  among  the  colored  popu- 


T.\ble  I 


Poliomyelitis  in  Virginia 

BY 

Age,  Sex, 

AND 

Color, 

1955 

All 

Fender 

Ages 

1 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10-14 

15-19 

20-39 

40-59  604- 

Total 

336 

11 

13- 

10 

22 

22 

27 

26 

18 

19 

14 

65 

30 

58 

1 . . . . 

White  ISIale 

184 

6 

7 

3 

8 

14 

13 

14 

10 

14 

8 

44 

16 

26 

White  Female.  . . 

126 

3 

4 

6 

13 

7 

11 

9 

7 

4 

4 

15 

11 

32 

Colored  Male. . . . 

14 

1 

1 

1 

1 

1 

1 

1 

2 

4 

1 

Colored  Female.. 

12 

1 

1 

1 

1 

2 

2 

2 

2 

Poliomyelitis  in  Virginia  by 

Age,  Sex, 

AND  Color,  Through  November 

1956 

** 

♦ 

Total 

221 

14 

19 

21 

11 

9 

12 

• 18 

8 

8 

5 

37 

16 

40 

2 1 

,! 

White  Male 

98 

3 

9 

13 

3 

2 

3 

13 

6 

3 

3 

19 

9 

12 

White  Female.  . . 

63 

4 

5 

6 

3 

2 

3 

1 

2 

2 

8 

5 

20 

1 1 

Colored  Male.. . . 

28 

2 

4 

1 

3 

1 

2 

1 

1 

2 . 

5 

2 

4 

Colored  Female. . 

32 

5 

1 

1 

5 

3 

5 

1 . . 

1 . 

5 

4 

1 .... 

i; 

K 


From  these  tables  we  note  that  the  total  number 
of  cases  of  poliomyelitis  reported  in  Virginia  in 
1956  is  lower  than  the  number  reported  in  1955. 
There  are  more  cases  in  the  colored  population  in 
1956  with  the  number  of  cases  in  colored  females 
exceeding  the  number  in  colored  males.  Twenty- 
three  per  cent  of  the  cases  in  1955  were  under  5, 
while  33  per  cent  w'ere  in  this  group  in  1956.  In 
1955,  in  the  5-9  group,  the  per  cent  was  31,  while 
in  1956  this  had  dropped  to  25  per  cent. 


lation.  It  is  distressing  to  note  that  there  has  been 
a rise  in  incidence  in  the  age  group  20-39  years. 

The  point  of  interest  in  these  tables  is  the  con- 
firmation that  there  has  been  a decrease  in  the 
incidence  of  non-parahiic  poliomyelitis  in  1956. 

It  has  been  known  for  some  years  that  polio  is 
full  of  paradoxes.  The  first  and  greatest  is  that 
the  more  widespread  the  infection,  the  less  disease 
there  is.  Another  paradox  is  that  the  better  the 
economic  conditions,  the  more  likely  it  is  to  find 
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P.cR.\LYTic  Poliomyelitis  in  Vihginlc  by  Age,  Sex,  and  Color,  1955 


All  Under 


Ages 

1 

1 

2 

3 

4 

5 

Total 

152 

8 

11 

8 

12 

11 

14 

White  Male 

66 

4 

5 

1 

2 

5 

7 

White  Female.  . . 

70 

3 

4 

6 

10 

5 

5 

Colored  Male 

8 

1 

1 

1 

1 

Colored  Female. . 

8 . 

1 

1 

1 

6 7 8 9 10-14  15-19  20-39  40-59  60-h 

11  4 5 5 22  11  29  1 

5 2 4 2 11  3 14  1 

4 2 1 3 7 5 15  

1 2 1 

1 2 2 


Par.\lytic  Polio.myelitis  in  Virginia  by  Age,  Sex,  and  Color,  Through  November  1956 


Total 

141 

12 

17 

14 

7 

5 

10 

7 

2 

4 

3 

18 

7 

32  2 

1 

White  Male 

52 

2 

7 

8 

2 . 

3 

6 

2 . 

1 

9 

2 

10  

White  I’emale. . . 

41 

3 

5 

4 . 

2 

2 

2 

2 

4 

15  1 

1 

Colored  Male 

20 

2 

4 

1 

1 

1 

2 . 

1 . 

3 

1 

4 

Colored  Female. . 

28 

5 

1 

1 

4 

2 

5 

1 . 

1 , 

4 . 

3 1 . 

( 
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Non-Paralytic  Poliomyelitis  in  Virginia  by  Age,  Sex,  and  Color,  1955 


Total 

White  Male 

White  Female.  . . 
Colored  Male. . . . 
Colored  Female.. 

All 

Ages 

184 

118 

56 

6 

4 

Under 

1 

3 

2 

1 

2 

2 

2 

2 

2 

3 

10 

6 

3 

4 

11 

9 

2 

5 

13 

6 

6 

6 

15 

9 

5 

7 

14 

8 

5 

1 

8 

14 

10 

3 

1 

9 

9 

6 

1 

2 

10-14 

43 

33 

8 

2 

15-19 

19 

13 

6 

20-39  40-.59  00 -h 

29  

12  

17 

1 

1 

1 

1 

Non-Par.clytic  Poliomyelitis  in  Virginia  by  Age,  Sex, 

AND  Color, 

Through  Novemb 

ER  1956 

T otal 

80 

2 

2 

7 

4 

4 

2 

11 

6 

4 

2 

19 

9 

8 

White  Male 

46 

1 

2 

5 

1 

2 

7 

4 

3 

2 

10 

7 

2 

White  Female.  . . 

22 

1 

2 

1 

2 

3 

1 

6 

1 

5 

Colored  IMale. . . . 

8 

2 

1 

1 

1 

2 

1 

Colored  Female.. 

4 

1 

1 

1 

1 

an  increase  in  susceptibility.  With  higher  wages, 
better  housing,  living  conditions  with  less  crowding, 
and  improved  sanitation,  there  is  less  chance  for 
persons  to  be  exposed  to  the  virus  in  early  life  and 
less  chance  of  developing  a natural  immunity.  It 
might  be  said,  therefore,  that  in  the  United  States, 
granting  a continuation  of  high  standards  prevailing, 
there  will  be  less  and  less  natural  immunity  to  the 
disease.  This  would  be  an  extremely  alarming 
situation  if  there  w'ere  no  opportunity  to  protect  the 
population.  Fortunately,  artificial  immunity  may 
be  established  by  administering  the  Salk  Poliomye- 
litis Vaccine.  The  proof  of  the  value  of  this  vac- 
cine is  developing  all  over  the  country  and  there 
have  been  no  cases  of  paralytic  poliomyelitis  repiorted 
in  Virginia  among  those  who  have  received  three 
doses  given  intramuscularly  at  the  intervals  rec- 
ommended by  Dr.  Salk. 

The  most  susceptible  age  group  in  Virginia  was 
formerly  the  5-9  group.  The  figures  this  year 
indicate  that  this  has  changed  and  now  the  most 
susceptible  group  is  the  Under  1-4.  It  is  likely  that 
this  has  been  brought  about  by  the  amount  of  vac- 
cine that  has  been  given  in  the  older  group.  The 
figures  in  Virginia  indicate  that  persons  up  to  forty 
years  of  age,  and  probably  up  to  fifty  years,  should 
be  immunized  against  poliomyelitis.  Four  of  the  six 
deaths  that  have  resulted  from  infection  with  the 
disease  this  year  have  been  in  the  group  20-39. 


Forty-three  of  the  221  cases  have  been  in  the  group 
above  20;  thirty-five  of  these  have  been  paralytic. 
Of  the  latter  there  have  been  1 1 cases  of  bulliar  polio. 
The  time  for  taking  the  vaccine  is  NOW.  The  third 
dose  will  then  be  due  in  July,  1957,  which  will  be 
prior  to  the  time  of  expected  highest  incidence  dur- 
ing the  next  polio  season.  Dr.  Salk  addressed  the 
annual  meeting  of  the  American  Public  Health  As- 
sociation in  November  and  stated  that  one  fourth  of 
the  cases  are  in  adults  to  age  50  and  that  if  all 
persons  in  this  group  and  all  children  be  vaccinated, 
paralytic  poliomyelitis  can  be  practically  wiped  out 
in  1957. 


Monthly  Report  of  the  Bureau  of  Communic.cble 
Disease  Control 


Nov. 

Nov. 

Jan.- 

Nov. 

Jan.- 

Nov. 

1956 

1955 

1956 

1955 

Brucellosis 

2 

1 

32 

30 

Diphtheria 

4 

7 

30 

36 

Hepatitis  (Infectious) . 

33 

42 

452 

1019 

Measles 

126 

206 

23711 

4001 

Meningococcal  Infec- 
tions   

5 

11 

81 

90 

Meningitis  (Other) .... 

12 

146 

Poliomvelitis 

17 

li 

219 

325 

Rabies  in  Animals 

15 

15 

277 

346 

Rocky  Mt.  Spotted 
Fever 

1 

1 

52 

47 

Streptococcal  Infec- 
tions   

356 

249 

, 5322 

6179 

Tularemia 

1 

3 

20 

15 

Typhoid  Fever 

0 

1 

56 

44 
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Training  in  Child  Psychiatry 

The  practical  and  theoretical  importance  of  child 
ps}xhiatry  was  emphasized  by  Sigmund  Freud’s  ob- 
servations that  the  emotional  illnesses  of  his  adult 
patients  were  deeply  rooted  in  childhood  experiences. 
The  significance  of  early  child-parent  relationships 
has  been  given  continued  emphasis  by  dynamically 
and  analytically  oriented  schools  of  psychiatric 
thought. 

The  present  child  guidance  movement  with  the 
teamwork  approach  to  the  study  and  treatment  of 
children’s  emotional  disturbances  was  begun  by  Dr. 
^^'illiam  Healy  in  1909  at  the  Chicago  Juvenile 
Psychopathic  Institute,  which  is  now  known  as  the 
Institute  for  Juvenile  Research.  Originally  the  team 
consisted  of  four  members,  the  child  psychiatrist, 
the  pediatrician,  the  clinical  psychologist  and  the 
psychiatric  social  worker.  The  members  of  these 
four  professions  brought  the  various  contributions 
of  their  separate  disciplines  to  bear  upon  the  prob- 
lems of  each  child  needing  help,  so  that  no  area 
of  the  child’s  life  experiences  would  be  ignored. 
Subsequently,  it  has  generally  been  impractical  to 
include  a pediatrician  as  a clinic  staff  member  since 
so  many  children  are  already  under  the  care  of  pri- 
vate physicians;  the  physical  factors  in  each  case, 
however,  are  thoroughly  evaluated  by  consultation 
with  the  child’s  physician. 

In  1947,  the  .American  .Association  of  Psychiatric 
Clinics  for  Children  (.A..\.P.C.C. ) was  organized  to 
maintain  standards  of  operation  for  psychiatric  out- 
patient clinics  for  children.  This  is  the  only  organ- 
ization to  set  specific  national  standards  for  training 
in  child  psychiatry,  although  such  training  has  long 
been  afforded  in  some  of  the  larger  children’s  psy- 
chiatric wards  and  hospitals.  There  are  approxi- 
mately one  hundred  clinics  in  the  United  States 
functioning  as  active  members  of  .A..A.P.C.C.  and 
only  forty  of  these  are  approved  for  the  training 
of  child  psychiatrists.  .Approval  is  based  upon  ex- 
tensive evaluation  by  the  training  committee  of 

Contributed  by  FREDERIC  M.4CC.ABE,  JR.,  M.D., 
Fello’w  in  Child  Psychiatry,  Children’s  Scnvice  Center  of 
Charlottesville  and  Albemarle  County,  Inc.,  Charlottes- 
ville, Virginia. 


JOSEPH  E.  B.ARRETT,  M.D. 

Commissioner,  Department  Mental  Hygiene 

and  Hospitals 

.A..A.P.C.C.  of  the  clinic’s  methods  of  operation, 
and  the  professional  background  of  the  senior  mem- 
bers of  each  of  the  three  disciplines:  child  psychia- 
try, clinical  psychology  and  psychiatric  social  work. 

Fellowships  for  training  in  child  psychiatry,  ap- 
proved by  .A..A.P.C.C.  are  available  only  to  phy- 
sicians who  have  completed  at  least  two  years  of 
approved  general  psychiatric  residency  training. 
Fellowship  training  covers  a two  year  period  of 
thoroughly  supervised  experience  in  diagnosis  and 
treatment  of  childhood  emotional  disturbances. 
Sometimes  one  year  is  spent  in  each  of  two  different 
clinics,  but  shorter  periods  of  training  are  not  con- 
sidered adequate  since  the  duration  of  treatment 
averages  from  six  to  eighteen  months,  and  the  train- 
ing experience  is  most  valuable  when  trainees  can 
participate  in  the  complete  treatment  process  of  a 
large  number  of  cases.  During  the  two  year  train- 
ing period,  a fellow  in  child  psychiatry  will  usually 
carry  throughout  treatment  between  twenty-five  and 
fifty  cases,  seen  on  a weekly  basis  or  occasionally 
on  a bi-weekly  basis.  Traditionally  the  psychiatric 
social  worker  does  case  work  with  parents,  the  clin- 
ical psychologist  administers  tests  to  the  child,  and 
the  psychiatrist  treats  the  child.  In  a training  clinic 
the  fellow  is  required  to  learn  about  administration 
of  psychological  tests  and  to  work  with  some  parents 
while  other  staff  members  see  the  child,  although 
the  majority  of  his  work  is  with  children. 

P'ellows  usually  have  brief  conferences  with  other 
staff  members  involved  in  each  treatment  case,  after 
each  treatment  session;  and  fellows  receive  from  two 
to  four  hours  per  week  of  intensive  supervision  of 
their  treatment  sessions  by  the  psychiatric  training 
director.  To  facilitate  such  supervision,  and  as  a 
part  of  the  fellow’s  learning  experience,  detailed 
accounts  of  all  treatment  sessions  are  transcribed 
into  permanent  records.  There  are  also  regular  staff 
conferences  on  treatment  cases  for  diagnosis  and  for 
evaluation  of  progress  during  treatment.  During 
this  training  period,  the  fellow  is  allotted  time  for 
reading,  attendance  at  lectures  or  seminars  and,  in 
some  cases,  attendance  at  regional  or  national  con- 
ferences. Usually  there  are  also  regular  weekly 
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conferences  with  the  chief  psycliiatric  social  worker 
and  with  the  chief  clinical  psychologist,  in  order  to 
familiarize  the  fellow  with  current  advances  in  these 
fields. 

In  addition  to  the  long  term  treatment  cases,  most 
training  centers  provide  some  opportunities  for  a 
wider  exj)erience  with  children  by  affiliation  witli 
a pediatric  or  psychiatric  hospital  in-patient  service, 
a well  baby  clinic,  a juvenile  court  clinic,  a deten- 
tion home,  a day  nursery  school,  or  with  other  types 
of  non-clinical  children’s  services.  Most  training 
centers  also  provide  some  opportunity  for  short  term 
diagnostic  study  where  large  numbers  of  children 
with  varying  disturbances  are  more  briefly  evaluated. 

Training  stipends,  for  fellows  in  child  psychiatry, 
are  available  from  the  United  States  Public  Health 
Service  at  $3600  to  $4000  per  year  (federal  tax 
exempt)  and  many  states  offer  similar  amounts,  or 
larger  stipends  carrying  an  agreement  that  the  fellow- 
will  remain  in  a clinic  in  that  state  for  a specified 
period  after  completing  his  training.  There  were 
in  June,  1956,  ninety-five  fellows  currently  receiv- 
ing .A..A.P.C.C.  approved  training.  This  does  not 
include  some  trainees  who  cannot  be  approved,  for 
instance  because  of  having  had  their  basic  medical 
or  psychiatric  training  in  other  countries,  d'he 
majority  of  trainees  are  in  the  larger  cities  of  the 
north,  as  smaller  clinics  can  offer  training  for  only 
one  or  two  individuals  at  a time.  Only  six  of  the 
forty  clinics  approved  for  training  are  south  of  the 
Mason-Dixon  Line;  these  are  located  in  Washing- 
ton, D.C. ; Kansas  City,  Missouri;  Louisville,  Ken- 
tucky; New  Orleans,  Louisiana;  and  two  in  Vir- 
ginia; the  Memorial  Guidance  Center  of  Richmond 
and  the  Children’s  Service  Center  of  Charlottesville. 
As  of  June,  1956,  the  author  is  the  only  fellow  in 
an  .^..^.P.C.C.  approved  training  clinic  in  Virginia. 


'I'liis  year  the  council  of  the  .American  Psychiatric 
As.sociation  recognized  the  need  for  specific  instruc- 
tion in  child  psychiatry  to  l)e  universally  included 
in  general  j)sychiatric  residencies,  w-hen  the  Com- 
mission on  Long  Term  Policies  recommended  the 
ajjpointment  of  a Standing  Committee  on  ('hild 
Psychiatry  and  Medical  Education,  to  make  pro- 
posals carrying  forward  training  in  child  p.sychiatry 
as  an  integrated  part  of  all  three-year  psychiatric 
residency  jmograms.  Such  an  orientation  in  child 
psychiatry  has  been  part  of  the  residency  program  at 
the  University  of  Virginia  Ho.sj)ital  since  1948,  so 
that  many  residents  have  received  first  hand  ex- 
perience in  child  ])sychiatry  at  the  Children’s  Serv- 
ice Center  for  three  to  six  month  periods.  Such  an 
orientation  procedure  is  not  to  Ije  confused  with  the 
full  two  year  fellowship  training  which  is  required 
for  qualification  as  a child  p.sychiatrist,  but  is  of 
considerable  value  in  giving  the  resident  first  hand 
experience  with  the  theoretical  contributions  of  child 
psychiatry  to  the  whole,  field  of  psychiatry.  It  is 
also  valuable  in  encouraging  more  psychiatrists  to 
enter  the  field  of  child  psychiatry  when  they  can  see 
more  clearly  some  of  the  great  satisfactions  in  treat- 
ing the  younger,  more  resj)onsive  patient,  and  in 
working  w-ithin  the  teamwork  setting  of  a child 
guidance  clinic.  The  needs  for  more  ])sychiatrists 
to  enter  the  field  are  superficially  indicated  by  the 
j)osition  vacancy  advertisements  for  persons  wdth 
adequate  training  which  constantly  appear  in  medical 
and  psychiatric  journals.  There  is  increasing  appre- 
ciation of  the  fact  that  one  of  the  most  effective  w-ays 
of  meeting  our  tremendous  mental  health  problem 
is  1))'  early  treatment,  before  the  child  Ijecomes  fixed 
in  the  i)atterns  of  emotional  illness,  and  while  the 
parents  can  still  w-ork  out  constructively  their  con- 
flicts, fears  and  doubts  about  ])arenthood. 


Most  Medical  Students 


Forty  per  cent  of  all  first-year  students  in  tlie 
nation’s  76  a])])roved  four-year  medical  schools  come 
from  six  states:  New-  Vork,  Pennsylvania,  Cali- 
fornia, Ohio,  Illinois  and  Texas. 

A recent  report  by  the  American  Medical  .Associa- 
tion shows  that  the  first-year  enrollment  of  all  the 


approved  medical  schools  in  these  states  during  the 
1955-56  academic  year  represented  42  jier  cent  of 
the  total  enrollment  for  the  nation.  Almo.st  38  per 
cent  of  all  U.S.  medical  schools  are  located  in  these 
same  six  states. 
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Why  Not  A Deductible? 

not  change  the  contract  so  that  a Blue  Cross- 
Blue  Shield  subscriber  personally  has  to  pay  the 
first  $25.00  or  $50.00  of  his  hosj^ital  bill?”  The 
physicians  who  ask  this  question  are  thinking  of 
the  deterrent  effect  a “deductible”  would  have  upon 
utilization  of  prepaid  services;  they  are  suggesting 
a. built-in  control  over  a situation  that  worries  them. 

Physicians  have  good  reason  to  be  worried  about 
the  situation.  A large  segment  of  the  population  is 
becoming  conditioned  to  the  attitude  that  occupancy 
of  a hospital  bed  is  the  first  step  toward  care  not  only 
of  major,  but  also  of  minor  illnesses;  that  admission 
is  prerequisite  to  establishment  of  a diagnosis;  that 
entering  a hospital  is  an  indirect  means  of  paying 
for  medical  care;  and  that  a hospital  stay  can  be 
had  simply  for  the  convenience  of  the  patient,  the 
patient’s  family,  or  the  doctor.  Since  a hospital 
bed  costs  about  $20,000  to  construct  and  about 
$6,000  a year  to  maintain,  tliis  attitude  is  bringing 
about  the  kind  of  obvious  e.xtravagance  that  invites 
governmental  control.  There  is  now  a fairly  long- 
standing tradition  in  the  United  States  of  having 
the  federal  government  step  in  and  control  private 
enterprise  “for  the  public  good” — from  the  Inter- 
state Commerce  Act  of  ’87  through  the  little  pigi- 
cides  of  the  ’30s.  . . . 

True  enough,  “deductibles”  would  exert  a deter- 
rent effect  upon  wasteful  usage  of  expensive  in- 
patient facilities  and  personnel.  But  would  people 
subscribe  to  a service  contract  that  provides  for  a 
personal  out-of-pocket  expenditure?  Not  if  “first- 
dollar”  insurance  indemnification  is  also  available 
to  them.  Blue  Cross-Blue  Shield  rates  could  not 
be  reduced  enough  to  offset  the  competitive  advantage 
that  “first-dollar”  indemnity  policies  would  have 
over  deductible-type  contracts. 

ISIost  people  really  want  to  prepay  in  full.  Their 
“easy  monthly  payments”  toward  their  homes,  cars, 
furniture,  and  appliances  leave  them  little  or  no  in- 
come to  cover  unexpected  liabilities.  Though  the 
need  to  pay  a “deductible”  may  be  known  in  advance, 
necessity  of  hospital  admission  usually  comes  as  an 
unpleasant  surprise— at  a time  when  the  amount  of 
the  “deductible”  is. not  on  hand.  Folks  living  to  the 
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hilt  of  our  credit-economy  are  very  much  upset,  emo- 
tionally as  well  as  financially,  by  surprise;  to  avoid 
them  they  wnnt  to  prepay  in  full.  A “deductible” 
would  be  hard  to  sell  in  today’s  competitive  market. 

It  has  been  conservatively  estimated  that  200,000 
Blue  Cross-Blue  Shield  subscribers  here  in  Virginia 
are  having  difficulty  making  ends  meet.^  In  their 
cases  a “deductible”  might  cause  medically  unsound 
postponement  of  hospital  care.  Or  it  might  cause 
collection  problems  and  bad  debts  for  the  hospitals, 
thereby  invalidating  one  of  the  reasons  hospitals 
have  been  “underwriting”  the  Blue  Cross  program. 
A Blue  Cross  Plan  not  only  must  assure  the  degree 
of  use  of  hospital  facilities  needed  by  the  public, 
it  must  also  maintain  a system  of  adequate  hospital 
financing.  Accordingly,  Blue  Cross’  prepayment 
program  is  not  like  automobile  insurance.  A dented 
fender  does  not  have  to  be  repaired  right  away; 
a broken  leg  must. 

If  the  average  utilization  experience  of  all  Blue 
Cross-Blue  Shield  Plans  across  the  country  can  be 
considered  a criterion  of  proper  or  optimum  utiliza- 
tion, it  follow'S  that  the  Virginia  Plans  are  spending 
about  12%  of  their  aggregate  income  for  above- 
optimum, probably  unnecessary,  in-patient  services. 
In  dollars  and  cents  this  percentage  means  a lot, 
because  it  is  applicable  to  $17,000,000.  When  trans- 
lated into  terms  of  patient-admissions,  how'ever,  the 
12%  indicates  that  only  one  person  in  eight  is 
misusing  his  prepaid  services.  Should  the  Plans 
make  their  contracts  less  attractive  and  less  valuable 
to  seven  persons  (and  to  doctors  and  hospitals,  too) 
in  order  to  keep  the  eighth  person  in  line?  Or  should 
the  Doctor-Hospital-Plan  “team”  keep  trying  to 
work  out  some  other,  better  solution  to  the  problem 
that  the  eighth  person  is  causing? 

In  this  regard,  the  Medicare  Program  for  Service- 
men’s dependents  will  soon  give  the  hospitals  some 
experience  with  a “deductible”  payable  by  folks  of 
low  to  moderate  income.  With  actual  experience 
behind  them,  the  hospitals  will,  of  course,  be  in  a 
better  position  to  determine  the  practicality  of  in- 
cluding a “deductible”  as  a feature  of  their  Blue 

1.  Prepaid  Medical  Care — Virginia  Medical  Monthly, 
December,  1956. 
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Cross  service  contracts,  perhaj)s  on  an  optional  if 
not  on  a mandatory  basis. 

But  during  our  current  credit-economy,  when  next 
month’s  pay-check  is  spent  before  received,  perhaps 
it  is  best  that  the  Plans  continue  to  make  available, 
to  those  people  who  want  it,  the  opportunity  to 
prepay  in  full  for  as  many  health-care  expenses  as 
possible,  so  that  their  financial  arrangements  will 
not  be  disrupted  by  the  additional,  unexpected  lia- 
bility of  sickness-expense.  A “deductible”,  inherent 
in  which  is  the  possibility  that  the  hospital  rather 
than  the  patient  becomes  the  co-insurer,  undoubtedly 
will  create  frustrations  that  patients  will  project  onto 
the  hospitals — often  onto  their  physicians,  too.  In- 
adequate levels  of  protection,  or  gaps  in  protection. 


are  the  main  cause  of  hostility  towards  hospitals, 
doctors,  and  the  voluntary  medical-care  system  we 
are  trying  to  perpetuate. 

Clearer  understanding  of  what  ])repayment  means 
is  needed.  The  people’s  attitude  must  be  one  of 
buying  protection,  not  that  of  prepaying  for  care 
that  will  be  used  with  certainty.  Too  often  sub- 
scribers and  insureds  feel  that  if  they  don’t  go  to 
the  hospital,  they  are  cheated.  But  if  they  can  be 
made  to  realize  that  prepayment  is  a community 
method  for  financing  the  health  services  they  will 
some  day  need,  is  a voluntary  levy  accepted  by  their 
neighbors  as  well  as  themselves,  their  improper 
attitude  toward  the  use  of  i)repayment  funds  should 
change.  In  this  regard,  every  doctor  can  help. 


Uniform  Chemical  Labeling 


The  American  Medical  Association’s  Board  of 
Trustees  has  authorized  a first  step  toward  protect- 
ing the  public  from  potentially  dangerous  household 
and  commercial  chemicals. 

d'he  Board  authorized  the  A.M.A.  committee  on 
toxicology  to  draft  a recommended  “model”  law  on 
labeling  of  many  possibly  harmful  chemicals  not 
now  regulated.  It  would  serve  as  a guide  for  writ- 
ing regulations  which  would  require  labels  to  show 
such  information  as  the  product’s  contents,  its  pos- 
sible dangers,  directions  for  safe  use,  and  first  aid 
instruction. 

Products  involved  include  auto  care  and  repair 
materials,  paints  and  paint  removers,  putty,  solder- 
ing fluids,  household  cleansers  and  polishers,  heating 
and  cooking  fuels,  laundering  items,  art  supplies, 
and  toys  containing  chemicals. 

The  committee’s  secretary,  Bernard  E.  Conley,  es- 
timates there  are  at  least  a quarter  of  a million 
different  trade-name  substances  now  on  the  market. 
Without  proper  labeling,  physicians  and  the  public 


cannot  possibly  know  what  harmful  material  they 
may  contain  or  how  to  treat  poisoning  from  them. 

The  proposed  law  is  intended  to  reduce  careless 
and  ignorant  handling  and  storage  of  chemicals  in 
the  home,  in  small  businesses  and  in  other  areas 
where  control  of  exposure  to  the  chemicals  is  not 
as  efficient  as  it  is  in  the  manufacturing  process, 
Conley  said. 

The  law  should  be  an  “enabling  act”  under  which 
later  regulations  could  spell  out  necessary  details 
for  enforcement  and  compliance,  according  to  Dr. 
Torald  Sollmann,  Cleveland,  committee  chairman. 
The  legislation  should  be  flexible  and  not  readily 
out  of  date. 

The  A.M.A.  committee  plans  to  consult  other 
organizations  and  individuals  who  are  interested  in 
the  problem.  These  include  the  American  Academy 
of  Pediatrics,  American  Public  Health  Association, 
American  Pharmaceutical  Association,  National 
Safety  Council,  leading  trade  associations,  and  va- 
rious state  and  national  government  regulatory 
agencies. 
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President Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect Mrs.  John  R.  St.  George,  Portsmouth 

Vice-Presidents Mrs.  Maurice  Bray,  Suffolk 

Mrs.  J.  Rollins  McGriff,  McLean 
Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary Mrs.  James  R.  Grinels,  Richmond 

Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer Mrs.  Robert  H.  Detvviler,  Arlington 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 

A Message  from  the  President. 

Greetings  and  best  wishes  for  a Happy  Holiday 
Season. 

In  just  a few  weeks  we  shall  enter  another  year, 
and  1 am  wishing  for  each  of  you  health  and  hap- 
piness. 

.\s  .Auxiliary  members,  let  us  think  seriously  of 
our  opportunity  for  service  and  may  each  of  us 
resolve  to  give  to  our  work  our  best  endeavor.  It 
is  an  honor  and  a privilege  to  he  a member  of  an 
auxiliary  to  a medical  society,  ^^'e  are  hound  by 
very  dear  ties  to  the  meml>ers  of  that  great  profes- 
sion so  truly  described  as  “The  guardian  of  birth, 
healer  of  the  sick  and  comforter  of  the  aged.” 

Our  National  .Auxiliary’s  ])rimary  i)roject  is 
Health  Education,  and  the  theme  for  this  year  is 
“Health  Is  Our  Greatest  Heritage”.  I am  asking 
each  country  auxiliary  to  increase  its  support  of  our 
national  projects — each  one  is  worthy  of  our  sincere 
consideration. 

In  Ahrginia  we  have  two  additional  projects — 
'I'he  Leigh-Hodges-^^'right  Memorial  Fund,  which 
is  now  being  used  by  two  doctors;  and  our  Philan- 
thropic Fund,  which  is  divided  between  Sheltering 
.Arms  Hospital  and  the  Cri[)pled  Children's  Hos- 
pital. 

May  we  give  our  ver}-  l^est  to  each  objective,  and, 
by  working  together,  make  this  a year  of  splendid 
achievement  in  .Auxiliary  work. 

.Alice  H.  Liggan 
(AIrs.  Lee  S.  Lk;g.an) 
President 

Richmond. 

The  .Auxiliary  to  the  Richmond  .Academy  of  Aled- 
icine  met  November  16th  in  the  Branch  House  for 
lunch.  The  president,  Airs.  Carl  N.  Aleador,  pre- 
sided at  the  business  meeting.  .An  announcement 


was  made  concerning  the  philanthropic  project — 
the  sponsoring  of  a play.  Airs.  Fred  Dixon  re- 
viewed “Papa’s  Wife”  by  Bjorn. 

Petersburg. 

This  .Auxiliary  met  on  November  27th.  Plans 
were  made  for  sponsoring  a dance  for  student  nurses 
of  the  Petersburg  General  Hospital  on  December 
15th.  This  dance  was  financed  by  the  local  doctors 
with  Airs.  William  Grossmann  as  chairman  of  ar- 
rangements. The  grouj)  also  voted  to  make  a dona- 
tion toward  the  imrchase  of  a wheel  chair  for  a 
mentally  retarded  child  in  the  public  schools.  These 
children  are  entertained  by  this  Auxiliary  on  various 
holidays,  such  as  Halloween,  A'alentine’s  Day,  and 
Easter. 

Southwestern  Virginia. 

This  .Auxiliary  held  its  fall  meeting  on  November 
8th  in  Pulaski.  During  the  business  session,  offi- 
cers for  the  coming  year  were  elected  as  follows: 
President,  Airs.  Randolph  Chitwood,  Wytheville; 
president-elect,  Airs.  E.  L.  Bagby,  Pearisburg;  vice- 
president,  Airs.  Carey  Stone,  Radford;  secretary, 
Airs.  Ross  Campbell,  Saltville;  treasurer.  Airs.  J. 
.A.  Soyars,  Saltville;  and  corre.sponding  secretary. 
Airs.  P.  C.  Hendrix,  ^^’ytheville. 

Following  the  business  session,  a tea  was  held 
at  the  home  of  Airs.  James  L.  Chitwood.  Later  the 
members  joined  their  hu.sbands  for  a social  hour 
and  dinner  at  the  Inn. 

AIrs.  AI.  C.  Newton,  Jr., 
Publicity  Chairman 

A Reminder. 

Please,  all  Publicity  Chairmen  of  local  auxiliaries, 
let  me  have  the  “highlights”  and  other  information 
of  interest  immediately  following  your  meetings. 
This  can  best  be  accomjilished  by  sending  these  items 
just  as  you  wish  them  to  appear  on  the  Alonthly 
page,  which  our  doctors  have  so  generously  allocated 
to  our  work.  Kindly  participate  that  our  auxiliary 
will  truly  represent  us  and  have  its  deserved  recog- 
nition. 

.A  most  Healthful  and  Peaceful  New  A'ear. 

ATrginia  Drewry  AIcG.  Pearson 
(AIrs.  Paul  Pearson) 

Publications  Chairman 
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Public  Law  569  (Continued) 

■plJBLIC  LAW  569  was  passed  on  June  7,  1956,  l)y  the  84th  Congress  to  provide 
civilian  medical  care  for  service  personnel  dependents  who  are  not  receiving 
medical  services  deemed  adecjuate  at  the  present  time.  The  authorities  in  W ashington 
estimate  that  about  800,000  persons  or  40%  of  ail  dejjendents  fall  into  this  category. 

Aside  from  the  obligation  the  government  has  traditionally  assumed  for  providing 
medical  care  for  all  dependents  of  the  armed  services,  several  practical  considerations 
entered  into  the  decision  to  utilize  civilian  as  well  as  military  medical  personnel  and 
facilities  to  provide  this  overall  coverage.  The  army  blames  inadequate  dependent 
care  for  lowered  morale,  reduced  career  attractiveness,  financial  hardship,  loss  of 
(Career  personnel  and  a turn-over  in  the  armed  services  of  one-third  annually. 

The  medical  care  authorized  for  dependents  in  military  facilities  is  limited  to  diag- 
nosis, acute  medical  conditions  including  acute  exacerbations  or  acute  complications 
of  chronic  diseases,  surgical  conditions,  contagious  diseases,  immunization,  obstetrical 
and  infant  care.  Limited  dental  care  also  is  provided.  Special  nurses  may  be  fur- 
nished under  specific  conditions.  The  services  authorized  for  dependents  in  civilian 
facilities  are  somewhat  less  broad  and  limited  to  spouse  and  children. 

Hospitalization,  when  indicated,  is  provided  in  military  facilities  at  a cost  of  $1.75 
per  day.  The  dependent,  when  hospitalized  in  a civilian  hospital,  will  be  charged 
$25.00  or  $1.75  per  day  depending  upon  which  sum  is  the  larger.  Free  choice  of 
physicians  w'as  specified  in  the  bill  at  the  insistence  of  the  surgeon  general  of  the 
uniformed  services  involved. 

Blue  Cross  will  serve  as  the  fiscal  agent  for  hospitalization  on  the  East  and  W est 
Coasts  while  commercial  companies  have  been  designated  for  this  service  in  the  Cen- 
tral Area.  Twenty-nine  state  medical  organizations,  including  The  Medical  Society 
of  Virginia,  have  signed  contracts,  as  of  November  26,  for  payment  of  professional 
fees  Contracts  had  not  been  reached  with  four  state  societies  which  had  demanded 
what  were  considered  by  the  government  to  be  excessive  fee  schedules.  The  Blue 
Shield  has  been  designated  the  fiscal  agent  for  payment  of  professional  fees  in  Vir- 
ginia I'his  contract  with  the  Blue  Shield  is  subject  to  review  by  The  Medical  Society 
of  Virginia  annually. 

The  fee  schedule  generally  has  l^een  based  on  what  would  be  an  average  charge  for 
a family  in  the  $4500-$5000  income  bracket. 

Critics  of  Public  Law  569  charge  that  this  bill  is  the  Altering  wedge  of  socialized 
medicine.  This  may  be  true  but  there  does  not  ap])ear  to  be  anything-  we  can  do 
to  prevent  it.  The  law  was  enacted  before  most  of  us  knew  it  was  pending.  The 
announced  reasons  behind  it  are  understandable  and  in  the  main  commendable.  It 
will  be  our  responsibility  to  see  that  it  is  not  al)used  and  to  make  every  effort  to  prevent 
any  increase  in  its  scope. 

H.J.W. 


VoL.  84,  January,  1957 


45 


• • • 


Society  Proceedings 


The  Southwestern  Virginia  Medical  Society 
Held  its  annual  fall  meeting  in  Pulaski  on  No- 
vember Stli.  The  following  scientific  program  was 
presented : Pediatric  Fluid  Problems  with  Dr.  Wal- 
ter E.  Bundy,  Jr.,  Assistant  Professor  of  Pediatrics, 
Medical  College  of  Virginia,  as  chairman;  Fluid 
Control  in  Childhood  Diabetes  by  Dr.  Glenn  C. 
Hall,  Radford;  Control  of  Vomiting  and  Diarrhea 
in  the  Office  and  Home  by  Dr.  Harrison  C.  Spencer, 
Abingdon;  Fluid  Problem  in  a Non-Teaching  Hos- 
pital by  Dr.  T.  J.  Humphries,  Roanoke;  and  Fluid 
Problems  in  a Teaching  Hospital  by  Dr.  Bundy. 

Officers  were  elected  as  follows:  President,  Dr. 
J.  T.  Showalter,  Christiansburg;  vice-president.  Dr. 
Reverdy  H.  Jones,  Jr.,  Roanoke;  and  secretarA-treas- 
urer.  Dr.  William  S.  Credle,  Bristol. 

A banquet  was  held  in  the  evening  at  which  the 
guest  speaker,  Dr.  Fletcher  D.  \\'oodward.  Professor 
Emeritus  of  Otolaryngolog}-,.  University  of  Virginia, 
presented  an  address  on  The  Medical  Aspects  of 
Automobile  Crash  Injuries. 

Tri-County  Medical  Society. 

The  regular  meeting  of  this  Society  was  held 
November  27th  at  the  Town  Hall  in  Franklin.  There 
were  twenty-seven  members  present. 

The  following  scientific  program  was  presented: 
Medical  Aspects  of  Rheumative  Fever  and  Rheu- 
matic Heart  Disease  by  Dr.  Paul  D.  Camp;  Medical 
.\spects  of  Congenital  Heart  Lesions  by  Dr.  W.  T. 
Tucker;  and  Variable  Cardiac  and  Vascular  Lesions 
Amenable  to  Surgery  by  Dr.  T.  N.  P.  Johns.  All 
speakers  are  from  Richmond. 

Williamsburg-James  City  County  Medical 
Society. 

At  the  meeting  of  this  Society  on  November  14th, 
Dr.  Richard  H.  Kirkland,  IMedical  College  of  Vir- 
ginia, spoke  on  Radioactive  Iodine  in  the  Treatment 
of  Heart  Disease. 

Warwick-Newport  News  Society. 

The  regular  meeting  of  this  Society  was  held 
on  November  13th  in  the  Coca-Cola  Building.  The 
speaker  was  Miss  Libby  Radus,  speech  therapist 


and  director  of  the  Hampton  Roads  Speech  Cor- 
rection Center,  who  gave  an  illustrated  talk  on 
“These  Untrained  Tongues’’. 

The  following  officers  for  the  coming  year  were 
elected:  President,  Dr.  F.  S.  Beazlie;  vice-president. 
Dr.  1.  F.  Nesbitt;  and  secretary-treasurer,  Dr.  S. 
H.  Mirmelstein. 

Hampton  Roads  Orthopedic  Society. 

The  fall  meeting  of  this  Society  was  held  on 
October  Sth.  Dr.  George  Duncan,  Norfolk,  was 
elected  president  and  Dr.  Arthur  A.  Kirk,  Ports- 
mouth, secretary. 

Dr.  Gervis  Taylor  presented  the  follow-up  on  an 
interesting  case  of  a dislocated  knee  and  also  a 
case  of  a dislocation  of  the  foot.  Dr.  George  Hol- 
lins presented  a follow-up  on  a fracture  of  the  tibia 
which  occurred  in  an  infant  with  a club  foot.  He 
also  presented  two  cases  of  osteochondritis  of  the 
elbow  and  another  case  of  bi-lateral  dislocation  of 
the  patella.  Dr.  George  Duncan  presented  a case 
of  eosinophilic  granuloma  on  the  4th  dorsal  vertebra 
with  compression  of  the  spinal  cord.  Dr.  Stevenson 
presented  a case  of  fracture  of  the  femoral  neck 
and  femoral  shaft  for  which  separate  fixations  were 
done.  He  also  displayed  samples  of  freeze  dried  bone 
and  their  use  was  discussed. 

Southern  Medical  Association. 

At  the  Golden  .\nniversaty  meeting  of  this  Asso- 
tion,  held  in  Washington,  November  12-15,  Dr.  W. 
Raymond  McKenzie,  Baltimore,  succeeded  to  the 
presidency,  and  the  following  officers  were  elected: 
president-elect.  Dr.  J.  P.  Culpeper,  Jr.,  Hattiesburg, 
Miss.;  vice-presidents.  Dr.  W.  Kelly  West,  Okla- 
homa City,  Okla.,  and  Dr.  Denton  Kerr,  Houston, 
Texas;  executive  secretary-treasurer,  V.  O.  Foster, 
Birmingham;  advisor  and  professional  relations 
counselor,  C.  P.  Loranz,  Birmingham;  and  business 
manager,  Robert  F.  Butts,  Birmingham.  Dr.  R.  H. 
Kampmeier,  Nashville,  was  named  Editor  of  the 
Journal.  Dr.  Donald  S.  Daniel,  Richmond  is  Coun- 
cilor from  Virginia. 

The  1957  meeting  of  the  .Association  will  be  held 
November  11-14  at  Miami  Beach. 
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Calendar  of  Coming  Events 

\ iRGixiA  Council  on  Health  and  ^Iedical  Care — Annual  fleeting — The  Empire 
Room,  Hotel  Jefferson,  Richmond — 10:00  A.M. — January  7. 

International  College  of  Surgeons — Mid-Atlantic  Regional  fleeting — Greenbrier 
Hotel,  White  Sulphur  Springs,  West  Virginia — February  10-13. 

American  Academy  of  General  Practice — 1957  Annual  Scientific  Assembly — Kiel 
Auditorium,  St.  Louis,  Missouri — March  25-28. 

X.ATiONAL  Society  for  the  Prevention  of  Blindness — Annual  Conference — Hotel 
Statler,  New  York  City,  N.  Y. — April  7-10. 

American  College  of  Physicians — 38th  Annual  Session — Boston,  ^Massachusetts — 
.\pril  8-12. 

American  Trude.au  Society — 52nd  Annual  fleeting — Kansas  City,  ^lissouri — May 
6-9. 

Yirginia  Academy  of  General  Pr.actice — 7th  Annual  Scientific  Assembly — Hotel 
Roanoke,  Roanoke — May  24-26. 

Tfte  Medical  Society  of  Virginla — x-\nnual  ^Meeting — Hotel  Shoreham,  Washington, 
D C. — October  27-30. 


New  Members. 

Since  the  list  published  in  the  December  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Yirginia: 

Solomon  Xaphtali  Albert,  M.D.,  Arlington 
Robert  Humphreys  Gruver,  M.D.,  Arlington 
Kenneth  Stebbins  Helenbolt,  M.D.,  X'orfolk 
William  Harvey  Huffstetler,  Jr.,  M.D.,  X^ewport 
X’ews 

Thomas  Stacy  Lloyd,  Jr.,  M.D.,  Fredericksburg 
John  Gordon  IMorrow,  Jr.,  iSI.D.,  Charlottesville 
Walter  Shirley  Xicklin,  Jr.,  M.D.,  Warrenton 
William  John  Perry,  M.D.,  Alexandria 
Lonis  L.  Shorter,  M.D.,  Galax 
George  John  Yareska,  M.D.,  X’orfolk 

Richmond  Memorial  Hospital  Appointments. 

In  addition  to  the  appointments  listed  in  the  De- 
cember issue  of  the  IMonthly,  the  following  have  also 
been  named:  Chief  of  Medicine,  Dr.  Wyndham  B. 
Blanton;  Internal  Medicine,  Dr.  Charles  M.  Cara- 
vati,  chief ; Dr.  .Arthur  Klein,  vice-chief ; and  Dr. 
.Adney  K.  Sutphin,  secretary;  General  Practice,  Dr. 
E.  E.  Haddock,  chief;  Obstetrics  and  Gynecolog}', 
Dr.  Eric  Schelin,  chief;  Roentgenology,  Dr.  Donald 
P.  King,  chief;  and  Patholog>',  Dr.  Willis  M.  Mon- 
roe, chief. 

Dr.  Henry  Decker  will  be  Chief  of  Staff, 


with  Dr.  .Arthur  Brinkley  as  assistant  and  Dr.  Sid- 
ney Grey  Page,  Jr.,  secretary. 

Dr.  Charles  W.  Whitmore, 

Lynchburg  dermatologist,  has  been  admitted  to 
the  Lynchburg  Bar  Association.  He  is  one  of  few 
physicians  who  also  holds  law  degrees. 

Dr.  Arthur  J.  Mourot, 

.Alexandria,  has  been  elected  president  of  the  His- 
toric .Alexandria  Foundation. 

Richmond  Doctors  Honored. 

Three  Richmond  doctors  have  been  elected  mem- 
bers of  the  British  Royal  Society  of  Health.  They 
are  Dr.  Charles  L.  Outland,  health  director  of  Rich- 
mond Public  Schools;  Dr.  Edward  M.  Holmes,  Jr., 
city  health  director;  and  Dr.  Richard  J.  .Ackart, 
executive  director  of  the  Virginia  Hospital  .Admin- 
istration. 

Portrait  Unveiled. 

.An  oil  portrait  of  Dr.  David  Christian,  III,  heroic 
young  .Appomattox  physician,  who  was  killed  as 
he  attempted  to  go  to  the  aid  of  another  shooting 
victim,  was  unveiled  at  the  .Appomattox  Court  House 
on  November  23rd.  His  portrait  is  the  third  gene- 
ration of  the  Christian  family  whose  portraits  hang 
in  the  building.  His  father.  Dr.  David  Christian, 
II,  and  his  grandfather  Judge  D.  A.  Christian  are 
the  others. 
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Dr.  Samuel  Love, 

Danville,  has  been  awarded  a five-year  fellowship 
worth  more  than  $50,000.  He  is  instructor  in  micro- 
biology at  the  Bowman  Gray  School  of  IMedicine. 
The  fellowship  is  designed  to  strengthen  the  basic 
science  areas  of  medical  education  through  research. 
Dr.  Love’s  project  includes  the  study  of  living  cells 
in  which  evidence  is  being  collected  of  the  progress 
of  medical  research  from  the  body  as  a whole,  to 
organs  and  finally  to  cells  themselves. 

Dr.  Ralph  G.  Beachley, 

.\rlington,  has  been  elected  to  Ordinary  ^lember- 
ship  in  the  British  Royal  Society  of  Health.  This 
is  the  highest  grade  of  elective  membership. 

Dr.  Marion  L.  Rice,  Jr., 

Has  been  appointed  to  the  part-time  position  of 
medical  examiner  in  the  Richmond  City  Emj)loyees’ 
Medical  Service.  He  has  recently  been  with  the 
Veterans  Administration  Hospital  at  Kecoughtan. 

McGuire  Lectures  Series. 

The  Annual  IMcGuire  Lecture  Series  of  the  Aled- 
ical  College  of  Virginia  will  be  held  January  23-25. 
A complete  program  of  this  lecture  series  and  the 
S}  mposium  on  Cardiol og}’  and  Cardiac  Surgery  was 
published  in  the  November  issue  of  the  IMonthly. 

Dr.  R.  K.  Butler, 

Recently  of  Front  Royal,  is  now  Director  of  the 
Haywood  County  Health  Department,  Waynesville, 
N.  C. 

Dr.  Mayes  Honored. 

Dr.  D.  C.  Mayes,  general  practitioner  and  civic 
leader  in  Dinwiddle  for  fifty  years,  was  honored 
recently  at  a surprise  testimonial  dinner  by  the 
W’ilson-Hebron-Ford  Ruritan  Club.  He  received  a 
plaque  in  commemoration  of  his  services. 

Dr.  B.  H.  Martin,  Jr., 

Has  completed  a two  and  a half  year  residency 
in  Ophthalmology  at  the  Episcopal  Eye  and  Ear 
Hospital  in  Washington,  D.  C.,  and  has  resumed 
his  practice  in  Richmond. 

Clinico-Pathological  Conferences. 

The  Department  of  Health,  Education  and  Wel- 
fare of  the  Public  Health  Services,  is  instituting  a 
policy  of  occasionally  holding  their  regular  staff 
Clinico-Pathological  Conferences  in  the  evening. 
The  first  such  evening  conference  will  be  held  in  the 
Clinical  Center  Auditorium  of  the  National  Insti- 
tutes of  Health,  Bethesda,  Md.,  February  7th,  at 


8:30  P.  M.  Guest  discussants  are  Dr.  Charles 
Ragan,  .\ssociate  Professor  of  Clinical  Medicine, 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, widely  recognized  as  an  authority  on  rheuma- 
toid arthritis,  and  Dr.  Frederick  G.  Germuth,  Asso- 
ciation Professor  of  Pathology,  Johns  Hopkins  Uni- 
versitv. 

Interested  physicians  are  cordially  invited  to  at- 
tend. 

Dr.  William  R.  Jordan, 

Richmond,  has  been  reappointed  Governor  for 
the  State  of  Virginia  for  the  American  Diabetes 
.Association. 

Dr.  A.  M.  Tiernan 

Has  completed  a two  year  residency  in  Ophthal- 
mology at  the  University  of  Louisville  General  Hos- 
pital and  is  now  practicing  at  Ward’s  Corner  in 
Norfolk.  He  formerly  practiced  at  Richlands  prior 
to  specializing. 

Dr.  Granville  L.  Jones, 

Superintendent  of  Eastern  State  Hospital  since 
1946,  has  resigned  to  accept  the  superintendency  of 
the  .Arkansas  State  Hospital  in  Little  Rock. 

National  Medical  Foundation  for  Eye  Care. 

.Announcement  of  the  establishment  of  this  Foun- 
dation was  made  November  15th.  This  is  a non- 
profit scientific  and  educational  institution,  incor- 
porated in  New  Jersey,  and  has  been  organized  by 

oi) hthalmologists  of  the  country  to  provide  .American 

oj) hthalmology  with  an  agency  to  present  to  the  pub- 
lic generally  and  to  fellow  physicians  jrertinent  in- 
formation on  the  care  and  treatment  of  the  eyes. 

Dr.  Ralph  O.  Rychener,  Alemphis,  is  president 
of  the  Foundation,  and  Dr.  Charles  E.  Jaeckle, 
East  Orange,  N.  J.,  secretary-treasurer. 

The  Foundation  is  now  enrolling  its  charter  mem- 
bership and  all  ophthalmologists  and  other  physi- 
cians interested  in  eye  care  are  invited  to  become 
charter  members.  .Apjilications  are  available  through 
Dr.  Jaeckle  at  136  Evergreen  Place,  East  Orange, 
N.  J. 

International  College  of  Surgeons. 

The  Alid-.Atlantic  Section  of  the  College  will  be 
held  February  10-13,  at  the  Greenbrier  Hotel,  White 
Sulphur  Springs,  West  Virginia.  The  medical  pro- 
fession is  cordially  invited  to  attend. 

Virginia  Association  of  Medical  Assistants. 

On  October  25th,  Airs.  W.  C.  Dover,  President 
of  the  .Association,  who  is  employed  in  Dr.  W.  Clyde 
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Adkerson’s  office,  Lynchburg,  and  Mrs.  E.  S.  Car- 
wile,  President  of  the  Medical  Office  Personnel  As- 
sociation of  the  Lynchburg  C'hapter,  employed  in 
the  office  of  Dr.  John  Wyatt  Davis,  Jr.,  attended 
the  first  annual  meeting  of  the  American  Association 
of  Medical  Assistants  in  Milwaukee,  Wisconsin. 


Obituaries . . . . 


I Dr.  William  Royall  Warriner, 

Prominent  Crewe  physician,  died  November  6th. 
j He  was  seventy-two  years  of  age  and  a graduate  of 

! the  Medical  College  of  Virginia  in  1909.  Dr.  War- 

I riner  had  practiced  in  Crewe  since  that  time  and 

took  over  his  father’s  practice.  He  was  also  sur- 
geon for  the  Norfolk  and  Western  Railway  Company. 

' Dr.  \\’arriner  had  been  a meml)er  of  The  IMedical 

' Society  of  Virginia  since  1909.  His  wife,  a son 

and  a daughter  survive  him. 

I Dr.  Henry  Arthur  Bonynge, 

I Retired  surgeon  of  Gordonsville,  died  December 

10th,  at  the  age  of  seventy-three.  He  was  a graduate 
of  Columbia  University  College  of  Physicians  and 
' Surgeons  in  1905.  Dr.  Bonynge  practiced  in  Ridge- 
I wood,  N.  J.,  for  thirty-seven  years  before  moving  to 
Gordonsville.  He  was  a member  of  the  visiting 
staff  of  Paterson,  N.  J.,  General  Hospital  and  was 
' company  physician  for  the  Erie  Railroad.  Dr. 

I Bonynge  was  secretary-treasurer  of  the  Eastern  Sad- 

dle Horse  Breeders  Association  for  a number  of 
, years,  a director  of  the  Virginia  Thoroughbred  Asso- 
, ciation  and  a member  of  the  North  American  Horse 
Show  Association.  He  had  been  a member  of  I'he 
Medical  Society  of  Virginia  for  ten  years. 

' His  wife  and  a daughter  survive  him. 

Dr,  Noland 

Dr.  Stacy  Tracy  Noland  passed  away  on  Tuesday, 
July  17,  1956.  With  his  passing,  Arlington  County  lost 
one  of  its  most  beloved  general  practitioners,  and  the 
Arlington  County  Medical  Society  lost  one  of  its  pillars 
of  strength. 

Dr.  Noland  was  born  on  May  30,  1890,  in  Loudoun 
County,  Virginia.  He  graduated  from  the  College  of 
Physicians  and  Surgeons  of  Baltimore  in  June,  1914.  He 
interned  at  Mercy  Hospital,  Baltimore,  Maryland,  from 
1914  to  1915. 

During  World  War  I,  Dr.  Noland  answered  the  call  of 
his  country  and  served  with  distinction  with  the  Ameri- 
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can  Expeditionary  Force  in  France.  Following  the  service, 
he  returned  to  Arlington  County,  which  at  that  time  was 
primarily  a rural  area  with  only  three  or  four  practicing 
physicians. 

His  professional  career  was  marked  by  his  devotion  to 
his  patients  regardless  of  financial  or  social  standing.  He 
was  a man  who  never  permitted  anything  to  stand  in 
the  way  of  proper  service  to  his  patient.  He  never  turned 
down  a call  no  matter  the  . hour  of  the  day  or  night.  To 
all,  he  gave  of  his  knowledge  and  his  warm  understand- 
ing— understanding  that  comes  with  the  years  of  watch- 
ing human  suffering. 

Dr.  Noland  was  one  of  the  physicians  who  laid  the 
foundation  to  our  present  Medical  Society.  In  the  early 
years  of  the  Medical  Society,  he  served  as  president,  fol- 
lowing which  he  served  in  practically  every  office  in  the 
Medical  Society,  including  chairmanships  of  nearly  all 
of  the  committees. 

In  a similar  manner.  Dr.  Noland  greatly  contributed  to 
the  establishment  of  our  present  Arlington  Hospital. 
During  the  period  in  the  mid  forties  when  there  was  a 
lack  of  intern  personnel,  he  gladly  and  generously  gave 
of  his  time  so  that  the  needs  of  the  patients  within  the 
hospital  could  be  met.  Frequently,  he  spent  night  after 
night  in  the  hospital  when  no  intern  or  resident  was 
available.  He  was  a member  of  the  Governing  Staff, 
serving  as  Vice  President  in  1945. 

During  World  War  II,  he  cheerfully  contributed  his 
time  as  a member  of  one  of  the  draft  boards  of  the  county. 
During  this  period  over  9,000  men  were  examined  in 
Arlington. 

Not  the  least  of  his  contributions  was  the  effect  of  his 
wonderful  personality  on  his  friends  and  associates.  He 
was  a Southern  gentleman  blessed  with  a golden  heart, 
congenial  disposition,  and  a ready  wit.  His  friends 
throughout  the  society  and  elsewhere  were  legion.  He 
was  always  interested  in  the  young  physicians  and  their 
welfare  and  progress.  His  desire  to  guide  these  young 
physicians  has  been  one  of  the  things  that  has  made  our 
society  what  it  is  today. 

Trerefore,  Be  It  Resolved  that  this  resolution  be  in- 
cluded in  the  minutes  of  this  meeting  and  a copy  sent  to 
his  family. 

J.  Ray.mond  B.  Hutchinson,  M.D.,  Chairman 

H.  Clark  Bates,  Jr.,  M.D. 

Charles  K.  Latven,  M.D. 


I 
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Dr.  Warinner 

It  is  with  regret  that  we  record  the  death  of  Dr. 
Junius  Ernest  Warinner,  Jr.  at  his  home  in  Richmond, 
September  4,  1956. 

Dr.  Warinner,  the  son  of  Dr.  Junius  Ernest  Warinner, 
br.  and  Pauline  Stores,  was  born  November  17,  1892  at 
“Montrose”,  an  old  pre-civil  war  home,  just  north  of 
Pine  Camp  Hospital.  As  a small  boy,  his  family  moved  to 
“Hunslet  Hall”  near  Ellerson,  Va.,  living  there  until  he 
completed  his  education. 

His  early  schooling  began  in  the  little  family  school- 
house  at  their  home  and  continued  at  Highland  Park  Pub- 
lic School.  He  then  attended  the  Richmond  Academy  for 
Boys.  On  completion  of  his  pre-medical  education  at  the 
University  of  Richmond  in  1912,  he  attended  Johns  Hop- 
kins School  of  Medicine,  with  graduation  in  June,  1916, 
and  subsequent  internship  in  Baltimore,  Maryland  at  the 
Church  Home  and  Infirmary.  He  was  a member  of  Pi  Mu 
and  Kappa  Alpha  fraternities.  On  May  19,  1917,  Dr. 
Warinner  received  his  commission  as  a First  Lieutenant 
in  the  Army  Medical  Corps  and  began  his  tour  of  active 
duty  with  the  McGuire  Unit,  which  later  became  Base 
Hospital  45.  He  was  later  transferred  to  another  unit 
Base  Hospital  67  and  served  with  this  unit  in  France  for 
18  months. 

After  being  discharged  from  the  Army,  he  practiced 
general  medicine  with  his  father  at  “Hunslet  Hall”.  Very 
shortly  thereafter,  he  married  Miss  Helen  Starke  on 
September  15,  1920  and  moved  his  office  and  home  to  3609 
Brook  Road,  which  was  known  as  Ginter  Park  Township 
at  that  time,  and  continued  in  general  practice  at  this 
location  for  36  years. 

Dr.  Warinner  was  an  active  and  devoted  member  of 
the  Caduceus  Club.  He  presented  many  scientific  papers 
to  this  group  and  was  elected  to  every  office  in  this  or- 
ganization. He  was  a member  of  the  Richmond  Academy 
of  Medicine,  Medical  Society  of  Virginia,  Southern 
Medical  Association  and  the  American  Medical  Associa- 
tion. Dr.  Warriner  was  on  the  staff  of  Grace  Hospital; 
Retreat  for  the  Sick;  St.  Luke’s;  Stuart  Circle;  St.  Eliza- 
beth’s and  Sheltering  Arms  Hospital.  He  was  also  a mem- 
ber of  the  Board  of  Directors  at  Grace  Hospital  and  had 
recently  been  appointed  a member  of  the  Executive  Com- 
mittee of  the  Medical  Staff  at  the  new  Richmond  Memorial 
Hospital.  At  one  time  he  was  on  the  teaching  staff  at  the 
Medical  College  of  Virginia,  where  he  taught  an  almost 
forgotten  art.  Bedside  Manner.  He  was  on  the  Board 
of  Directors  of  the  Richmond  Home  for  Boys  for  17  years. 
He  was  a member  of  the  Lewis  Ginter  Lodge  No.  317 
A.F.  and  A.M. ; a Knight  Templer  of  Washington  Royal 
Chapter  No.  9 and  a Shriner  belonging  to  Acca  Temple. 
He  was  also  a member  of  the  Richmond  Chamber  of 
Commerce. 

Dr.  Warinner  was  deeply  interested  in  religious  activi- 
ties and  served  as  deacon  in  the  Mizpah  Presbyterian 
Church  for  approximately  40  years.  He  was  a lover  of 
horses  from  childhood  and  never  missed  an  opportunity 


to  ride  or  attend  a horse  show  or  race.  In  more  recent 
years,  he  spent  many  week  ends  at  his  cottage  “Little 
Hunslet”  on  Urbanna  Creek,  where  he  thoroughly  en- 
joyed “just  relaxing”  and  sailing. 

In  writing  this  resolution  it  is  our  first  thought  to  pay 
tribute  to  the  memory  of  this  distinguished  physician, 
loyal  friend  and  Christian  gentleman,  who,  in  many  ways, 
was  comparable  to  the  country  doctor.  Upon  his  broad 
shoulders  he  carried  the  burdens  of  his  many  devoted 
patients  with  cheerful  understanding.  As  a true  humani- 
tarian, his  theme  of  life  was  not  how  much  he  could  ob- 
tain, but  how  much  he  could  give  to  his  patients  and 
fellow  men.  Ernest  Warinner  was  completely  dedicated 
to  his  profession  and  his  associates.  We  who  are  left 
behind  find  stirred  up  within  us,  the  deep  conviction  that 
rises  in  the  human  heart  in  times  of  parting,  that  this  life 
is  not  all.  In  the  words  of  St.  Paul,  “Eye  hath  not  seen, 
nor  ear  heard,  neither  have  entered  into  the  heart  of 
man,  the  things  which  God  hath  prepared  for  them  that 
love  Him.” 

Therefore,  Be  It  Resolved,  by  the  Richmond  Academy 
of  Medicine,  that  we  express  our  sincere  and  heartfelt 
sympathy  to  the  bereaved  family  of  our  departed  friend 
and  colleague,  to  whom  this  memorial  shall  be  sent,  a 
copy  to  be  made  a part  of  the  permanent  records  of  this 
Academy  and  a copy  submitted  to  The  Medical  Society 
of  Virginia. 

E.  Latane  Flanagan 
William  H.  Higgins,  Jr. 
William  R.  Hill 
Gordon  D.  Hall,  Chairman 

Kinsley  McWhorter,  Jr. 

Whereas,  God  in  His  infinite  wisdom  has  removed  from 
our  midst  our  friend  Kinsley  McWhorter,  Jr.,  able  re- 
porter and  editor,  Christian  Gentleman,  and  friend  of 
the  medical  profession,  and 

Whereas,  the  members  of  the  Roanoke  Academy  of 
Medicine  appreciate  the  understanding,  friendliness,  and 
honest}'  of  his  articles  dealing  with  medical  subjects,  some 
of  which  have  received  statewide  and  nationwide  recog- 
nition, and, 

Whereas,  these  writings  have  brought  about  a better 
understanding  between  physicians  and  the  press,  and 
physicians  and  the  public,  and. 

Whereas,  many  members  of  the  Roanoke  Academy  of 
Medicine  knew  Kinsley  McWhorter,  Jr.,  not  only  as  an 
able  reporter  but  also  as  a personal  friend. 

Be  It  Therefore  Resolved,  that  the  members  of  the 
Roanoke  Academy  of  Medicine  mourn  his  untimely  pass- 
ing and  extend  deepest  sympathy  to  widow,  his  children 
and  the  other  members  of  his  family,  and  be  it  further 
resolved,  that  this  resolution  be  sent  to  Mrs.  Lora  Mc- 
Whorter, a copy  placed  in  the  minutes  of  the  Roanoke 
Academy  of  Medicine,  and  copies  be  sent  to  the  Virginia 
Medical  Monthly  and  to  the  Roanoke  World-News. 

Frank  A.  Farmer,  M.D.,  Chairman 
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CjuMsmi  QwvtsjniA 

ROANOKE  will  be  the  scene  of  the  first  1957  "Nomenclature”  Institute  to  be  spon- 
sored by  the  American  Medical  Association.  The  Institute  will  be  held  on  March  11-13 
and  is  presented  as  a special  service  to  medical  record  librarians  and  others  using  the 
Nomenclature  in  hospitals,  doctor’s  offices  and  medical  clinics. 

Lectures  are  given  by  Adaline  C.  Hayden,  C.R.L.,  Associate  Editor,  on  the  theory,  con- 

J - - 

struction,  basic  principles,  special  and  specific  problems,  and  installation  of  the  system. 
Anatomy  lectures  are  given  by  Dr.  Edward  T.  Thompson,  M.D.,  Editor  of  the  Nomen- 
clature and  Coordinator  of  Professional  Services,  hospital  facilities,  U.S.  Public  Health 
Service,  Washington,  D.  C. 

Registration  for  each  session  is  limited  to  the  first  100  applicants  and  is  not  restricted 
to  registered  medical  record  librarians.  Anyone  contemplating  the  installation  of  the 
system  or  already  using  it  and  employed  as  a clinic  clerk,  doctor’s  secretary  or  recep- 
tionist, nurse  or  physician  may  attend.  Tuition  is  free.  Applications  should  be  sent 
to  Mrs.  Hayden  at  AMA  Headquarters,  Chicago. 

SELECTIVE  SERVICE  plans  to  call  450  physicians  in  February,  250  of  them  for  the 
Army  and  200  for  the  Air  Force.  This  is  the  largest  single  call  since  the  Army,  Navy 
and  Air  Force  took  1,275  men  in  March,  1955.  In  announcing  the  call.  Selective 
Service  directed  local  boards  to  comb  their  files  and  make  sure  that  younger  priority 
III  physicians  in  residency  training  are  really  essential  to  the  operation  of  hospitals.  Some 
of  these,  according  to  Selective  Service,  are  not  essential  but  are  so  classified. 

It  is  hoped  that  a sufficient  number  of  younger  men  will  be  reclassified  into  class  I-A 
and  prevent  the  necessity  of  calling  some  men  in  the  upper  age  bracket.  By  younger 
men.  Selective  Service  means  those  under  37  years. 

Since  the  program  went  into  effect  in  1950,  the  special  draft  has  brought  10,337  phy- 
sicians into  the  services.  The  Act  is  scheduled  to  expire  July  1,  and  the  Defense  De- 
partment has  indicated  it  will  not  ask  for  another  extension. 

OVERALL  MEDICAL  CARE  COSTS  for  U.S.  families  increased  1.5  per  cent  during 
the  third  quarter  of  1956,  according  to  a U.S.  Bureau  of  Labor  Statistics  study.  How- 
ever, fees  charged  by  physicians  during  the  three  month  period  ending  in  September 
increased  only  0.8  per  cent.  Important  factors  in  the  rise  in  medical  care  costs  were 
a 3.2  per  cent  increase  in  hospital  rates  and  a 3.9  per  cent  rise  in  Blue  Cross  fees. 

THE  MEDICAL  CARE  PROGRAM  for  Service  Dependents  went  into  effect  on  De- 
cember 7 and  all  members  of  The  Medical  Society  of  Virginia  have' been  sent  a phy- 


sicians’  guide,  fee  schedule,  claim  forms,  etc.,  by  the  fiscal  agent.  However,  a number 
of  questions  have  been  raised  concerning  the  program  and  several  of  those  most  often 
asked  are  covered  below: 

Identification — Military  dependents  may  submit  as  identification  their  post  exchange 
card,  the  combined  post  exchange-commissary-military  medical  care  card,  or  the 
standard  military  dependent  identification  card.  After  next  July  1 the  only  iden- 
tification honored  will  be  a special  Defense  Department  medicare  card. 

Payment  for  drugs — ODMC  says  there  are  no  plans  for  authorizing  payment  for 
drugs,  medicinals  or  other  medical  supplies,  except  those  furnished  while  hospital- 
ized or  those  administered  directly  by  a physician. 

In  a letter  to  state  medical  societies  and  their  fiscal  agents,  Maj.  Gen.  Paul  I.  Robinson, 
Executive  Director  of  ODMC,  stressed  the  following: 

1.  It  is  intended  that  civilian  medical  care  under  the  program  will  be  comparable 

to  that  provided  in  armed  services  facilities.  Physicians  participating  will  receive 
payment  in  full  from  the  government  in  accordance  with  the  published  schedule 
of  allowances  or  under  a special  report.  In  most  instances  this  means  that  the  doc- 
tor will  receive  payment  for  his  usual  charge  or  the  amount  set  in  the  schedule, 
whichever  is  less.  ... 

2.  In  instances  in  which  the  physician  believes  that  an  allowance  greater  than  that 
prescribed  in  the  local  schedule  is  justified,  he  should  look  to  the  government  rather 
than  the  patient  for  payment.  Provision  is  made  for  the  doctor  to  submit  a special 
report  to  his  state  medical  society  and  in  turn  to  the  government  as  a request  for 
additional  payment.  Such  payment  will  be  made  upon  approval  by  the  society’s  re- 
view board  and  the  government  contracting  officer. 

THE  DRAMA  OF  MODERN  SURGERY  will  be  highlighted  in  a new  series  of  radio 
transcriptions  which  the  AMA  currently  is  preparing  for  use  over  local  stations.  The 
public  will  be  able  to  hear  on-the-spot  descriptions  of  actual  surgical  procedures  per- 
formed by  eminent  surgeons  in  13  different  areas,  such  as  abdominal,  brain  or  chest 
surgery.  While  performing  a regular  operation,  the  surgeon  will  comment  on  his 
movements  in  terms  the  average  person  will  understand.  Afterwards,  the  doctor  will 
be  interviewed  on  new  developments  in  his  special  field. 

The  13  program  series  will  be  available  for  placement  on  radio  stations  by  local  medi- 
cal societies  about  March  1 . 

THE  U.S.  PUBLIC  HEALTH  SERVICE  estimates  that  births  in  the  United  States 
this  year  will  total  4,202,000 — a new  record.  That  would  be  111,000  more  than  the 
estimated  births  in  1955. 


DIAGNOSTIC  AID 


Reduced  Hypermotility  with  Pro-Banthine® 
Improves  Visualization 


Posterior-anterior  film:  definite  hyperper- 
istalsis with  poor  duodenal  visualization.* 


The  same  anticholinergic  action  which 
has  made  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  the  outstanding 
therapeutic  agent  in  peptic  ulcer  has  also 
proved  valuable  in  diagnosis. 

By  controlling  the  hypermotility,  Pro- 
Banthine  may  permit  delineation  of  a 
lesion  otherwise  not  clearly  visualized. 

The  technic  is  simple:  If  the  first  set 
of  films  shows  hypermotility  but  no  filling 
defect  is  demonstrable,  reexamination  is 


Posterior-anterior  film  after  15  mg.  of  Pro- 
Banthine  intramuscularly:  chronic  duode- 
nal ulceration  clearly  disclosed. 


done  a few  minutes  after  intramuscular 
injection  of  15  mg.  or  a half  hour  after 
oral  administration  of  30  mg.  of  Pro- 
Banthine. 

This  procedure  has  the  additional  ad- 
vantage of  demonstrating  the  patient’s 
response  to  a given  dosage  of  the  drug. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Research  in  the  Service  of  Medicine. 

*Roentgenograms  courtesy  of  I.  Richard  Schwartz,  M.D., 
Kings  County  Gastrointestinal  Clinic,  Brooklyn,  N.Y. 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

P'or  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 

William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 
Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 


SAINT  ALBANS 


A PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD.  VIRGINIA 


James  K.  Morrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS : 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 
Medical  CotisuUant 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 
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^estbrooK  Sanatorium 

RICHMOND  r • • Cstablislwd  l^U  • 'VI  RG » N I Ik 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


StajJ/  ' • ANDERSON,  M.D.,  President 

REX  BLANKINSHIP,  M.D.,  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 

JAMES  K.  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 

R.  H.  CR\TZER,  Administrator 


Brochure  of  Literature  and  Views  Sent  On  Request  - P.  0.  Box  J514  - Phone  5-3245 
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Memorial  Eye,  Ear  and  Throat  Hospital 


Announces  to  the  Profession 


THIRTIETH  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 


April  1 fo  April  6,  19S7 


GUEST  SPEAKERS 


Seymour  Alpert,  M.D Washington,  D.  C. 

Edward  A.  Carr,  Jr.,  M.D Ann  Arbor,  Mich. 

James  H.  Dogcart,  M.D. London,  England 

Harold  F.  Falls,  M.D. Ann  Arbor,  Mich. 

Frederick  A.  Fici,  M.D.,  F.A.C.S.  Rochester,  Minn. 

Samuel  Fo.mon,  M.D _ New  York,  N.  Y. 

Dan  M.  Gordon,  M.D.,  F.A.C.S.  New  York,  N.  Y. 

Elmer  Hess,  M.D.,  F.A.C.S Erie,  Pa. 

Maynard  Hine,  M.D Indianapolis,  Ind. 

Barnes  Woodhall,  M.D., 


Howard  P.  House,  M.D.,  F.A.C.S. 

Los  Angrles,  Calif. 
Jay  G.  Linn,  Jr.,  M.D.,  F.A.C.S. __  Pittsburgh,  Pa. 
Frank  W.  Newell,  M.D.,  F.A.C.S.  __  Chicago,  111. 

Hugh  L.  Ormsby,  M.D.  Toronto,  Canada 

Harry  L.  Rogers,  M.D.  1 Philadelphia,  Pa. 

Albert  D.  Ruede.mann,  M.D.,  F.A.C.S. 

Detroit,  Mich. 

Frank  B.  Walsh,  M.D Baltimore,  Md. 

F.A.C.S.— Durham,  N.  C. 


For  further  information  write 


Superintendent,  P.  0.  Box  1789 


Roanoke,  Virginia 
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SI.  HIKE'S  HOSPIIAI 


Professional  Mursing  Care 

TERRACE  HILL 


75th  AN>n  ERSARY 
1882  - 1957 

1000  est  Grace  Street 
Richmond.  Virginia 


General  Medicine 
HtIXTER  H.  McGuire,  m.d. 
MARGARET  NOLTING.  M.D. 
JOHN  P.  LYNCH.  M.D. 

WM.  H.  HARRIS.  JR..  M.D. 

JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER.  M.D. 
BEVERLEY  B.  CLARY'.  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON.  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE,  M.D. 


McGUIRE  CLIMC 


General  Surgery 
WEBSTER  P.  BARNES,  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE.  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  I.  DODSON.  M.D. 

CH.A.S.  M.  NELSON,  M.D. 

AUSTIN  1.  DODSON.  JR.,  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Obstetrics 

W.  HUGHES  EVANS.  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR..  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D 
JOHN  L.  THORNTON.  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 


Comfortable  Lounges 


Each  Guest  L nder  Care  of  Oivn  Doctor. 

Professional  care  supervised  by  trained  nurse.  Doctors  orders 
carefully  follovsed.  So  parking  problem.  Regularly  inspected 
by  City  Health  Department,  For  additional  information 

ITrite  or  Call  Superintendent 

TERRACE  HILL  NURSING  HOME,  Dial  3-3993 


Wide,  Long  Hallicays 


Part  Vietc  of  Park  Grounds 

TERRACE  HILL  was  specifically 
built  for  a Nursing  Home.  Superb  24 
hours  daily  care.  Under  supervision 
of  a Registered  Nurse  and  Resident 
Exteme.  Quiet  atmosphere.  Trained 
Dietitian.  Accommodates  50  guests 
Private  and  semi-private  rooms  with 
lavatories  Rates  $45.00  to  $75.00 
weekly  for  room,  biard  and  general 
nursing  care.  Your  inspection  invited. 


Around  the  Clock 

NURSING  CARE 

• 

Convalescents 
Chronic  Cases 
Elderly  People 


Nursing  Home,  Inc. 

"L nderstanding  Care'* 

2112  MONTEIRO  .AVE.,  RICHMOND,  V.A. 
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RIVERSIDE  CONVALESCENT  HOME 

Sophia  & Fauquier  Shs.  Fredericksburg,  Virginia 


For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty.  Med- 
ical Supervision.  Inspection 
Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$35.00  to  $75.00  per  week 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12lh  Street 
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Third  Oacade  of  Nurtlng 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  C1_ARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 


v If  ' If  i Established  1916 

HppalaClJian  • AsheviHe,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justlj’  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

\Vm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APP.YL.^CHIAN  HALL,  Asheville,  N.  C. 
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Medical  College  of 
Virginia 

HOSPITAL  DIVISION 

RICHMOND,  VIRGINIA 


A health  center  using  the  latest  methods 
of  diagnosis  and  treatment  of  disease. 


MEDICAL  COLLEGE  OF 
VIRGINIA  HOSPITAL 
OUT-PATIENT  DEPARTMENT 
SAINT  PHILIP  HOSPITAL 
DOOLEY  HOSPITAL 

The  patient's  welfare  is  our  primary 
interest. 

C.  P.  CARDWELL.  JR.,  Director 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

4= 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SEGTION 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND, 

VIRGINIA 

Medicine: 

Surgery: 

Manfred  Cai.l,  III,  M.D. 

A.  Stephens  Graham,  M.D. 

M.  Morris  Pinckney,  M.D. 

Charles  R.  Robins,  Jr.,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

Carrington  Williams,  M.D. 

John  D.  Call,  M.D. 

Richard  A.  Michaux.  M.D. 

Wyndham  B.  Blanton.  Jr.,  M.D. 

Carrington  Williams,  Jr.,  M.D. 

Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Obstetrics  and  Gynecologv: 

Oral  Surgery: 

Wm.  Dcrwood  Scggs.  M.D. 

Spotswood  Robins.  M.D, 

Guy  R.  Harrison.  D.D.S. 

Edwin  B.  Parkin.son.  M.D. 

Plastic  Surgerv: 

David  C.  Forrest,  M.D. 

Hunter  S.  Jackson,  M.D. 

Orthopedics: 

Roentgenology  and  Radiology: 

Bfvfriey  B.  Clary.  M.D. 

Fred  M.  Hodces.  M.D. 

James  B.  D.axton,  Jr.,  M.D. 

L.  0.  Snead.  M.D. 

Pediatrics : 

Charles  P.  Mangum,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

Wn.LiAM  C.  Bare.  M.D. 

Edavard  G.  Davis,  Jr..  M.D. 

Pathology: 

Ophthalmology,  Otolaryngology: 

James  B.  Roberts,  M.D. 

W.  L.  Mason,  M.D. 

Phvsiotherapv: 

Anesthesiology 

Miss  Etheleen  Dalton 

William  B.  Moncure,  M.D. 

Director: 

Heth  Owen,  Jr.,  M.D. 

Charles  C.  Hough 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.N.  Alford,  Atlanta,  Go. 
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KEELEY 

INSTITUTE 


447  W.  Washington  St. 
GREENSB^OROt 
NORTH  CAROLINA 


Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune,  MD:.  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcohoiism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


GRADE  A PASTEURIZED  PRODUCTS 


dial  4-5501 


GRADE  A MILK 
HOMOGENIZED  MILK 
(Natural  Vitamin  D added) 

GOLDEN  GUERNSEY  MILK 
GOLDEN  FLAKE  BUTTERMILK 
SKIM  MILK— COFFEE  CREAM 
WHIPPING  CREAM— COTTAGE  CHEESE 
DARI-RICH  CHOCOLATE  MILK 
GARST  BROS.  DAIRY  BUTTER 

“ROANOKE’S  MOST  MODERN  DAIRY” 


fOR  YOUR  PBOTtCTlOU 

DIAL  4-5502 
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Pleasant  tastifig 

‘ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

^ANTEPAR’  SYRUP  “ Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR’  TABLETS -Piperazine  Citrate,  250  or  500  mg.,  scored 
^ANTEPAR’  WAFERS  — Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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It*s  easy  to,*. 


If  it’s  Sunday  or  night  time 
or  if  you  are  put  of  town, 
you  can  still  do  your  banking 
with  F & M at  your 
newest  mailbox.  Keep 
an  F & M "Bank- 
by-Mail”  envelope  on 
hand  — ifs  mighty 
convenient. 


HCMBCR  reOERAL  DEP06tT  INSURANCE  CORPORATION 


PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 


N 

• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

The  patented  arch  support  construction  is  guaran* 
iced  not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construe* 
tion  engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.'* 

Wrife  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  youf^  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Mosebeck  Shoe  Company 

V 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

<r^ 


John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


PATTI  RSDHS 

SAFE  fERVICE  DRUC  STDREI 


Prescription  Specialists 

Lynchburg,  Vo.  Mortinsyille,  Vo. 

Danville,  Vo.  Altorlsto,  Vo. 

Winston-Salem,  N.  C. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


DERMATOLOGY  AND  SYPHILOLOGY 

A three  year  course  fulfilling  all  the  re- 
quirements of  the  American  Board  of  Derma- 
tology and  Syphilology.  Attendance  at  de- 
partmental and  general  conferences. 

PRACTICAL 

ELECTROCARDIOGRAPHY 

A two  weeks  part  time  elementary  course  for  the 
practitioner  based  upon  an  understanding  of  electro- 
physiologic  principles.  Standard,  unipolar  and  precordial 
electrocardiography  of  the  normal  heart.  Bundle  branch 
block,  ventricular  hypertrophy,  and  myocardial  infarction 
considered  from  clinical  as  well  as  electrocardiographic 
viewpoints.  Diagnosis  of  arrhythmias  of  clinical  signifi- 
cance will  be  emphasized.  Attendance  at,  and  participation 
in,  sessions  of  actual  reading  of  routine  hospital  electro- 
cardiograms. 


OBSTETRICS  and  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics:  lectures, 
prenatal  clinics ; attending  normal  and  operative  de- 
liveries : detailed  instruction  in  operative  obstetrics 
(manikin).  X-ray  diagnosis  in  obstetrics  and  gynecology. 
Care  of  the  newborn.  In  Gynecology : lectures ; touch 
clinics ; witnessing  operations ; examination  of  patients 
pre-operatively : follow-up  in  wards  post-operatively. 
Obstetrical  and  gynecological  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecology.  Operative  gyne- 
cology on  the  cadaver. 

PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at  clinics  and 
lectures  ; instruction  in  examination,  diagnosis  and  treat- 
ment : pathology,  radiology,  anatomy,  operative  proctology 
on  the  cadaver,  anesthesiology,  witnessing  of  operations, 
examination  of  patients  preoperatively  and  postoperatively 
in  the  wards  and  clinics  ; attendance  at  departmental  and 
general  conferences. 


For  Information  concerning  these  and  other  Courses  please  Address: 


THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Joh  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leases  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLL4MS  PRINTING  CO. 

11-13  15  North  Fourteenth  Street  RICHMOND,  V1RGINL4 
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patient 

for  the  objective  symptoms 


Supplied:  Each  green,  scored 
Ataraxoio  Tablet  contains  5 mg.  prednisolone 
(Sterane)  and  10  mg.  hydroxyzine  hydro- 
chloride ( Atar.\x)  . Bottles  of  30  and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


the  first 
and  only 
ataraxic- 
corticoid 


provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and  3 

electrolyte  metabolism;  no  mental  fogging  I 

or  major  toxicity  in  ataractic  action.  » 

I 

FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS . . . 

AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
^ ASTHMA.  INFLAMMATORY  DERMATOSES. 


for  the  subjective  distress 


prednisolone  and  hydroxyzine 


For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 


FOR  EXCEPTIONAL 
CHILDREN 

Year  round  private 
home  and  school  for 
infants,  children  and 
adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

fVrite  for  booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

FREE  UNION  VIRGINIA 


The  State  Board  of  Medical 
Examiners  of  Virginia 


The  . . . 

Thompson 

Homestead 

School 


Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  June  12,  1957. 
The  examinations  will  be  held  in  the  same  hotel 
June  13,  14,  and  15,  1957,  inclusive.  All  appli- 
cations and  other  documents  pertaining  to  ihe 
examinations  or  to  matters  to  be  discussed  by 
the  Board  must  be  on  file  in  the  Secretary’s 
office  on  or  before  May  28,  1957.  The  Secretary 
of  the  Board  is  Dr.  K.  D.  Graves,  631  First 
Street,  S.W.,  Roanoke,  Virginia. 


your  complete  insurance  needs  . . . 

PROFESSIONAL 
PERSONAL 
PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAL’L  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE:  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  11 1 W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 


for 

☆ 

☆ 

☆ 
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severe  asthma 

is  usually  aggravated 
and  prolonged 

hy  a strong  emotional  overlay 


In  one  study,  ‘Thorazine’ 
relaxed  and  improved  1 1 of 
12  patients  within  one  hour 
after  injection  ...  in  one  case 
“appeared  to  be  life-saving.”^ 


‘Thorazine’  promptly  alleviates  the  emotional 
stress  which  may  precipitate,  aggravate  or 
prolong  an  asthmatic  attack.  It  enables  the  patient 
to  sleep,  yet  does  not  depress  respiration. 

Available:  Ampuls,  Tablets,  Syrup  (as  the 
hydrochloride),  and  Suppositories  (as  the  base). 


Smith,  Kline  & French  Laboratories,  Philadelphia 


for  normal,  healthy,  comfortahle  pregnancies 


lOO  CAPSUlfS 


AND  UCIATION 


100  CA 


A DlHARt 

,2!mNCY  and  UCIATION 
* ““  ““cTcapsuie  comtains^^^ 

TAMIN  Oj.  * 200  f"* 


**  S#»it 

'***^'**  iiX 


4SOOO 

7000  USP  y**'*' 
^JoousPU"'*' 

3 00  mg 
2 00  f"* 
10  00  ffig 
30  00  mg 

2 50 

100  mg 
33  mg 
100  meg 
100  00  mg 


s . ■ 


!H 

^tt  'R'*’***i#i<* 


MiNi  HCI 
fL*VlN 

iNW^IDE 

ffpSfoW!N»'£ 
iVm  HC 

j.5j°  cone  Kl''" 
ous  ciuco^*^^  • 


l>9M 


„llllt  2 "I  , ,,  M«"'‘'“"  SL,M3lt'  O' 

fV3ijs«—- 

jm  fluOf'df  - -j 


" I three  t*'”* 

dose  I “"’‘“pfeKiib"* 


PHOSPHORUS-FREE,  HIGH-POTENCY 
DRY-FILL  CAPSULES  WITH  “BUILT-IN” 
ANTIANEMIA  FACTORS 

LABORATORIES,  INC.,  MOUNT  VERNON,  N.  Y.,  U.  S.  A. 
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NCREMIN 


Specify  incremin  tablets  to  stimulate  appetite  in  your  problem- 
eater,  underweight,  or  generally  below-par  patients  of  all  ages. 

Incremin  tablets  are  highly  palatable,  caramel  flavored.  May  be 
orally  dissolved,  chewed,  or  swallowed.  Dosage  only  1 tablet  daily. 

1-Lysine  300  mg. 

_ , . Vitamin  Bis  25  mcgm. 

Eflcn  INCREMIN  TABLET  Thiamine  (Bi)  10  mg. 

Pyridoxine  (Bn)  5 mg. 

(INCREMIN  Drops  contain  1%  alcohol) 


Remember  incremin  drops.  Same  formula.  Cherry  flavor.  Can  be 
mixed  with  milk,  milk  formula,  or  other  liquid.  In  15  cc.  polyethy- 
lene dropper  bottle.  Dosage:  0.5  to  1 cc.  (10-20  drops)  daily. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  N.Y. 

*Reg.  U.  S.  Pat.  Off. 
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more  effective 


^ in  clinical 
important  infectio 
than  any  other 
antibiotic 


OR  MOST  INFECTIONS 


{NOVOBIOCIN-PENICIt-UIN  G.  MERCK) 


THE  ANTIBIOTIC  PRODUCT 
OST  LIKELV  TO  BE  EFFECTIVE 


MPARE  THESE  ADVANTAGES: 

’roved  effectiveness  in  the  largest  num- 
of  clinically  important  infections  in- 
ling  those  caused  by  antibiotic-resistant 
'hylococci  and  proteus. 

'herapeutic,  bactericidal  blood  levels  are 
mptly  achieved. 

Exceptionally  well  tolerated;  patient  sen- 
,^ity  reactions  are  rare  at  recommended 
ige. 

Jo  yeast  or  fungal  super-infections  nor 
antibiotic-induced  enteritis,  vaginitis  or 
:titis  have  been  reported  following 

'HOCILLIN. 

|Jo  problems  of  cross-resistance  have  been 
Duntered  with  Cathocillin. 

’’he  normal  intestinal  flora  is  not  dis- 
Ded  by  Cathocillin. 

AGE:  Jor  adults — two  capsules  q.i.d.;  for  chUdren 
T 100  lbs, — dosage  in  proportion  to  weight  {e.g.  one 
ule  q.i.d.for  a child  weighing  yo  lbs.). 


CONSIDER  CATHOCILLIN  FIRST 

— for  these  clinically  important  infec- 
tions: tonsillitis;  pharyngitis;  pneumonia; 
otitis  media;  cervical  lymphadenitis; 
streptococcal  sore  throat;  infected  tooth 
sockets;  Vincent’s  infection;  acne  and 
superficial  skin  infections;  impetigo; 
boils,  furuncles  and  carbuncles;  lung  ab- 
scess; bronchitis;  mastitis;  osteomyelitis; 
wound  infections;  postoperative  wound 
infections  and  infected  lacerations;  sta- 
phylococcal enteritis,staphylococcal  diar- 
rhea of  the  newborn;  peritonitis  (caused 
by  susceptible  organisms);  pelvic  in- 
flammatory disease;  gonorrhea;  gono- 
coccal arthritis;  urethritis;  scarlet  fever; 
erysipelas. 

SU  PPL)  ED:  Blue  and  white  capsules  of  ‘Cathocillin’ 
— each  containing  125  mg.  of  ‘Cathomycin’  (ax 
Sodium  Novobiocin,  Merck)  and  75  mg.  (725,000 
units)  Potassium  Penicillin  G;  bottles  of  16, 


In  one  prescription  the  one  antibiotic  product  most  likely  to  be  effective 


MERCK  SHARP  8t  DOHME 

DIVISION  OF  MERCK  ft  CO.,  INC.,  PHILADELPHIA  I,  PA. 


s> 
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to  Childhood  Nutrition 


"Children  reared  on  nutritionally  adequate 
diets  have  many  advantages  over  those 
reared  on  poor  diets.  These  advantages  in- 
clude: better  growth  and  development; 
greater  strength  and  vigor;  and  more  evi- 
dence of  good  general  nutrition.”^  The 
nutritional  status  of  mUUons  of  American 
school  children  has  been  enhanced  signifi- 
cantly by  enriched  bread  during  the  past 
fifteen  years,  and  for  these  reasons: 

Enriched  bread  contains  thiamine,  ribo- 
flavin, niacin,  calcium,  iron,  and  protein. 
All  have  made  important  contributions  to 
the  reduction  of  deficiency  diseases  traced 
to  the  lack  of  these  nutrients.  Many  author- 
ities cite  the  virtual  elimination  of  deficiency 
diseases  in  recent  years  as  impressive  evi- 
dence of  the  role  enriched  bread  has  played.^ 

Enriched  bread,  containing  added  nonfat 
dry  milk,  provides  a highly  nutritive  pro- 
tein combination  derived  from  three  sources 
— flour,  milk  and  yeast — with  milk  and 
yeast  proteins  supplementing  the  flour  pro- 


tein. These  proteins  not  only  contribute  to 
the  maintenance  and  repair  of  children’s 
tissues,  but  also  to  good  growth. 

Dental  authorities  agree  that  a good  diet 
is  an  important  factor  in  dental  health.  The 
complex  carbohydrates  present  in  bread — 
in  contrast  to  the  action  of  simple  carbo- 
hydrates—do  not  readily  diffuse  into  dental 
plaques  and  therefore  are  of  low  cariogenic 
activity.® 

These  are  some  of  the  reasons  why  the 
role  of  enriched  bread,  in  improving  the 
health  of  millions  of  American  school  chil- 
dren, has  been  referred  to  as  one  of  the 
most  important  advancements  in  public 
health  measures  since  compulsory  pasteur- 
ization of  milk. 

1.  Martin,  E.A.:  Roberts’  Nutrition  Work  with  Children, 
Chicago,  University  of  Chicago  Press,  1954,  p.  53. 

2.  Sebrell,  W.H.:  Developing  Modem  Nutrition  Programs, 
Public  Health  Reports,  United  States  Department  of 
Health,  Education  and  Welfare  69:211  (Mar.)  1954. 

3.  Joint  Report  of  the  Council  on  Dental  Health  and  the 
Council  on  Dental  Therapeutics  of  the  American  Dental 
Association:  Sugar  and  Dental  Caries:  The  Effect  on  the 
Teeth  of  Sweetened  Beverages  and  Other  Sugar-Con- 
taining Substances,  J.  Am.  Dent.  A.  47:387  (Oct.)  1953. 


THE  VIRGINIA  BAKERS  COUNCIL 

In  co-operation  with 

THE  AMERICAN  BAKERS  ASSOCIATION 


/The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Ck)uncil  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found  con' 
sistent  with  current  authoritative  medical  opinion. 


56 


Virginia  Medical  Monthly 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 

N E 


OH  YDRI  N 


BRAND  OF  CHLORMERODRIN  (te  a mg.  of  3-cmloromcrcuri-2-methoxy-propyluwea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02156 
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Specializing 

in  your  patients’  HOSPITAL/,  SURGICAL  and  MEDICAL 
insurance  problems  makes  the  local  AMERICAN  HEALTH 
AGENT  a valued  “Doctor’s  Aide.” 


Complete 
Local  Service 
In 

Your  State 


Because  he  is  a specialist  who  focuses  his  attention  on 
Health  Insurance,  the  local  American  Health  Agent  has  won  a 
position  of  friendship  and  trust. 

As  a career  agent  in  his  chosen  field,  it  is  his  purpose  to  serve 
both  Doctor  and  patient  as  a true  “friend  in  need”  at  all  times, 
with  prompt  settlements,  efficient  service,  and  a sympathetic 
understanding  of  the  problems  of  the  medical  profession. 

American  Health 

INSURANCE  CORPORATION 

FIRST  NATIONAL  BANK  BUILDING,  BALTIMORE  2,  MD. 
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Striking  relief  from  nausea  of  pregnancy 


brand  Cyclizine  Hydrochloride  and 
Pyridoxine  Hydrochloride 


Just  one  tablet  a day,  on  rising  or 
at  night,  restores  the  nausea-free 
status  to  most  pregnant  women. 


Each  tablet  of ‘Maredox’  contains: 


‘Marezine’®  brand 

Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  New  York 
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PP 


Siz« 


no  ' 


honey-cillin 
»300’ 

buffered 

PEHICHIW  POWI 


CILLlt^. 


P«.iciSi" 


rX) 


P1(TSIC1*1S  1 
COUP**'’ 


CONTENTS 


Buffered  Penicillin  G.  Powder . . . 
For  Preparation  of  Oral  Solution 


Answer  to  the 
professional  need  for 
a liquid  oral  penicillin 

in  which  quality  and  economy 
are  combined. 


and  . . . when  the 
sulfonamides  are 
indicated  . . . 


■ ■ ■ 


HONEY-CILLIN  ‘300’  . . . uniform, 
stable,  economical,  inviting  appearance, 
pleasant  tasting  ...  is  packaged  as  dry 
powder  for  added  stability  and  economy. 
Each  60  cc.  bottle  of  HONEY-CILLIN 
‘300’  provides  3,600,000  units  of  penicil- 
lin — or  12  teaspoonful  doses  of  300,000 
each.  Desirable  for  pediatric  practice  be- 
cause of  its  convenience  and  good  taste — 
and  for  patients  of  all  ages  where  difficulty 
in  swallowing  tablets  is  found. 


choose  one  of  the  original  Honey-Sulfona- 
mides, Honey-Diazine  to  provide  sulfadia- 
zine alone,  or  Honey-Trisulfas  when  the 
triple  meth-dia-mer  sulfonamides  are 
preferred.  Both  preparations  are  smooth, 
free-flowing  suspensions,  contain  pure 
clover  honey  in  every  drop.  Both  provide 
one  grain  microcrystalline  sulfa  per  cc., 
buffered  with  sodium  citrate  and  sodium 
lactate. 

Both  give  unexcelled,  sustained 
sulfonamide  blood  levels. 


CLINICAL  SAMPLES  AND  LITERATURE  ON  REQUEST 


b"  Worthwhile  Prescrjption'Specialties  > 


— TV  i\iriT*riiL.L.  • rvi  r 1 1 vi  i r 1 1 f , ^ ^ 

Ethicvlly  Promoted’*  ^ 

Physicians  PRODUCTS  cO/f/ 

, 1 ^ INCORPOQ  ATCO  ^ V./»C:U^ 


^ ' Petersburg.  Virginia 
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_ SORTING  POINT  ^ 

SUPPRESSION  ^ Y GROWTH 


8 10  12  14  16  18  20  22  24 

Time  In  hours 


average  dosage  only  t.i.d.  i 

antibiotic  i 
synergism 


The  three  gray  lines  of  this  graph  show  the 
growth  rate  of  a penicillin-sensitive  strain  of 
Staphylococcus  (Micrococcus  pyogenes,  var. 
aureus)  under  3 conditions; 

1.  In  the  absence  of  antibiotics 

2-  In  the  presence  of  subinhibitory  concen- 
tration of  penicillin 

3-  In  the  presence  of  subinhibitory  concen- 
tration of  Albamycin* 

Even  half  these  subinhibitory  concentrations  of 
penici  Ilin  and  Albamycin,  when  combined,  (black 
line)  produce  a dramatic  bactericidal  effect. 

Penicillin' 

(Albamycin  plus  penicillin) 

Compare  it  with 
the  antibiotic  you  are  ; 
currently  using: 


Range  of  effeetlvenessz  Alba-Penicillin  is 
effective  against  the  organisrns  that  cause  the 
overwhelming  majority  of  bacterial  infections  ■ 
(Staphylococci,  Streptococci,  Pneumococci, 
Proteus). 

Risk  of  resistance:  Because  in  vitro  tests 
show  this  combination  is  synergistic  against  : 
even  Staphylococci  already  resistant  to  all  other 
antibiotics,  the  risk  of  resistance  is  minimized. 

Risk  of  enterocolitis:  Because  it  has  little 
or  no  effect  on  the  predominant  Gram-negative 
intestinal  bacteria,  and  is  highly  effective 
against  Staphylococci,  there  is  virtually  no  dan-* 
ger  of  enterocolitis  due  to  alteration  in  intestinal 
flora,  or  of  other  side  effects  such  as  perianal 
pruritus. 

ConvenfencetAlba-Penicillin  is  oral  therapy,  i 
and  the  average  adult  dosage  is  only  1 to  2 cap-  j 
sules  ti.d.,  which  eliminates  middle-of-the-night 
medication.  [ 

I 

It  is  available  in  bottles  of  16  capsules.  Each  I 
capsule  contains  250  mg.  Albamycin  ( as  novo-  j 
biocin  sodium,  crystalline)  and  250,000  units  ■ 
penicillin  G potassium.  j 


Upjohn 


THE  UPJOHN  COMPANY,  KALAMAZOO.  MICHIGAN 
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symptomatic 
relief. . . plus 


Tetracycline- Antihistamine- Analgesic  Compound 


Available  on  prescription  only 


Achrocidin  is  a well-balanced,  comprehensive  formula 
directlv  modifying  the  complications  of  the  common 
cold  or  upper  respiratory  infections. 

In  addition  to  the  direct  benefit  of  rapid  symptomatic 
improvement,  Achrocidin  promptly  controls  the  bac- 
terial component  frequently  responsible  for  the  devel- 
opment in  susceptible  individuals  of  sequelae  such  as 
otitis  media,  sinusitis,  adenitis,  and  bronchitis. 


ACHROXnCIN®  Tetracrcline  . . 125  me. 

Phenacetin 120  m^. 

Caffeine 30  mg. 

Salicrlamide 150  mg. 

Chlorothen  Citrate 25  mg. 

of  24  toHpts, 


Achrocidin  is  convenient  for  you  to  prescribe — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
three  or  four  times  daily. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

In  3 Volumes 
Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.75 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  • Chicago  10,  Illinois 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natural,  oval 
estrogen 


.4YERST  L.ABOR.\TORIES 
New  York,  N.  Y.  • .Montreal,  Canada 
5645 
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Ttie  Ur^atiC 

u^jst 


Abraham  Simmons  couldn’t  feel  the  frost 
that  lined  his  cage,  or  taste  the  stvill  they 
fed  him,  or  chafe  at  his  iron  chains  — so  his 
keepers  said.  He  was  a madman. 

Then  when  his  visitor,  little  Miss  Dix, 
spoke  softly  to  him,  why  did  he  weep? 

Dorothea  Lynde  Dix  knew  why.  .\nd  her 
knowledge  kept  her  fighting  all  her  life  to 


get  the  mentally  ill  away  from  pits  and 
cages,  whips  and  chains,  and  into  hospitals. 

In  nearly  40  years,  she  paused  only  once 
— to  render  heroic  service  as  superintend- 
ent of  nurses  in  the  Civil  ^\’ar.  Then  again 
she  began  investigating,  writing,  fund- 
raising, politicking,  until  this  frail  ex- 
school teacher  had  pushed  a whole  country 
into  one  of  the  finest  reforms  in  its  history: 
the  sane  treatment  of  the  insane. 

Dorothea  Dix  was  fortunate  in  having 
one  powerful  ally:  the  .\merican  people. 
For  as  history  will  show,  .\mericans  are 
seldom  self-satisfied:  they  long  to  do  right. 
That  urge  has  helped  them  build  a strong, 
stable  nation  in  a troubled  world  — and  it 
has  helped  make  their  country’s  Savings 
Bonds  a rock-ribbed  assurance  of  security. 

The  will  and  purpose  of  168  million 
Americans  back  U.S.  Savings  Bonds,  back 
them  with  the  best  guarantee  you  could 
possibly  have.  Your  principal  guaranteed 
safe  to  any  amount  — your  interest  guaran- 
teed sure  — by  the  greatest  nation  on  earth. 
If  you  want  real  security,  buy  U.S.  Savings 
Bonds.  .\nd  hold  on  to  them. 


Safe  as  America— U.  S.  Savmgs  Bonds 

The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication 
in  cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  of  America^ 
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Rauwiloid 


A Better  Antihypertensive 

. . . because  among  all  Rauwolfia  preparations  Rauwiloid 
(alseroxylon)  is  maximally  effective  and  maximally  safe 
. . . because  least  dosage  adjustment  is  necessary  , , . 
because  the  incidence  of  depression  is  less  . . , because 
up  to  80%  of  patients  with  mild  labile  hypertension  and 
many  with  more  severe  forms  respond  to  Rauwiloid  alone. 


A Better  Tranquilizer,  too 

. . . because  Rauwiloid ’s  nonsoporific  sedative  action 
relieves  anxiety  in  a long  list  of  unrelated  diseases 
not  necessarily  associated  with  hypertension  . . . with- 
out masking  of  symptoms  . . . without  impairing  in- 
tellectual or  psychomotor  efficiency. 

Dosage : Simply  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suflSces. 


Best  first  step  when  more  potent  drugs  are  needed 


i... 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making  smaller 
dosage  effective  and  freer  from  side 
actions. 

Rauwiloid°+Veriloid® 

In  moderate  to  severe  hypertension 
this  single-tablet  combination  per- 
mits long-term  therapy  with  depend- 
ably stable  response.  Each  tablet  con- 
tains! mg.  Rauwiloid  and  3 mg.Veri- 
loid.  Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 


Riker 


LOS  ANGELES 
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Tok  Paul ..  .give  real  relief: 


A.P.  C.* "" 


Demerol 

UMa 


Do^: 

Aspirin  200  mg.  (3  grains)  i o tablets 

Phenacetin  150  mg.  (2 V2  grains)  1 or  z laoieis. 

Catfeine  30  mg.  (V2  grain)  li  l • j 

n I u j ui  -j  Narcotic  blank  required. 

Demerol  hydrochloride  30  mg.  (Vagram)  ^ 

Potentiated  Pain  Relief 


WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 
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TO  OUR 
ADVERTISERS 


We  extend  our  sincere 
thanks  for  your  patronage 
during  1956. 

Your  recognition  of  our 
Journal  has  enabled  us 
to  produce  a publication 
worthy  of  its  place  in 
medical  literature. 

Our  members  have  found 

your  advertisements  informative 
and  helpful  in  the  securing 
or  prescribing  of  accepted 
products  and  services  during 
the  past  year. 

It  is  a certainty  that  they 
will  continue  to  patronize 
the  concerns  whose  advertisements 
appear  regularly  in  our  pages. 

OUR  BEST  WISHES 
FOR  A SUCCESSFUL 
AND  PROSPEROUS 
1957 
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Ifydrospray 

(HYDROCORTONE®  WITH  PROPADRINE®  AND  fslEOMYClNl 


NASAL- 

SUSPENSION 


Anti-inflammatory— 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone*  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  R DOHME 

DIVISION  OF  MERCK  a CO.. INC. 
PHILADELPHIA  I.  PA. 


REFERENCE:  1.  SUcox,  L.  E.,  A.M.A.  Arch.  Otolaryng.  60:431.  Oct.  1954. 
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distinctive 
readings 
throughout 
the  critical  range... 


the  urine-sugar  test  with  the  standardized, 
laboratory-controlled  color  scale 


• full  color  calibration  for  the  urine-sugar  spectrum 

® easily  read,  firmly  established  blue-to-orange  scale 

• sharp  color  distinction  between  readings 

AMES  COMPANY,  INC  - ELKHART,  Indiana 

Ames  Company  of  Canada,  Ltd.,  Toronto 


C56se 


announcmq 

o 


Compazine 

a further  advance  in  psychopharmacology 


a true  “tranquilizer”  with  specific 
action  in  psychic  and  psychosomatic 
conditions 

indicated  in  mental  and  emotional 
disturbances  — mild  and  moderate  — 
encountered  in  everyday  practice 

available  in  5 mg.  tablets 


minimal  side  effects 

Few  drugs  have  been  so  thoroughly  studied  before  introduction 
or  introduced  with  such  a substantial  background  of  clinical 
experience. 

In  the  more  than  12,000  cases  treated  with  ‘Compazine’  here  and 
abroad,  and  in  experimental  studies  at  very  high  dosage,  no  blood 
change  or  jaundice  attributable  to  ‘Compazine’  was  observed. 

Smith,  Kline  & French  Laboratories,  Philadelphia  1 

* Trademark  for  proclorperazine,  S.K.F. 
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SENSITIVITY  OF  COMMON  PATHOGENS  TO  CH !_OROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTtC  AG  IT 


- CHLOROMYCETIN 
^ ANTIBIOTIC  A 
y'  ANTIBIOTIC  B 
y / ANTIBIOTIC  C 


NONHEMOLYTIC  MICROCOCCUS  AUREUS 
(363-418  STRAINS) 


HEMOLYTIC  MICROCOCCUS  AUREUJ 
(729-776  STRAINS) 


ESCHERICHIA  COLI 

<478-586  STRAINS) 


AEROBACTER  AEROGENES 

(153-193  STRAINS) 


it 


greater  antibacterial  efficacy... 


Chloromycetin* 

for  today’s  problem  pathogens 

“1 

Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.^"'^ 

li  ',raph  is  adapted 

M Altemeier,  Cul- 
rt  1,  Sherman,  Cole, 

, & Fultz.^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 

Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 

References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.; 

Elstun,  W.,  & Fultz,  C.  T:  j.A.M.A.  157:305  (Jan.  22)  1955.  (2)  Austrian,  R.: 

New  York  J.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medieal  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delpliia,  E A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.: 

Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  R;  Carter,  B.;  Thomas,  W.  L.,  & 

Creadick,  R.  N.:  Obst.  6-  Gijnec.  5:365,  1955.  (6)  Kass,  E.  H.:  Am.  J.  Med. 

18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159 
(Apr.  15)  1955. 
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a carefully  formulated  analgesic-sedative.  For 
effective  symptomatic  relief  in  the  treatment  of 
colds  and  less  severe  types  of  respiratory  tract 
infections.  The  presence  of  phenobarbital  is  of 
value  in  nervous  and  apprehensive  patients  and  in 
those  cases  where  mild  sedation  is  desired. 

i 

Each  HASAMAL  tablet  or  capsule  contains: 

Phenobarbital 16.2  mg.  (I/4  gr.) 

Warning:  May  be  habit-forming 

Acetylsalicylic  Acid 162.5  mg.  (2V2  gr-) 

Acetophenetidin 162.5  mg.  (214  gr.) 

Atropine  Sulfate 0.00065  mg. 

Hyoscine  Hydrobromide 0.0011  mg. 

Hyoscyamine  Hydrobromide  ....  0.0325  mg. 


When  severe  pain  demands  more  potent  measures, 
Hasacode  provides  the  actions  of  Hasamal,  plus 
codeine.  Available  in  2 codeine  strengths,  1/4  gr. 
(Hasacode)  and  1/^  gr.  (Hasacode  “Strong”). 

* Supplied:  Hasamal  — Tablets  or  capsules, 

bottles  of  100,  500  and  1,000.  Hasacode  and 
Hasacode  “Strong”  — bottles  of  100  and  500 
tablets. 

Write  for  free  samples  and  literature. 

CHARLES  C.  HASKELL  & CO.,  INC.,  Richmond,  Virginia 
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and. . .better  for  pain 


anytime ... 

CORICIDIN®  with  codeine^ 

gr.  or  Vz  gr. 


CORiciDiN  Tablets  contain : 
chlorprophenpyridamine 
maleate  2 mg.,  aspirin  0.23  Gm., 
phenacetin  0.16  Gm.,  and 
caffeine  0.03  Gm. 

ONarcotic  for  which  oral  is 
permitted. 


\l 

(J) 


CN  J -68-156 


arresting  treatment 
for  any  type  of  cold 

CORICIDIN*  TABLETS 
CORICIDIN  FORTE 

CAPSULES 

CORICIDIN  with  CODEINE 

TABLETS 

CORICIDIN  with  PENICILLIN 

TABLETS 

CORICIDIN  MEDILETS® 
CORICIDIN  SYRUP 

Narcotic  for  which  oral  is  permitted, 

® Exempt  narcotic. 

CORICIDIN 


©1930  Mead  Jolinson  & Co. 


Newest  Pablum  Cereal 
is  35%  Protein 

Pablum  High  Protein  Cereal  is  derived  from  soy  beans, 
oats,  wheat  and  dried  yeast.  This  new  cereal  food  contains 
a level  of  active  assimilable  protein,  35%,  much  higher  than 
that  commonly  present  in  cereal  grains.  It  helps  to  keep 
baby  trim.  It  satisfies  baby’s  hunger  over  longer  periods  of 
time  than  even  foods  rich  in  carbohydrate. 

Like  all  Pablum  Cereals,  Pablum  High  Protein  Cereal 
is  made  by  nutritional  and  pharmaceutical  specialists. 


You  can  specify 


with  confidence! 


. Mbt»i 
. ted 


PoMmi  IfWu^ 


DIVISION  OF  MEAD  JOHNSON  & CO.,  EVANSVILLE,  IND.  • Manufacturers  of  Nutritional  and  Pharmaceutical  Products 
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The  pain  Dad  feels  now  is  the  beginning  of  tenosyno- 
vitis. With  adequate  early  treatment  he’ll  be  able  to 
stay  on  his  job.  Delaying  therapy  might  result  in  the 
development  of  effusion  and,  later,  calcification  of 
ligaments  or  even  periarthritis  with  severe  pain  and 
serious  restriction  of  movement. 

Immediate  antirheumatic  therapy  is  to  be  encouraged 
in  the  treatment  of  tenosynovitis,  as  it  should  be  in 
the  majority  of  other  common  rheumatic  disorders, 
to  alleviate  pain  and  prevent  progression  of  the  dis- 
turbance to  a point  of  irreversible  damage. 

SiGMAGEN  provides  doubly  protective  corticoid-sali- 
cylate  therapy— a combination  of  Meticorten®  (pred- 
nisone) and  acetylsalicylic  acid  giving  additive  anti- 
rheumatic benefit  as  well  as  rapid  analgesic  effect. 
These  benefits  are  supported  by  aluminum  hydroxide 
to  counteract  excess  gastric  acidity  and  by  ascorbic 
acid,  the  vitamin  closely  linked  to  adrenocortical  func- 
tion, to  help  meet  the  increased  need  for  this  vitamin 
during  stress  situations. 


protective  corticoid-salicylate  therapy 


SiGMAGGN 


corticoid-analgesic  compound 


Tablets 


for  patients 
who  go  beyond 
their  physical 
capacity 


Medihaler 

Means  self-powered,  uniform, 
measured-dose  inhalation  ther- 
apy . . . made  possible  by  specially 
designed  metered-dose  valve  . . . 


Medihaler 


Means  true  nebulization.  Each 
measured  dose  provides  80  per 
cent  of  its  particles  in  the  opti- 
mal size  range — 0.5to  4 microns 
radius— insuring  effective  pene- 
tration of  the  respiratory  tract. 


Medihaler 

Means  an  unbreakable  Oral 
Adapter— no  movable  parts  — 
no  glass  to  break— no  rubber 
to  deteriorate  . . . 


Medihaler 

Means  notably  safe  and  effec- 
tive therapy  when  indicated  for 
children.  Medication  is  in  leak- 
proof  plastic  coated  bottles  . . . 


Medihaler 

Medication  and  Adapter  fit  into  neat 
plastic  case,  convenient  for  pocket 
or  purse  . . . 


Medihaler 

Means  greater  economy— no 
costly  glass  nebulizers  to  re- 
place, and  one  or  two  inhalations 
usually  suffices  for  prompt  relief. 


The  Unique  Measured -Dose  Inhalation  Method 


In  Asthma 


For  Rapid  Relief  of  Acute  or  Continuing  Bronchospasm 


Medihaler-Epi® 

Riker  brand  of  epinephrine  0.5%  solu- 
tion in  inert,  nontoxic  aerosol  vehicle. 
Each  ejection  delivers  0.125  mg.  epine- 
phrine. In  10  cc.  vial  with  metered- 
dose  valve,  sufficient  for  200  inhalations. 


Medihaler-Epi  replaces  injected  epine- 
phrine in  emergency  situations  in  which 
respirations  have  not  ceased.  It  provides 
rapid  relief  in  acute  food,  drug,  or  pollen 
reactions  (including  urticaria,  broncho- 
spasm, angioneurotic  edema,  edema  of 
glottis,  etc.).  In  most  instances  only 
one  inhalation  is  necessary. 


Medihaler-lso® 

Riker  brand  of  isoproterenol  HCl 
0.25%  solution  in  inert,  nontoxic  aero- 
sol vehicle.  Each  ejection  delivers  0.06 
mg.  isoproterenol.  In  10  cc.  vial  with 
metered-dose  valve,  sufficient  for  200 
inhalations. 


Note : First  prescription  for  Medihaler  medi- 
cations should  include  the  desired  medication 
and  Medihaler  Oral  Adapter. 
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the  power  of  gentleness 


helps  patients  face  everyday  anxieties  and  tensions 
“...mild  action  promotes  an  over-all  calmness...”* 


New  and  Different  • not  a hypnotic-sedative  — unrelated  to  any  available  chemo- 
psychotherapeutic  agent  • no  evidence  of  cumulation  or  habituation  • does  not  cause 
gastric  hyperacidity  • unusually  wide  margin  of  safety  — no  significant  side  effects 

Dosage:  150-300  mg.  three  or  four  times  daily. 

Supplied:  300  mg.  scored  tablets,  bottles  of  48. 


'Ferguson,  J.  T:  J.  Am.  Geriatrics  Soc.  4: 1080,  1956. 


AMES  COMPANY,  INC 


ELKHART,  INDIANA 


Z49se 
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'BAKERS’  MODIFIED  MILK 

costs  less  than  per  ounce 

including  carbohydrates  and  vitamins 


75 

t 

- 


You  have  an  economical  answer 

BAKER’S  MODIFIED  MILK^ 


hen  a mother  asks  about  the  cost  o£  a 
formula  for  her  hahy,  your  answer  can 
truthfully  he  "Baker’s  is  economical.’’ 

Baker’s  is  a complete  food  containing 
added  carbohydrate,  and  adequate 
amounts  of  all  known  essential  vita- 
mins and  minerals.  Because  Baker’s  is 

*Made  exclusively  from  Grade  A Milk  (U.S.  Public  Health  Service  Milk  Code) 

THE  BAKER  L A B O R A T O R I E S,  I N C. 

P'loducti  ilte.  Medical  P^ajjeMam 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 


sold  at  an  extremely  low  price,  one 
ounce  of  formula  costs  less  than  a 
penny  — about  $1.50  per  week  for  most 
infants. 

Prescribe  Baker’s  jModified  Milk  in  the 
hospital  and  thus  provide  mothers  with 
an  economical,  complete  infant  formula. 
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Proper  formula  for  treating  “Rheumatism**  patients 


With  TEMPOGEN,  many  patients  obtain  adequate 
relief  from  immobiiizing  “rheumatic”  pain  with 
lower  hormone  dosages  than  are  ordinarily 
required,  because  of  the  enhanced  antirheumatic 
effect  provided  by  the  prednisolone-salicylate 
combinat'on.  In  addition,  the  likelihood  of  the 
occurrence  of  gastric  distress  or  adrenal  ascor- 
bic acid  depletion  is  minimized. 

INDICATIONS:  Early  rheumatoid  arthritis,  rheu- 
matoid spondylitis,  osteoarthritis.  Still’s  disease, 
psoriatic  arthritis,  bursitis,  synovitis,  tenosynovi- 
tis, myositis,  fibrositis,  and  neuritis. 

Supplied;  TEMPOGEN®  and  TEMPOGEN®  Forte-in  bottles  of  100  Multiple  Com- 
pressed Tablets.  (TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.)  TEMPOGEN 
and  TEMPOGEN  Forte  are  trademarks  of  Merck  & Co.,  Inc. 

^present  as  60  mg.  sodium  ascorbate 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC.  PHILADELPHIA  1,  PA. 
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vitamin 


, vitamin  couru 




provides: 
5000  U.S 
1000  U S 


Vitamin  A*  inai 
Vitamin  D (na* 
Ascorbic  ACid  (< 
Vitamin  812* 
Choline*  . • 
Betaine*  • • 

f«ositot  , • 
Thiamine  HOi  0 
Ribofiavin  (82; 

Niacinamide  . 

Pyridoxine 
Panthenot 
Vitamin  E**  • 


t phr*" 
'otBre  ■ - * '■'■ 


IIN  CORFI 

H-MK  1*1- 
V'  ',  1 


fortified 


i^§:' 


^ provides  growth-promoting,  appetite-stimulating  vitamin  B12 

lipotropic  agents  to  aid  fat  and  carbohydrate  metabolism. 

f 106%  natural  vitamin  A complex  better  utilized  in 
the  visual  process. 

100%  natural  vitamin  D complex  for  superior  protection 


against  rickets  and  dental  defects, 
vitamin  E for  muscle  tone. 


vitamins  A,  D,  and  E made  aqueous*  for  far  faster  and  more 
complete  absorption  and  utilization. 


vitamin  Be... anticonvulsant  vitamin. 

other  essential  B complex  factors  and  vitamin  C. 

delicious  fruity  flavor. 

no  burps. ..no  fish  oil  taste  or  odor... allergens  removed. 


Protected  by  U.S.  Pat.  No.  2,417,299  owned  and  controlled  by 
U.S.  Vitamin  Corporation 


SAMPLES  of  new  VI-SYNERAL  VITAMIN  DROPS  FORTIFIED  on  request 

U.S.  vitamin  corporation  . pharmaceuticals 

(Arlington-Funk  Laboratories,  division) 

250  East  43rd  St.,  New  York  17,  N.  Y. 
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Now  available ...  a new  manual 


'^‘Vegetable  Oils  in  Nutrition” 

Timely,  Comprehensive,  Useful ...  with  special  reference 
to  unsaturated  fatty  acids 


TIMELY  . . . a summary  of  the  literature  in 
this  important  field 

COMPREHENSIVE  . . . a review  of  au- 
thoritative experimental  and  clinical  research 
pertaining  to  the  special  metabolic  roles  of 
polyunsaturated  fats 

USEFUL . . . in  a form  suitable  for  continual 
reference  use.  Valuable  to  clinician,  nutritionist, 
chemist.  Bibliography  listing  all  pertinent  pub- 
lications 

The  role  of  dietary  lipids  in  health  and  disease 
is  universally  assuming  new  importance.  Evi- 
dence is  accumulating  that  quality  of  the  dietary 
fat  may  be  more  important  than  quantity. 

This  review  provides  a broad  perspective  on 
current  authoritative  and  clinical  opinions 
regarding  the  relative  dietary  characteristics  of 
saturated  and  unsaturated  fats  . . . and  the 
indispensable  nutritional  role  of  polyunsatu- 
rated fatty  acids. 

Corn  Products  Refining  Company,  the  man- 
ufacturer of  Mazola  corn  oil,  will  keep  you 
informed  of  significant  new  developments  in 
^ this  rapidly  expanding  field. 


Mazola  is  a vegetable  oil 
(not  hydrogenated)  made 
from  corn.  It  is  unsaturated 
. . . a prime  source  of  essen- 
tial linoleic  acid. 


scw  : 

reotden_']§5L 


ORDER  YOUR  COPY  NOW... 

Medical  Department 
Corn  Products  Refining  Co. 

17  Battery  Place,  New  York  4,  New  York 

Please  send  me,  postpaid,  the  new  reference  manual 
and  monograph  on  “Vegetable  Oils  in  Nutrition.” 


Name. 


Addre.«*s. 


City. 


State. 
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DiTRiril^  General  Electric  product 
I il  1 1 1 1 L 1 rl  i 1 ! in  step  with  your  progress 


. . . in  a matter  of  seconds 


• — and  those  seconds  are  split  in  radiography 
with  Patrician’s  stop-motion  200-ma,  100- 
kvp,  full-wave  power.  Involuntary  move- 
ments of  patients  or  organs  no  longer  need 
be  your  problem  — nor  the  heavy  investment 
formerly  required  for  x-ray  equipment  capa- 
ble of  overcoming  them. 

At  a price  competitive  with  low-power, 
limited-range  apparatus,  you  can  now  enjoy 
■full  x-ray  facilities  offered  by  the  General 
Electric  Patrician:  kenotron-rectified  output 
for  longer  x-ray  tube  life. . .81 -inch  angulat- 
ing  table  for  those  tall  patients. . . double-focus 
rotating-anode  tube  for  radiography  and 

"^ogress  fs  Our  Mosf  tmporfanf  Product 


GENERALS  ELECTRIC 


fluoroscopy  . . . highly  maneuverable  inde- 
pendent tube  stand  . . . fully  counterbalanced 
fluoroscopic  screen  . . . compact,  simplified 
control  unit. 

Before  investing  in  x-ray  equip- 
ment, get  the  complete  Patrician 
story,  including  G-E  financing 
plans.  Use  this  handy  coupon. 

X-RAY  DEPARTMENT 
GENERAL  ELECTRIC  CO. 

Milwaukee  1,  Wisconsin 

n Please  send  me  your  Id-page  PATRICIAN  bulletin 
n Facts  about  deferred  payment 
□ MAXISERVICE  rental 


Address- 
City 


-Zone State- 


Direct  Factory  Branches : 

RICHMOND  — 3423  West  Leigh  St.  ROANOKE  — 202  S.  Jefferson  Street 

BALTIMORE  — 3012  Greeninount  Ave.  WASHINGTON,  D.  C.  — 806  15th  St.,  N.W. 
NORFOLK  — 218  Flatiron  Building 
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Erythromycin  in  Treating  Pneumi 


fory  of  yn  attohoiic  y^iltyd  «it|^ 

and  chills  and  fever.  ' ^^^enish  sputu^ 

f'hysical  examination  should  a f 
mdicated  pneumonia  in  the  right  Jo^veZlTn  ^' 

} X-ray.  The  sputum  revealed  ^ram  ' • 

Wood  culture  subsequently  gre«-  TypeTCr' 

The  patient  was  treated  uiti,  ' i ^ Pneumococci, 
hours  per  os.  His  temperature  drJppldT^^^^*"’ 

^Vray  of  the  chest  revealed  considerabr^""''  ^^^^^oursand 
hospital  day.  After  10  davs  hn  Tv  ^ the  fourt 

for  discharge.^  ' ^ '^-^tion,  the  patient  was  f 


‘Omposium,  we  reporterl  tk 

oynivcn  „f  ,/,  p„e™„„:  ' 7^.  ' *1 

//.  pneumonia  and  ba  , " A *cond  patfe 

^■‘-M„„,enneprevi„„.d,,np„r,ed7nr"”  «'« 

7;"*'  -■'•'"-..vein  per  os  evTr yt  '“7  '--n.  w. 

Of  these  132  pa„e„,a  „i,h  bacterial  n„e 

One  patient  „ ith  ......  <>">%)  had  a aoml  nim.. 


IntiWotics  imnual  i>k5-k>5<?^ 


A 


In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”^ 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  res-  n n j, 
piratory  infections)  when  you  prescribe  Erythrocin.  vAJjvXMX 


filntab* 


Erythrocm 

(Erythromycin,  Abbott) 


STEARATE 


After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”^ 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  Q Q it 
Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100.  UJMjXMX 


® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


annual 


1.  Romansky,  M.J.,  et  al.,  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine,  1954,  p.  556. 


701051 


HOW  vagisec  liquid 

PEWETRATES 


RECESSES  OF  VAGINA 
AND  EXPLODES 
TRICHOMONADS 
OFTEN  MISSED 

Too  OFTEN  AN  ORDINARY  trichomonacide  fails  to 
cure  vaginal  trichomoniasis  because  it  has  little 
or  no  effect  on  parasites  that  are  not  on  the  surface.^ 
Trichomonads  burrowed  deeply  into  the  roughened 
mucosa  survive  and  set  up  new  foci  of  infection.  In 
fact,  even  a few  hidden  trichomonads  remaining 
after  treatment  can  cause  acute  exacerbations.  \X'ith 
Vagisec®  liquid  and  jelly  you  can  overcome  this 
most  troublesome  problem. 

Penetrates  thoroughly  — This  new  and  unique  trich- 
omonacide spreads  out  and  wets  the  entire  vaginal 
surface.  It  rapidly  dissolves  mucinous  materials,  fats 
and  blood  clots. ^ It  penetrates  the  cellular  debris  that 
lines  the  vaginal  walls  and  shields  the  parasites, 
reaching  trichomonads  deep  in  their  hiding  places. 
Explodes  trichomonads  — Vagisec  liquid  actually  ex- 
plodes trichomonads  within  15  seconds  after  douche 
contact.”  Two  surface-acting  agents  and  one  chelat- 
ing agent  combine  to  weaken  the  cell  membrane, 
to  remove  the  waxes  and  lipids,  and  to  denature  the 
protein.  With  its  cell  wall  destroyed,  the  parasite  im- 
bibes water,  swells  and  e.xplodes.  All  this  occurs  within 
15  seconds.  Only  scattered  fragments  remain. 

Proves  highly  effective  — With  the  Davis  technique-t 
you  can  now  rid  patients  of  “trich,”  even  cases  that 
have  resisted  other  treatment.  Vagisec  liquid  was 
developed  as  “Carlendacide,”  by  Dr.  Carl  Henry 
Davis,  M.D.,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.^  Clinical  trials 
by  more  than  1 50  physicians  show  better  than  90  per 
cent  success.® 

Use  liguid  and  jelly—  In  the  Davis  technique,  Vagisec 
liquid  is  used  in  office  therapy.  At  the  same  time, 
liquid  and  jelly  are  prescribed  for  home  use.  They  are 
well  tolerated,  leave  no  messy  discharge  or  stain. 
Office  treatment  — Expose  vagina  with  speculum  and 
wipe  walls  dry  with  cotton  balls.  Then  wash  thor- 
oughly with  a 1:100  dilution  of  X’agisec  liquid.  Re- 
move excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  six  treatments. 

Plome  treatment— Patient  douches  with  Vagisec  liquid 
every  night  or  morning  and  then  inserts  Vagisec  jelly. 
Home  treatment  is  continued  through  two  menstrual 
periods,  but  omitted  on  office  treatment  days.  Douch- 
ing contraindicated  in  pregnancy. 


Photomicrograph  of  section  of 
epithelium  of  normal  vaginal 
mucosa,  enlarged  750  times,  sbou»s 
urtereii  surface  where  trichomonads 
hide.  V'acisec  penetrates  surface 
and  eyiplodes  organisms  in 
hard-to-reach  areas. 


One  course  of  treatment  — “If  the  treatment  has  been 
accomplished  as  directed,”  the  patient  “will  have  no 
flagellates  provided  the  infection  was  limited  to  the 
vaginal  canal ...  A few  women  have  infected  cervical, 
vestibular  or  urethral  glands  and  require  other  types 
of  treatment.”^  Gontinued  douching  with  Vagisec 
liquid  nvo  or  three  times  each  week  for  eight  to 
twelve  weeks  helps  prevent  re-infection. 

Prevents  coital  re-infection  — Infected  husbands  are 
“.  . . a potential  source  of  re-infection  in  wives  suc- 
cessfully treated.”®  Prescribe  for  your  patients  the 
protection  afforded  by  Schmid  high  quality  prophylac- 
tics. Specify  the  superior  RAMSES®  rubber  prophy- 
lactic, transparent,  tissue-thin,  yet  strong.  If  there  is 
anxiety  that  rubber  might  dull  sensation,  prescribe 
XXXX  (fourex)  ® prophylactic  skins,  of  natural 
animal  membrane,  pre-moistened. 

Active  ingredients  in  V^acisec  liquid:  Polyoxyethylene  nonyl 
phenol,  Sodium  ethylene  diamine  tetra  acetate.  Sodium  dioctyl 
siilfosuccinate.  In  addition,  Vagisec  jelly  contains  Boric  acid, 
Alcohol  5%  by  weight. 

References:  1.  Davis,  C.  H.,  and  Grand,  C.  G.;  Am.  J. 
Obst.  & Gynec.  68:559  (Aug.)  1954.  2.  Davis,  C.  H.:  J.A..M.A. 
157:126  (Jan.  8)  1955.  3.  Davis,  C.  H.:  West.  J.  Surg.  63:53 
(Feb.)  1955.  4.  Davis,  C.  H.  (Ed.) : Gynecology  and  Obstetrics 
(revision),  Hagerstown,  Vi'.  F.  Prior,  1955,  vol.  3,  chap.  7,  pp. 
23-33.  5.  Lanceley,  F.,  and  .McEntegart,  .M.  C.:  Lancet  ( :668 
(Apr.  4 1953. 

JULIUS  SCHMID,  iN'c. 

gynecological  division 

423  VC'cst  .‘'5lh  Street,  .New  York  19,  N.  Y. 

Vagisec,  RAMSES  and  XXXX  (fourex)  are 
registered  trade-marks  of  Julius  Schmid,  Inc. 
tPat.  App.  for 
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The  subway  is  taking  him  home  today.  But, 
sometime  soon,  the  depression  and  anxiety 
you  can  see  may  lead  him  to  irresponsible 
behavior,  impaired  mental  and  emotional 
health,  or  even  to  physical  illness. 

If  he  comes  to  your  office,  you’U  find  that 
Dexamyl*  can  help  you  to  relieve  his 
depressed  sense  of  “being  unable  to  do  any- 
thing right.”  ‘Dexamyl’  (a  combination  of 
dextro-amphetamine  sulfate,  S.K.F.,  and 
amo barbital)  is  smooth  and  subtle  in  action, 
helps  to  restore  a sense  of  well-being. 

In  three  dosage  forms:  tablets,  elixir, 
Spansulet  capsules. 


where  is 


Smith,  Kline  & French  Laboratories, 
Philadelphia 

•T.M.  Reg.  U.S.  Pat.  0£F. 

tT.M.  Reg.  U.S.  Pat.  Oflf.  for  sustained  release  capsules,  S.K.F, 


this  man 
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individualized 


R a u V a I 


(Rauwolfia  Serpentina) 


Rauprote 

(Rauwolfia  ■ Trademark 


Serpentina  and 
Proto  vera  trines 
A and  B 
Combined) 


Serpate 

(Reserpine)  ■ Trademark 


T rademark 


specialists 

in 

rauwolfia 

preparations 


use  of  rauwolfia  in 
the  management  of 
hypertension 


contains  all  the  therapeutically  ac- 
tive alkaloids  of  whole  powdered 
Rauwolfia  serpentina  (double-as- 
sayed) to  provide  a unique  balance 
of  hypotensive  and  sedative  bene- 
fits.* Bottles  of  100  and  1000  sugar- 
coated  tablets:  50-mg.  red  and 
100-mg.  pink  tablets. 


clinically  proved  combination  for 
moderate  or  severe  hypertension. 
Each  agent  appears  to  potentiate 
the  other’s  hypotensive  activity  and 
produce  beneficial  vasodilatation, 
tranquilization,  and  sedative  re- 
sponses with  a minimum  of  risk.^ 
Bottles  of  100  and  1000  tablets,  each 
containing  50  mg.  Rauwolfia  ser- 
pentina and  0.2  mg.  protoveratrines 
A and  B. 


presents  the  principal  crystalline 
alkaloid  of  rauwolfia... reduces  the 
“psychic  magnitude”  of  everyday 
stresses  in  patients  with  mild  or 
labile  hypertension.®  Bottles  of  100, 
500,  and  1000  scored  tablets: 

0. 1 -mg.  white,  0.25-mg.  yellow,  and 
1.0-mg.  orange  tablets. 

1.  Wilkins.  R.  W.:  Ann.  New  York  Acad.  Sc.  39:36, 

1954.  2.  Meilman.  K.:  Circulation  13:596.  1956. 

3.  Wolferth.  C.  C.:  Pennsylvania  M.  J.  59:327,  1956. 


THE  VALE  CHEMICAL  CO.,  INC. 
pharmaceuticals 

Allentown  Pennsylvania 
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Cool  comfort  for  hot  itching  dermatoses 


[hydrocortisone-calamine  lotion  a cream) 


There’s  no  waiting  for  relief  when  you  prescribe 
HYDROBALM  for  patients  with  inflammatory  and 
pruritic  dermatoses.  In  a matter  of  seconds 
HYDROBALM  suppresses  distressing  symptoms, 
hides  unsightly  lesions,  and  sets  the  stage  for 
healing.  HYDRO  BALM  — Cream  or  Lotion  — presents 
in  two  convenient,  delicately  scented,  water- 
washable  flesh-tone  greaseless  vehicles,  A thera- 
peutically proved  agents  : ‘Hydrocortone’  (Hydro- 
cortisone, U.S.P.)  — 0.5% — to  suppress  inflamma- 
tion. Calamine— 8% — to  soothe  and  protect  inflamed 
skin.  Benzocaine  — 3% — to  relieve  itching  and  pain. 
Hexylated  Metacresol  — 0.05%  — for  antisepsis. 

Supplied  : Topical  Lotion  HYOROBALM  — in  15-cc.  and  30-cc.  handy,  purse-size,  plastic  squeeze 
bottles.  Topical  Cream  HYDROBALM— in  S-Gm.,  15-Gm.  and  30-Gm.  tubes. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC..  PHILADELPHIA  1,  PA. 
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60  t< 


DP 


Sizt 


HIGH  POTENCY  PENICILLIN 
LEVELS... IN  TASTEFUL 


Strawberry 

flavor 


with  Triple  Sulfonamides 


TRIFONACIL-250  provides,  in  convenient  oral  dosage 
form,  high  potency  penicillin  levels,  in  combination  with 
the  triple  sulfapyrimidines.  Its  appealing  strawberry  flavor 
assures  acceptance,  particularly  by  children.  Provides  in 
one  formula  the  desirable  dependable  oral  penicillin-triple 
sulfas  therapy  so  often  needed  for  prompt  control  of  a wide 
range  of  infections. 


S(»1UM  CltMTi). 

SULFADIAZINE 

SULFAMEtNAZiNE 

caution  ; 

OISFENSINS  wiiHOU 


physicians 


AClljJ 


TRIFONACIL  250 

Buffered  Penicillin  G Potassium 


CLINICAL  SAMPLES  AND  LITERATURE  ON  REQUEST 
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i-'-y ... 


for  your  1 


Rheumatoid  Arthritis 


patient 


the  first 
and  only 
ataraxic- 
corticoid 


for  the  objective  symptoms 
for  the  subjective  distress 


prednisolone  and  hydroxyzine 

provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electrolyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 


FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS . . . 
AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
ASTHMA.  INFLAMMATORY  DERMATOSES. 

S 

Supplied:  Each  green,  scored 
Ataraxoid  Tablet  contains  5 mg,  prednisolone 
(Sterane)  and  10  mg.  hydroxyzine  hydro- 
chloride (Atarax  ) . Bottles  of  30  and  100 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


zer 


*Traa*mark 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 


Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 


Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 


NEOHYDRIN 


BRAND  or  CHLORMERODRIN  (le.s  mg.  of  s-chloromercurI'Z'METhoxy-propylurea 

EQUIVALENT  TO  10  HG.  OF  NON*IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCU HYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02l5e 


26 


Virginia  Medical  Monthly 


USE 

POLYSPORIN- 


POLYMYXIN  B’-BACITRACIN  OINTMENT 


M& 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/»  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  y. 
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all  latitudes...all  longitudes 


ACHROMYCIN*  Tetracycline ...  by  demonstrating  its  clinical 
competence  in  the  frequently  encountered  infections  has  achieved 
a phenomenal  record  among  antibiotics  the  world  over. 

ACHROMYCIN  consistently  proves  its  — 

EFFECTIVENESS 

• quick  control  of  infections  commonly  seen  in  clinical  practice 

• rapid  development  of  high  blood  levels 

• prompt  penetration  of  tissue  and  body  fluids 

SAFETY 

• freedom  from  dangerous  toxic  reactions 

• minimal  side  effects 

VERSATILITY 

• proved  in  over  50  diseases 

• wide  variety  of  dosage  forms  to  facilitate  control  of  infections 
at  any  site 

ECONOMY 

• low  recommended  dosage  — a 250  mg.  capsule  q.i.d.  provides 
full  tetracycline  effect 

• special  laboratory  procedures  not  required 


ACHROMYCIN. ..ACKNOWLEDGED  FOR  COMPETENCE 


I_EDERI_E  laboratories  division.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 

*Reg.  U.S.  Pat.  Off. 


for  normal,  healthy,  comfortahle  pregnancies 


aifitif 

Z.HC  -a- 

ff| . '•* 

js  C4W 


100  CAPSOies 


100  C* 


PRECALCIH 


A oinA«T 

AHD  UCIATION 


la,  '*• 


w.  " 


450  00  »l 
5000USP  On>fs 
■ 400USP  0"*'' 
3 00  mg 
200  mg 
JO  00  mg 

30  00  mg 
2 50  mg 
1 00  mg 

3J  mg 
100  meg 
lOOOO  mg 


I. 

»*i  v-”"  ' ' 


si''*' 


tuiN  A tfp'*”;.  \ 

IMIN  D,. 

miNE. 


H«fOt  ^ 
)0»lN£  HO  . 

mi,  core 


®oM  ' 


"saucONMf 


jj  CM»J'  5“"'  „s  \ M,p«  om 

in<  A4  «t 

fi.<y«  I”  ‘ . _ . 


DOS' ' 


PHOSPHORUS-FREE,  HIGH-POTENCY 
DRY-FILL  CAPSULES  WITH  “BUILT-IN" 
ANTIANEMIA  FACTORS 

LABORATORIES.  INC.,  MOUNT  VERNON,  N.  Y.,  U.  S.  A. 
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The  Well-Proportioned 
Nutrients  in 
Enriched  Bread 


Equally  Important  in 


Diets  Moderately  Low  in  Fat 


Ihe  added  nutrients  in  Enriched  Bread  are  chosen  qualitatively  and 
quantitatively  because  of  their  importance  in  everyday  nutrition.  They 
have  proved  equally  advantageous  when  dietary  adjustment  is  indicated 
for  therapeutic  purposes. 

In  low-fat  diets  prescribed  for  many  patients  with  coronary  arterioscle- 
rosis, gallbladder  disease,  hyperhpemia,  obesity,  and  allied  conditions, 
the  proportions  of  the  nutrients  in  enriched  bread  are  especially  significant. 

The  fat  content  of  enriched  bread  approximates  only  3 per  cent,  and  its 
cholesterol  content  is  negligible.  This  feature  and,  in  addition,  its  well- 
balanced  proportions  of  essential  nutrients  qualify  enriched  bread  as  an 
important  constituent  of  low-fat  diets. 


Six  slices  of  the  average  enriched  bread,  containing  4 per  cent  added 
nonfat  dry  rmlk,  provide  12  grams  of  good  quahty  protein  (^flour  protein 
supplemented  with  milk  protein),  0.36  mg.  of  thiamine,  0.26  mg.  of 
riboflavin,  3.35  mg.  of  niacin,  3.5  mg.  of  iron,  and  126  mg.  of  calcium — 
from  16  to  29  per  cent  of  the  adult  patient’s  daily  needs  for  each  of 
these  nutrients.  Yet  six  slices  of  enriched  bread  supply  only  19  per  cent 
of  the  nutrient  energy  of  a 2,000-calorie  diet. 


THE  VIRGINIA  BAKERS  COUNCIL 

In  co-operation  with 

THE  AMERICAN  BAKERS  ASSOCIATION 


/The  nutritional  statements  made  in  this 
advertisement  have  been  reviewed  by  the 
Council  on  Foods  and  Nutrition  of  the  Amer- 
ican Medical  Association  and  found  consistent 
with  current  authoritative  medical  opinion. 
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when  dandruff  stands  out  as  a sig 

prescribe  SEBIZON  1 

Lotion 

for  an  extra  therapeutic  dividend 


a method  of  choice  for  rapid  control  of 

seborrhea  of  the  scalp  and  seborrheic  der- 
matitis in  children  as  well  as  adults. ..no 
complicated  shampoo  or  timing  proce- 
dures: patient  rubs  in  Sebizon  any  time 
of  the  day,  washes  out  when  convenient 
...acts  as  hair  dressing:  no  odor,  no  oily 
or  greasy  residue,  no  tinting  of  hair. 

especially  useful  when  dandruff  escapes 
control  again 

a ntiseborrheic  and  anti-infective 

Se  bizon  is  a cream-type  vanishing  lotion 
containing  10%  sulfacetamide  sodium. 


available  on  prescription  only  in  3 oz.  plastic  squeeze 
tube. 


Sebizon.S  antiseborrheic  preparation. 
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Comparison  of  stability  of  penicillin  G and  penicillin  V in  acid  media 

after  10  min.,  65%  of  penicillin  G is  destroyed 


MINUTES 

10 


10- 

20- 

30- 

40- 

50- 

60- 


after  30  min.,  86%  of  penicillin  G is  destroyed 


after  60  min.,  99%  of  penicillin  G is  destroyed 


after  60  min.,  no  detectable  loss  in  potency  of  penicillin  V 


The  penicillins  have  been  subjected~to  a pH 
of  1.5  at  37°C.  at  the  stated  time  intervals. 


The  penicillin  designed  specifically  for  oral  administration 

V-CILLIN 

(Penicillin  V,  Lilly) 


Dosage:  125  to  250  mg.  {200,000 
to  400,000  units)  t.i.d. 

Supplied:  Pulvules — 125  and 
250  mg. 

Pediatric  suspensions — 125  and 
250  mg.  per  5-cc.  teaspoonful 

Also,  'V-Cillin-Sulfa’  {Penicil- 
lin V with  Triple  Sulfas,  Lilly), 
tablets  and  pediatric  suspension 


'V-Cillin’  is  the  only  penicillin  that  passes 
through  the  stomach  without  significant  loss  of 
potency  and  is  rapidly  absorbed  in  the  duo- 
denum. Thus,  'V-Cillin’  usually  gives  you  a 
chnical  dependability  comparable  to  that  of 
parenteral  penicillin.  In  fact,  the  literature  gen- 
erally agrees  that  'V-CHlin’  can  be  effectively 
and  safely  used  in  many  conditions  previously 
treated  parenterally. 
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Guest  Editorial . . . . 


Surgical  Relief  of  Severe  Intractable  Pain 

'Tj'VERY  PRACTICING  physician,  whether  a generalist  or  a specialist,  meets 
almost  daily  problems  of  severe  intractable  pain.  Occasionally,  it  is  useful  to 
summarize  our  present  knowledge  about  the  types  of  such  pain  and  their  relief, 
surgical  or  otherwise,  so  that  this  information  may  be  as  widespread  as  possible, 
thus  enabling  these  sufferers  to  obtain  prompt  relief. 

There  is  no  question  that  the  best  way  to  relieve  pain  of  severe  intractable  malig- 
nancy is  by  dividing  the  afferent  nerves  from  the  area  of  the  malignancy  to  the 
central  nervous  system.  This  includes  posterior  rhizotomy  and  cordotomy  (devised 
by  Frazier  and  Spiller  in  1912)  at  various  levels.  The  statements  in  this  article 
refer  to  pain  not  necessarily  malignant  but  unrelievable  by  any  surgical  procedures 
directed  toward  eradication  of  the  primary  disease.  In  recent  years,  we  have  found 
in  our  clinic  that  cervical  cordotomy  often  serv'es  even  better  than  thoracic  cor- 
dotomy in  relieving  the  unfortunate  individual  with  primary  or  metastatic  carcinoma. 
In  the  first  place,  one  wishes  to  do  only  one  major  procedure  for  pain  relief  in 
these  patients  if  at  all  possible.  Therefore,  provided  the  risk  is  no  greater,  the 
higher  the  section  in  the  cord  is  made  the  better  as  it  takes  care  of  any  subsequent 
spread  of  the  malignancy  upward.  Furthermore,  the  patients  seem  to  do  just  as 
well  with  the  upper  cervical  section  (at  the  second  to  the  fourth  cervical  vertebral 
level)  of  the  spinothalamic  tract  as  they  do  with  the  upper  thoracic  section  and 
perhaps  have  less  bladder  difficulty  post-operatively  with  the  bilateral  cervical  oper- 
ation than  with  the  bilateral  thoracic  cordotomy.  Light  touch  is  preserved  post- 
operatively  as  is  motor  power  in  all  extremities.  Cervical  cordotomy  does  not,  how- 
ever, give  the  patient  quite  a high  enough  level  to  take  care  of  malignant  pain  in 
the  shoulder  and  upper  chest.  This  locale  requires  an  associated  homolateral  posterior 
rhizotomy  at  the  same  time  and  through  identical  exposure  that  the  contralateral 
cordotomy  is  done.  This  applies  particularly  to  carcinoma  of  the  breast  that  has 
invaded  the  brachial  plexus  and  axilla  and  to  superior  sulcus  pulmonary  tumor 
(Tancoast  tumor).  We  believe  that  the  section  of  afferent  roots  and/or  cordotomy 
is  far  superior,  as  a rule,  to  sympathectomy  or  lobotomy  in  cases  of  pain  due  to 
malignancy.  It  is  true  that  in  some  of  the  malignancies,  that  are  perhaps  considered 
too  far  advanced  to  have  the  patient  submitted  to  cordotomy,  they  still  will  obtain 
definite  relief  from  a bilateral  anterior  frontal  lobotomy  (so-called  “pre-frontal” 
lobotomy),  especially  if  narcotic  addiction  is  fixed  at  the  time  of  operation.  Cor- 
dotomy is  also  occasionally  helpful  in  patients  with  non-malignant  conditions,  such 
as  severe  sjwndylitis  with  intractable  unilateral  or  bilateral  hip  or  leg  pain  not 
relieved  by  orthopedic  management. 

S^’mpathectomy  is  particularly  helpful  in  obscure  visceral  pain  in  the  liver,  kidney 
and  pancreas.  We  have  had  a number  of  cases  of  this  category  in  which  there  was 
marked  relief  of  pain  by  thoracic  sympathectomy  combined  with  splanchnicectomy  on 
the  affected  side.  This  includes  pain  in  the  ureter  from  inflammatory  stricture  and 
also  in  certain  cases  of  pancreatitis  in  which  latter  disease  bilateral  thoracic  sym- 
pathectomy may  be  necessary.  Sympathectomy  is  also  occasionally  utilized  in  phan- 


tom  limb  pain  (see  below)  and  in  causalgic  states,  especially  if  done  early,  and  in 
amputation  stump  pain.  The  results  here  are  not  universally  as  good  as  in  abdom- 
inal visceral  discomfort  and  the  vascular  syndromes  (Buerger's  and  Raynaud’s  dis- 
ease). Sympathectomy  is  also  of  value  in  other  vascular  pain  such  as  intermittent 
claudication  of  the  legs  and  termin'al  digit  or  "rest”  pain  in  the  feet. 

In  some  of  the  malignant  cases,  particularly  from  the  cervix,  uterus,  prostate  and 
rectum  when  the  disease  is  far  advanced  and  bilateral  in  the  pelvis,  and  there  may 
be  pulmonary  metastases  with  severe  intractable  pain  in  the  lower  portion  of  the 
trunk  and  legs,  subarachnoid  alcohol  in  the  lumbar  area  is  very  helpful  and  often 
will  dramatically  relieve  the  patient  of  severe  bilateral  hip,  perineal  and  leg  pain. 
This  is.  of  course,  a minor  procedure  carried  out  in  the  patient's  room  via  ordinary 
lumbar  puncture  and  may  be  repeated  in  a few  days  if  necessary,  .\nother  rather 
minor  procedure  carried  out  in  some  clinics  in  an  occasional  case  is  repeated  instil- 
lation of  two  per  cent  procaine  deeply  in  each  frontal  lobe  of  the  brain  through 
simple  burr  openings  in  the  skull  with  exellent  results  having  been  reported. 

For  the  very  distressing  malignancies  of  the  mouth,  face,  neck  and  head,  a major 
procedure  consisting  of  the  division  of  the  fifth  and  ninth  cranial  nerves,  a portion 
of  the  vagus  and  tlie  upper  posterior  cervical  roots  on  the  same  side  is  necessar}-  to 
relieve  the  patient  entirely  of  his  pain.  This  particularly  applies  to  lesions  such  as 
carcinoma  of  the  tongue,  soft  palate,  gum,  antrum  and  oral  cavity  confined  mostly 
to  one  side.  These  patients  are  greatly  relieved  by  this  major  procedure  (which 
includes  a combined  cerebello-upper  cenical  cord  exposure  on  one  side)  and  it  is 
remarkable  how  well  they  tolerate  it  even  in  the  later  decades  of  life,  often  being 
ambulatory  a few  days  postoperatively. 

Phantom  limb  pain  has  intrigued  neurologists  for  a century  or  more.  Our 
method  of  handling  it  now  is  as  follows;  first  a spinal  anesthesia  is  done  and  if 
the  jxitient  is  certain  that  the  pain  is  relieved  for  the  duration  of  the  anesthesia, 
cordotomy  should  effect  permanent  relief.  However,  in  case  of  doubt,  sympathetic 
lumbar  blocks  should  also  be  tried  with  novocaine  and  if  this  gives  definite  temporary 
relief,  lumbar  sympathectomy,  theoretically  at  least,  should  relieve  the  patient.  If 
neither  of  these  procedures  appear  indicated,  frontal  lobotomy  or  sensory  cortex 
ablation  would  be  warranted. 

These  same  procedures,  sympathectomy  especially,  are  applicable  to  causalgic  pain 
in  incomplete  nerve  injuries  particularly  of  the  lower  extremities.  The  most  effective 
treatment  is  selected  in  the  same  manner  as  advocated  for  phantom  limb  pain.  If 
the  syndrome  of  “sympathetic'’  pain  has  been  present  a long  time,  it  will  probably 
be  necessary,  before  a satisfactory  result  is  obtained,  to  carry  out  a bilateral  frontal 
lobotomy. 

Intercostal  neurectomies  or  posterior  rhizotomy  relieve  certain  patients  with  severe 
intractable  pain  from  laparotomy  or  other  scars  and  localized  spondylitis,  especially 
of  the  thoracic  spine,  with  peripheral  trunk  pain.  Peripheral  mrve  crush  in  ankles 
and  feet  relieves  arteriosclerotic  pain  and  that  due  to  Buerger's  disease  in  selected 
cases. 

The  above  statements  constitute  the  evereday  methods  of  handling  pain  problems 
in  our  clinic  today  although  it  must  be  said  that  in  other  clinics  sympathectomy  may 
be  used  more  widely  than  cordotomy  and  rhizotom}',  or  lobotomy  more  than  cordotomy, 
depending  upon  the  experience  and  inclination  of  the  individual  surgeons  of  those 
clinics.  A\'ith  the  many  surgical  procedures  (outlined  above)  available  today,  it 
is  rare,  indeed,  that  some  effective  operation  or  procedure  cannot  be  utilized  and  carried 
to  a satisfactory-  conclusion  in  the  individual  case  of  severe  intractable  pain. 

J.  M.  Meredith,  M.D. 

Editor’s  Note:  Dr.  Meredith  is  surgeon-in-chief  of  the  Department  of  Neurological  Surgery, 
Medical  College  of  Virginia,  Hospital  Division. 
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Bronchitis  and  Emphysema 


E.  E.  MENEEEE,  Jr.,  M.D. 
Durham,  North  Carolina 


TT  IS  HARDLY  NECESSARY  to  discuss  the 
signs  and  symptoms  of  bronchitis  with  this  group. 
We  in  teaching  institutions,  as  you  know,  have  to 
emphasize  to  our  undergraduate  medical  students 
that  cough  is  frequently  a symptom  of  tuberculosis, 
bronchiectasis,  bronchogenic  carcinoma,  or  other 
serious  pulmonarj-  disease.  You  know  that  faced 
with  cough  one  always  rules  out  these  more  dramatic 
diseases,  but  the  vast  majority  of  patients  with  such 
symptoms  end  up  with  a diagnosis  of  simple  bron- 
chitis. Bronchitis  is  a variable  disease.  For  ex- 
ample, in  Great  Britain  it  has  a high  mortality  rate 
while  in  the  Lmited  States  we  have  a mortality 
rate  of  about  l/60th  of  the  English.  Nevertheless, 
even  with  a low  rate,  I believe  that  bronchitis  not 
infrequently  leads  to  complications  of  a really  sig- 
nificant nature. 

I would  like  for  you  to  think  of  bronchitis,  at 
least  for  the  moment,  as  either  irritation  or  inflam- 
mation of  the  bronchi  and  brcnchioles.  Certainly 
the  purest  among  you  may  object  to  this  and  will 
obviously  point  out  that  irritation  can  and  does  lead 
to  inflammation.  On  the  other  hand,  I think  we 
so  frequently  think  of  an  inflammatory  reaction  as 
being  purely  infectious  that  occasionally  we  lose 
sight  of  the  irritative  phenomenon  and  the  part  it 
plays. 

We  might  divide  the  etiology  of  this  disease  into 
several  different  phases,  and,  when  we  do,  it  makes 
the  entire  problem  come  more  easily  and  sharply 
into  focus.  Certainly  infection  is  a frequent  and 
important  cause  of  bronchitis.  When  one  realizes 
that  we  ordinarily,  in  a resting  state,  breathe  in  and 
out  approximately  600,000  cc.  of  air  per  hour,  and 
that  this  air,  e.xcept  in  extraordinarily  rare  instances, 
must  contain  bacteria,  fungi  and  viruses  as  well 
as  “the  normal  flora  of  the  nose  and  throat”,  it  is 
simply  amazing  that  infection  in  the  air  passages 
is  not  constantly  present.  It  is  obvious  that  the 
defense  mechanism  of  the  lung  is  extraordinarily 
good.  Among  defenses  we  might  note  the  mechani- 
cal factor,  such  as  the  ciliated  epithelium  with  their 
sweeping  motion,  the  cough  reflex  which  is  primarily 
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designed  to  clear  the  bronchi,  and  the  peristaltic 
action  of  the  bronchi  themselves.  In  addition  to 
these  we  have  the  so-called  tissue  and  cellular  im- 
munity which  is  rather  poorly  understood,  ljut  never- 
theless real. 

.•\ncther  frequent  cause  of  bronchitis  is  allergy. 
Basically  such  allergic  responses  might  be  described 
as  causing  (a)  contraction  of  the  muscles  of  the 
bronchi  and  bronchioles,  (b)  edema  of  the  mucosa 
of  these  air  passages,  and  (c)  production  of  thick 
mucus.  It  is  quite  evident  that  all  of  these  inter- 
fere with  the  normal  defense  mechanism  and,  there- 
fore, in  addition  to  the  purely  allergic  factors  in- 
fection may  well  become  superimposed. 

Finally,  and  perhaps  most  important  in  the  minds 
of  a good  number  of  people  is  irritation.  Y’e  are 
all  aware  that  certain  chemicals,  such  as  chlorine 
or  sulphurdioxide  cause  intense  irritation  of  the 
brcnchial  mucosa.  Plain  dust  is  frecjuently  an 
irritating  substance  and  dust  and  dirt  from  indus- 
trial plants,  such  as  silica,  fluorides,  industrial  gases, 
fumes  and  smoke,  all  may  and  do  play  an  important 
part.  Perhaps  the  greatest  and  the  one  that  is  most 
frequent  is  tobacco  smoke.  Climate  also  plays  an 
important,  although  again  not  clearly  understood, 
role.  Finally,  there  are  such  things  as  aspiration 
secondary  to  cardiospasm  or  diverticula  of  the  eso- 
phagus; or,  perhaps  more  commonly,  due  to  mineral 
oil  used  either  as  a laxative  or  nasal  spray.  In 
brief,  the  etiology  of  bronchitis  may  be  infectious, 
allergic,  or  irritative.  \Miich  one  of  these  is  of  the 
greatest  importance  I am  unable  to  say.  My  friends 
who  are  allergists  constantly  emphasize  to  me  their 
problems  and  their  findings,  and  I must  say  that  I 
am  impressed  with  their  reports  and  their  ability 
to  help  the  patient.  On  the  other  hand.  Fry  in  the 
British  Medical  Journal  in  1954  reviewed  the  prob- 
lem and  he  felt,  at  least  in  Great  Britain,  that 
climate  and  atmosphere,  particularly  the  industrial 
atmosphere,  were  of  prime  importance.  Phillips 
in  the  August  issue  of  the  Annals  of  Internal  Medi- 
cine, 1956,  reported  the  study  of  974  patients  who 
lived  and  worked  in  an  industrial  section  of  West 
Virginia  and  whose  work  kept  them  much  exposed  to 
gases,  fumes,  silica,  etc.,  as  well  as  great  tempera- 
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ture  changes.  He  found  only  3 1 % of  these  had 
cough  and  bronchitis.  They  in  turn  were  compared 
to  a group  of  300  veterans  in  the  New  England 
states  coming  from  rural  and  small  urban  vicinities 
where  there  were  no  adverse  conditions  in  the  at- 
mosphere. All  these  smoked,  however,  and  Phillips 
found  that  44%  had  cough  and  bronchitis.  There- 
fore, he  concluded  that  cigarettes  were  the  greatest 
cause  of  this  disease.  Another  report  in  the  New 
England  Journal  of  Medicine  in  January  1956  rated 
smoking  as  the  most  important  factor  in  bronchitis. 
Just  to  make  it  interesting,  however,  Finke,  report- 
ing in  the  Journal  of  the  American  Medical  Associa- 
tion in  1953,  felt  that  infection  was  by  far  the  most 
important  cause  of  bronchitis.  He  carefully  followed 
100  children  from  Rochester,  New  York,  and  ob- 
viously none  of  them  were  smokers.  These  children 
had  repeated  respirator}-  infections,  were  under- 
weight, under  par,  and  suffered  with  chronic  recur- 
rent bronchitis.  Y ith  much  more  vigorous  treatment 
than  was  usually  given  he  felt  that  striking  improve- 
ment was  obtained  and  that  a definite  change  in 
the  usual  course  of  the  disease  was  accomplished. 
It  is  apparent  that  you  can  find  articles  emphasizing 
either  infection,  irritation  or  allergy  as  the  primary 
cause.  Basically,  I think  all  factors  are  important 
and  I firmly  believe  that  we  have  to  look  at  this 
from  every  angle. 

Regarding  the  treatment  of  such  disease,  I think 
the  first  thing  one  should  do  is  to  try  to  eliminate 
the  offending  substances,  whether  it  be  smoke,  in- 
du.strial  air  pollution,  house  dust,  allergic  factors, 
or  infection.  A great  deal  of  attention  must  be  paid, 
I think,  to  the  relief  of  the  cough.  On  the  other 
hand,  we  must  remember  a cough  is  a physiologic 
and  protective  affair  and  it  is  not  wise  to  try  to 
abolish  it  completely.  Constant  cough,  however,  is 
irritating  and  obviously  disturbing  to  sleep  and 
rest.  Codeine  is  still  the  drug  of  choice  when 
properly  used.  We  would  certainly  advise  vigorous 
attack  upon  any  infection  by  the  use  of  antibiotics, 
and,  as  pointed  out  by-  Finke,  the  usual  two  to  three 
day  treatment  is  not  sufficient.  These  patients 
should  be  treated  for  at  least  two  weeks  or  longer 
if  necessary.  Adequate  drainage  is  highly  impor- 
tant. I think  that  all  agree  that  steam  and  wetting 
agents  are  extremely  helpful,  particularly  in  the  dry- 
winter  months.  From  time  immemorial  potassium 
iodide  and  ammonium  chloride  have  been  used  to 
liquefy  the  sputum.  For  the  relief  of  spasm  of  the 
bronchi,  which  so  frequently-  accompanies  inflamma- 
tion, we  use  aminophy-lline  or  ephedrine  or  com- 


binations of  the  two.  Postural  drainage  is  helpful 
in  bronchitis  as  well  as  in  bronchiectasis.  Climate 
is  certainly-  important  and  in  general  I think  that 
a uniformly-  mild  temperature  is  highly  desirable. 
If  this  can  be  combined  with  a comparatively  dry- 
climate  the  results  are  usually  good,  although  I 
should  like  to  emphasize  that  each  person  must  be 
treated  as  an  individual  and  it  is  never  wise  to  urge 
one  to  make  a definite  geographical  change  without 
adequate  trial  of  a temporary-  nature.  Finally,  of 
course,  the  use  of  autogenous  vaccines  and  desensi- 
tization therapy  may  be  the  key  to  success.  Once 
again  I would  like  to  emphasize  that  bronchitis 
per  se,  at  least  in  this  country-,  is  not  a serious 
disease.  It  does,  however,  tend  to  be  recurrent, 
often  chronic,  and  not  infrequently-  leads  to  com- 
plications such  as  pneumonia,  atelectasis,  peribron- 
chitis, bronchiectasis,  and  emphysema. 

Emphy-sema,  to  my-  mind,  is  one  of  the  most 
neglected  and  discouraging  of  all  of  the  diseases 
and  yet  one  which  we  have  to  face.  I am  referring 
to  the  so-called  chronic  obstructive  emphy-sema,  not 
the  senile  or  postural  type  which  usually  can  be 
ignored.  The  actual  cause  of  emphy-sema  is  again 
basically-  unknown.  It  certainly-  is  most  common  in 
males  of  age  45  or  over,  frequently-  in  those  with 
a history  of  asthma,  and  more  frequently-  in  those 
who  have  had  bronchitis  for  y-ears.  Like  so  many 
diseases  it  is  insidious  in  onset,  slowly-  progressive 
over  a period  of  years,  and  unfortunately  may-  go 
on  to  the  point  of  total  incapacity.  It  is  rarely- 
treated  vigorously-  until  the  later  stages  are  noted 
when  it  is  really  too  late  to  accomplish  much. 

The  fundamental  lesion  in  emphysema  is  probably 
obstruction  to  the  smaller  air  channels,  which  is 
followed  by  loss  of  elasticity-  and  rupture  of  the 
alveolar  spaces.  On  physical  examination  the 
usual  findings  are  increased  PA  diameter  of  the 
chest  or  barrel  chest  with  expansion  rather  limited 
and  diaphragmatic  movements  poor.  The  ribs  tend 
to  be  held  in  a high  position  and  are  wide  apart. 
Breath  sounds  are  faint  and  rhonchi  may  or  may 
not  be  present.  At  autopsy-  the  lungs  are  found  to 
be  voluminous  and  do  not  collapse.  The  capillaries 
are  narrowed,  the  alveolar  spaces  are  ruptured  and 
the  capillary-  bed  is  decreased.  Pulmonary-  arteries 
are  frequently-  sclerosed.  Clinically-  we  may-  see,  before 
death,  as  a complication  in  the  far  advanced  cases, 
cor  pulmonale  with  heart  failure,  and  also  occa- 
sionally- hy-pertrophy  of  the  left  ventricle  due  to 
unknown  causes.  X-rays  of  the  chest  show  increased 
translucency  and  occasionally-  bullae.  From  the 
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functional  standpoint,  in  addition  to  the  loss  of 
elasticity,  there  is  definite  increase  of  lung  volume 
and  increase  of  residual  air,  prolongation  of  expira- 
tion, and  decreased  maximum  breathing  capacity. 
Vital  capacity  may  not  be  very  much  decreased,  but 
the  amount  one  can  expire  in  a given  limit  of  time, 
say  three  seconds,  is  markedly  decreased.  In  the 
later  stages  vve  may  notice  laboratory  findings  of 
increased  hemoglobin  of  17  gm.  to  20  gm.,  or  red 
counts  above  six  million. 

Occasionally  the  earlier  stages  are  difficult  to 
diagnose,  \^'hen  in  doubt  we  should  turn  to  our 
friends  the  pulmonary  physiologists  and  their  lab- 
oratory for  diagnostic  study  and  help.  In  general, 
however,  a history  of  chronic  cough,  slowly  increas- 
ing shortness  of  breath,  and  occasional  slight  wheeze 
is  enough  to  make  the  diagnosis. 

Unfortunately,  there  is  no  simple,  effective,  easy 
therapy  of  this  disease.  Neverthless,  we  have  to 
face  the  problem  as  we  do  in  many  other  diseases 
without  adequate  treatment.  Too  often  the  early 
signs  are  ignored  or  glossed  over.  It  should  be 
clearly  understood  by  both  the  patient  and  the  phy- 
sician that  once  it  is  well  developed  it  is  impossible 
to  return  the  lung  to  normal.  Ordinarily  in  good 
health  we  have  considerable  pulmonary  reserve  so 
that  even  if  we  lose  a certain  amount  of  this  reserve 
we  still  can  lead  an  active  and  useful  life.  It  is, 
therefore,  imperative  that  therapy  should  be  insti- 
tuted before  this  reserve  is  too  markedly  diminished. 
Too  often,  “the  barn  is  locked  after  the  horse  is 
stolen.” 

I am  not  sure  of  the  exact  role  of  tobacco  in 
carcinoma  of  the  lung  nor  even  in  bronchitis  as  we 
have  just  discussed.  Certainly,  however,  one  who 
has  bronchitis  should  stop  smoking  and  one  who 
develops  the  earliest  signs  or  evidence  of  emphy- 
sema should  stop  tobacco  smoking  in  any  or  all 
forms.  Shifting  to  filtered  cigarettes,  pipes,  cigars, 
etc.,  will  not  help,  \^’^e  at  Duke  have  been  convinced 
of  the  importance  of  this  for  at  least  the  past  ten 
years.  I must  confess  that  I thought  this  was  well 
recognized  and  accepted  in  most  parts  of  the  coun- 
tr)’.  I was  somewhat  surprised  to  see  in  the  August 
1956  issue  of  the  Annals  of  Internal  Medicine  an 
article  calling  attention  to  evidence  which  the  authors 
felt  definitely  proved  that  smoking  was  a major  cause 
of  emphysema.  We  have  repeatedly  stated  during 
the  past  ten  years  that  allowing  a patient  with  early 
emphysema  to  smoke  was  like  telling  a patient  with 
early  cirrhosis  to  go  right  ahead  and  drink.  I know 
how  difficult  it  is  for  both  the  patient  and  physician 


to  take  a firm  stand.  I have  gone  througli  this  entire 
situation  personally,  as  well  as  professionally.  There 
is  no  easy  way  for  the  doctor  or  the  patient.  We 
bluntly  tell  our  patients,  “make  up  your  mind 
whether  you  would  rather  smoke  or  breathe.” 

Therapy  should  certainly  take  into  consideration 
the  treatment  of  asthma  if  it  is  present.  If  bron- 
chitis is  the  underlying  cause,  as  it  so  frequently  is, 
it  should  be  vigorously  treated.  We  should  get  the 
patient  to  avoid  other  irritants  as  well  as  tobacco. 
We  believe  mild  physical  exercise  in  order  to  keep 
the  muscles  toned  up  and  the  general  condition 
of  the  body  good  is  desirable,  but  at  the  same  time 
we  feel  that  the  patient  should  avoid  the  degree  of 
e.xercise  that  causes  severe  dyspnea.  The  so-called 
emphysema  belts  have  frequently  been  advocated, 
but  they  are  uncomfortable  and  rarely  of  any  help. 
Climate  is  important  also  for  the  patient  with 
emphysema  but  once  again  it  should  be  pointed  out 
that  this  is  an  individual  affair  and  what  suits  one 
will  not  necessarily  agree  with  another.  In  general, 
these  patients  should  live  at  altitudes  of  no  more 
than  ,1,000  feet  in  a temperate  zone,  preferably  rather 
dry.  Pneumoperitoneum  has  been  advocated  by  some 
in  an  effort  to  raise  the  diaphragms  and  make  for 
better  diaphragmatic  excursions.  We  have  had  only 
limited  experience  with  this  but  have  not  been  par- 
ticularly favorably  impressed.  We  do  believe  that 
breathing  exercises  are  cjuite  helpful  and  we  use 
these  routinely.  We  also  think  that  aerosol  therajiy 
is  helpful,  in  the  form  of  Isuprel  and  Alevaire  in 
combination.  Occasionally  these  are  used  with  hand 
atomizers  but  in  general  the  power  pumps  such  as 
put  out  by  the  DeVilbiss  Company,  or  tanks  of 
compressed  air  or  oxygen  are  preferable.  In  the 
past  few  years  intermittent  positive  pressure  breath- 
ing, such  as  obtained  by  either  the  Bennett  or 
valves  have  proven  beneficial  and  helpful.  However, 
such  treatments  must  be  carried  on  several  times  a 
day  over  a period  of  months.  Ephedrine  by  mouth 
or  aminophylline  per  rectum  is  helpful,  particularly 
if  there  is  any  evidence  of  spasm  of  the  bronchi. 
Again  potassium  iodides  and  other  expectorants  may 
be  used. 

It  is  our  impression  that  with  any  upper  respira- 
tory infections  antibiotics  should  be  used  and  used 
vigorously,  and  for  an  adequate  period.  Steroids 
are  frequently  employed,  and  we  used  . prednisone 
and  prednisolone  and  we  have  found  them  par- 
ticularly helpful  if  there  is  much  bronchial  spasm. 
In  other  patients,  however,  they  are  frequently  dis- 
appointing. I should  inject  a word  of  caution  here 
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in  that  cnce  a patient  starts  on  steroids  he  is 
rarely  able  to  stop  them  and,  as  you  well  know,  there 
are  occasionally  complications  due  to  the  drug  itself, 
not  to  mention  the  expense.  In  the  advanced  stages 
when  cardiac  failure  takes  {dace,  digitalization,  low 
sodium  diets,  and  diuretics  are  all  indicated.  Oxy- 
gen given  by  a mask  is  of  great  subjective  relief. 
^^’e  do  not  hesitate  to  use  it  when  it  is  really  needed 
but  I must  say  that  it  is  rather  easy  for  patients 
to  become  addicted  to  oxygen  and  get  completely 
dejjendent  on  it  and  unable  to  get  along  without  it, 
which  ends  uj3  as  an  expensive  and  prolonged  form 


of  s}mptomatic  therapy.  Also  with  oxygen  use, 
carbon  dioxide  narcosis  may  occur,  especially  if 
sedatives  are  used. 

In  brief,  the  disease  must  be  recognized  early  and 
treated  vigorously  with  all  the  wea{ions  at  our  com- 
mand, for  if  an  all  out  effort  is  not  made  we  can 
expect  {joor  results  with  the  possible  eventual  devel- 
opment of  a {)ulmonar}’  crijjj^le. 
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Campaign  Against  Accidental  Poisoning 


INIedical  and  nonmedical  peojDle  have  banded  to- 
gether in  a new  all-out  war  against  accidental  poison- 
ing, which  has  killed  some  15,000  Americans,  in- 
cluding 5,000  children  in  the  j^ast  decade.  The 
latest  develo{)ments  in  the  intensive  campaign  were 
outlined  in  a sjjecial  article  in  the  January  12 
Journal  of  the  American  Medical  Association. 

Much  jirogress  has  already  been  made  in  the  fight 
to  reduce  accidental  poisoning.  Ten  years  ago  it 
was  estimated  that  every  day  over  850  persons  be- 
came ill  and  six  persons  died  from  eating  or  drink- 
ing some  poisonous  agent.  Today  the  rate  is  425 
nonfatal  and  three  fatal  cases  of  ]:)oisoning  every 
day.  I'his  reduction  has  occurred  in  s{:)ite  of  a 
growing  {population  and  a growing  number  of  new 
{Potentially  harmful  household  items  and  drugs, 
mainly  because  of  the  intensive  efforts  of  many  med- 
ical and  nonmedical  grou{Ps. 

Exam{ples  of  the  efforts  of  various  groups  listed 
in  the  article  include  the  Boy  Scouts  of  Troop  99 
in  Montclair,  X.J.,  making  door-to-door  calls  on 
1 ,000  families  to  warn  of  the  dangers  in  home 
medicine  chests,  and  the  Milwaukee  Junior  Chamber 
cf  Commerce  s{Ponsoring  a “Poison  Day”  when  they 
handed  out  warning  leaflets  in  sho{PS  and  on  street 
corners. 

Medicine’s  contribution  has  been  the  formation  of 
{poiscn  control  centers,  which  are  set  u{p  in  medical 
schools  and  hos{pitals  as  a source  for  emergency 
information.  A doctor  receiving  a call  about  an 
accidental  {Poisoning  can  contact  the  center,  give  the 
name  of  the  {Poisoning  agent  and  find  out  if  it  is 


harmful  and  what  treatment  is  necessar}-.  Since 
November,  195.1,  when  the  first  center  was  set  u{p 
in  Chicago,  centers  have  been  set  u{)  in  .15  other 
P".S.  cities.  New  ones  are  being  formed  at  the  rate 
of  nearly  two  a month  and  Canada's  first  two  {Poison 
centers  were  scheduled  to  go  into  operation  this 
month. 

New  efforts  to  reduce  further  the  number  of  {Poison- 
ings include: 

— nationwide  news{pa{per  advertising  cam{paign 
emyphasizing  {poison  hazards  at  home  which  will  be 
launched  this  month  by  the  National  Safety  Council, 
the  National  -Advertising  Council  and  the  Pro{prietary 
Associati(pn  (of  over-the-counter  drug  wholesalers). 

— -A  meeting  soon  in  Washington,  D.C.,  of  the 
nation’s  to{P  medical  e-X{perts  on  poisoning,  {public 
health  officials  and  interested  lay  authorities  to  es- 
tablish a clearinghouse  for  exchange  of  vital  infor- 
mation from  the  various  {Poison  control  centers. 

— The  -A.M.A.’s  Committee  on  Toxicolog)-’s  cur- 
rent work  on  a model  law  to  require  labeling  of  the 
many  household  chemicals  that  do  not  list  poten- 
tially harmful  ingredients. 

— -A  study  of  treatment  for  {poisoning  by  kerosene, 
one  of  the  “toughest  {Poisons  to  counteract.”  The 
-American  -Academy  of  Pediatrics,  -A.AI..A.,  the  .Amer- 
ican Public  Health  -Association,  major  medical  cen- 
ters and  schools,  and  medical  advisors  for  the 
petroleum  industry  are  coo{perating. 

— The  recent  establishment  by  the  .A.AI..A.  of  a 
{permanent  subcommittee  with  the  mission  of  im- 
proving {Public  education  in  chemical  {poisons. 
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Metastatic  Breast  Cancer 

Hormonal  Manipulation  in  the  Palliative  Treatment 


"D  REAST  ^lALIGNAXCIES  rank  second  to  gas- 
trcintestinal  carcinoma  and  are  equal  to  uterine 
cancer  as  a leading  causative  factor  in  the  death  of 
women  who  have  neoplastic  disease.  IMost  authori- 
ties agree  that  prior  to  clinical  manifestations  of 
metastases  the  initial  treatment  is  radical  mastectomv 
followed  by  irradiation  therapy. 

However,  despite  these  procedures,  the  majority 
of  women  with  mammary  carcinoma  develop  dis- 
semiination  of  the  disease  process.  When  dissemina- 
tion has  occurred,  palliative  measures  become  the 
only  choice  of  treatment.  It  is  well  known  that  the 
mammary  glands  are  under  direct  influence  of  endo- 
gencus  hormones  and  that  some  tumors  arising  with- 
in these  glands  also  are  dependent  upon  these  hor- 
mones. Therefore,  it  is  conceivable  that  Ijy  the 
interru]>ticn  of  the  hormonal  balance  it  may  be 
possible  to  alter  the  growth  of  these  neoplastic  dis- 
eases. 

It  is  the  purpose  of  this  paper  to  evaluate  these 
palliative  endocrine  treatments  and  to  ascertain  the 
sequence  of  therapy  which  will  best  produce  pro- 
longation of  a useful  life. 

ESTROGENS 

In  1944,  Haddow  and  others^  first  reported  on 
the  use  of  synthetic  estrogens  in  the  treatment  of 
carcinoma  of  the  breast,  bladder,  rectum,  skin  and 
testes.  In  1949,  Adair  et  ah,  reported  on  the  clin- 
ical results  obtained  following  the  administration 
of  estrogens  to  35  patients  who  were  in  the  sixth  to 
eighth  decades  of  life  and  who  were  2 to  29  years 
postmenopausal.  Favorable  objective  response,  as 
noted  by  improvement  of  radiographic  changes  in 
the  osseous  metastases,  such  as  calcification  of  os- 
teolytic lesions,  reformation  of  bone,  healing  of 
pathologic  fractures,  decrease  in  skin  lesions,  healing 
of  ulcers  and  no  increase  in  the  number  of  metas- 
tatic lesions,  was  observed  in  some  of  the  patients. 
Twenty-three  per  cent  of  the  patients  with  soft 
tissue  involvement  of  the  skin,  lymph  nodes,  breast 
and  pleurae  had  objective  imj^rovement.  However, 
estrogens  had  little  if  any  effect  upon  the  bone 
lesions.  This  objective  improvement  lasted  2-17 
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months  and  continued  in  50  per  cent  of  the  patients 
for  7 months  or  longer.^ 

Subjective  improvement  was  also  noted  in  this 
group  of  patients  as  shown  in  Table  I. 


T.\blk  I' 


Symptom 

Xo.  of  Patients 
with  Symptoms 

No.  of  Patients 
with  Subjectivf- 
Improvement 

Pain 

18 

11 

Dvspnea 

16 

8 

Anorexia 

10 

7 

General  Malaise 

9 

3 

N au.sea 

2 

0 

Cough 

1 

0 

Headache 

1 

1 

Prior  to  treatment,  25  per  cent  of  these  patients’ 
physical  conditions  made  it  almost  impossible  for 
them  to  work  or  care  for  themselves.  However,  fol- 
lowing treatment,  the  majority  of  these  patients 
were  able  to  carry  on  their  normal  j)hvsical  activi- 
ties.' 


T.vble  id 

Re.mis.sioxs  Induced  by  Estrogens 


Duration 

Estrogens 

No.  of 
Cases 

Objective 

Remi.ssions 

Mean 

Median 

Postmenopausal 
(Stilbesterol 
15  mg/  day  or 
ethinylestra- 
diol  3 mgm/ 
dav) 

76 

32% 

(Mo.) 

13.5 

(Mo.) 

8 

Recently,  the  combined  results  of  several  clinics 
have  shown  that  estrogen  administration  induced 
objective  remissions  in  44  per  cent  of  postmeno- 
pausal women  with  breast  cancer.  Average  duration 
of  these  remissions  was  8 months  with  a mean  of 
4.5  months.  It  has  been  well  established  that  estro- 
gens, however,  are  capable  of  accelerating  the  growth 
of  mammary  carcinomas.^ 

Nathanson  demonstrated  an  estrogenic  therapeutic 
effect  in  postmenopausal  women  with  advanced  and 
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metastatic  mammary  carcinoma.  Following  this, 
estrogens  have  been  used  in  large  series  of  cases 
and  reports  indicate  that  in  40-60  per  cent  of  the 
cases  treated  there  was  some  degree  of  subjective 
improvement,  ^^dth  soft  tissue  lesions  approximately 
50  per  cent  of  the  patients  treated  had  objective 
improvement;  with  osseous  lesions  about  20  per  cent 
were  objectively  improved;  and  in  j)atients  with 
pulmonary  lesions  there  was  a 20-40  per  cent  regres- 
sion of  lesions  as  shown  by  x-ray  evidence.'* 

How  estrogens  induce  remissions  in  women  with 
mammary  cancer  is  not  well  understood;  however,  it 
is  possible  that  beneficial  results  are  obtained  by  the 
suppression  of  pituitary  function  by  the  use  of 
estrogenic  substances.^  It  is  thought  that  some 
breast  cancers  are  dependent  upon  several  hormones 
(estrogens  and  growth  hormones),  and  it  is  prob- 
able that  estrogenic  substances  may  have  a dual 
action  upon  cancerous  disease — one  causing  growth, 
the  other  causing  retardation,  of  which  either  effect 
may  predominate.® 

Estrogens  are  more  effective  in  the  palliative 
treatment  of  {)rimary  lesions  and  soft  tissue  metas- 
tases,  but  osseous  lesions  often  respond  favorably. 
It  is  generally  agreed  that  estrogens  should  be  given 
to  women  only  when  they  are  at  least  five  years 
postmenopausal  (spontaneous  or  induced)  as  there 
is  a 1:5  chance  of  increasing  the  rate  of  tumor 
growth  in  younger  women.* 

Since  estrogenic  response  is  quite  variable  and 
unpredictable,  causing  in  some  instances  regression, 
retardation  and  progression  of  the  lesions  and  dis- 
•crejjancy  between  subjective  and  objective  improve- 
ment*, it  would  appear  wise  to  restrict  the  use  of 
estrogenic  compounds  to  those  patients  who  fail  to 
respond  to  oophorectomy  or  to  oophorectomy  and 
adrenalectomy.® 

ANDROGENS 

In  1939,  Ulrich  and  Loeser  focused  attention  on 
the  possible  usefulness  of  androgens  in  the  treat- 
ment of  breast  cancers  in  women.  Earrow  and 
Woodward  in  1942  obtained  subjective,  but  no  ob- 
jective, improvements  in  50  per  cent  of  33  patients 
who  were  on  androgens.  Eels  in  1944  noticed  that 
in  one  of  his  cases,  a 34  year  old  woman,  a decrease 
in  the  size  of  .supraclavicular  lymph  nodes,  an  in- 
crease in  calcification  and  a decrease  in  the  size  of 
osseous  metastases  followed  testosterone  therapy. 
Adair  and  Herrman  in  1946  noticed  objective  im- 
provement in  4 of  1 1 patients  treated  with  testos- 
terone.* 

In  1949,  Adair  et  ah,  reported  on  70  cases  who 


had  received  testosterone  propionate  100  mg.  intra- 
muscularly three  times  a week  for  periods  of  one 
month  or  longer.  Objective  improvements  (criteria 
as  noted  under  estrogens)  was  obtained  in  19  per 
cent  of  48  cases  which  had  bony  metastases.  No 
change  was  noted  in  23  per  cent,  while  39  per  cent 
had  unaltered  progression  of  their  disease  process. 
Objective  improvement  was  noted  in  15  per  cent  of 
54  cases  that  had  soft  tissue  metastases.  No  change 
in  26  per  cent  while  48  per  cent  had  unaltered 
progression.  This  objective  improvement  extended 
from  2 to  11  months  and  continued  in  approximately 
50  per  cent  of  the  cases  for  4 months  or  longer. 
Einal  data  revealed  that  17  per  cent  of  premeno- 
pausal ]:)atients  received  objective  improvement  as 
compared  to  22  per  cent  of  postmenopausal  cases.* 
Symptomatic  improvement  was  noted  in  most  of 
the  cases  as  shown  in  Table  III.  The  most  impres- 
sive effect  was  on  pain.  It  is  interesting  to  note 
that  even  though  subjective  improvement  was  ob- 
tained, the  disease  process  was  progressive.  All 
patients  prior  to  treatment  were  in  such  poor  phys- 
ical condition  that  over  half  of  them  were  unable 
to  work  or  take  care  of  themselves.  However,  fol- 
lowing treatment,  the  majority  of  the  incapacitated 
were  able  to  seek  employment  or  carry  on  normal 
physical  activity.* 


TABLE  III> 

Initi.u.  Symptoms  .vnd  Incidence  of  Symptom.ctic 
Improvement  in  70  P.\tients  Receiving  Androgens 


Symptom 

No.  of  Patients 
with  Symptoms 

No.  of  Patients 
with  Subjective 
Improvement 

Pain 

58 

44 

Anorexia 

29 

21 

General  Malaise 

24 

20 

Dvspnea 

24 

20 

Xau.se  a 

8 

6 

Cough 

3 

1 

Headache 

3 

3 

Androgens  for  some  time  have  been  widely  used 
mainly  as  palliative  agents  in  women  with  ad- 
vanced breast  cancer  with  metastases.  Age  is  not 
an  important  determining  factor  in  the  selection  of 
a]ipropriate  patients,  because  androgens  produce 
favorable  results  at  any  stage  of  life.  \\’hat  is  more 
important  is  the  site  of  the  disease.  Androgen  ther- 
apy appears  to  be  most  effective  in  patients  with 
osseous  metastases.  Symptomatic  improvement  may 
appear  in  2-4  weeks  with  pain  alleviation,  increase 
in  appetite,  weight  and  rehabilitation.  Duration 
of  these  responses  is  variable,  but  there  is  usually  a 
recurrence  of  symptoms  and  signs  within  a year 
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in  the  majority  of  cases.  Considerable  discrepancy 
has  been  noted  between  subjective  and  objective 
improvement  in  response  to  androgen  therapy.®  An- 
drogen therapy  will  produce  objective  improvement 
in  approximately  23  per  cent  of  women  with  mam- 
mary carcinoma  in  all  age  groups  either  pre-  or 
postmenopausal.®  Approximately  50  per  cent  of 
the  pre-  or  postmenopausal  women  treated  with 
testosterone  will  show  subjective  improvement  and 
about  20  per  cent  of  the  premenopausal  and  40  per 
cent  of  the  postmenopausal  patients  will  show  some 
primary  tumor  regression.  Osseous  metastases  tend 
to  regress  in  10  per  cent  of  cases.^  However,  some 
patients  show  excellent  symptomatic  relief  even  in 
the  presence  of  steady  progression  or  acceleration  of 
osseous  disease.®  IMost  authorities  agree  that  andro- 
gens can  be  given  at  any  age  and  they  seem  to  be 
more  effective  in  the  control  of  bony  lesions  than 
with  soft  tissue  tumors.^ 

How  androgens  produce  remissions  is  not  well 
known;  however,  it  is  thought  that  androgens  have 
a neutralizing  effect  on  endogenous  estrogen.  If 
this  is  the  true  mode  of  androgen  action,  then  this 
mechanism  is  a poor  one  since  approximately  50  per 
cent  of  breast  cancers  are  dependent  upon  estrogen, 
and  androgens  are  effective  in  only  one  half  of  the 
cases.  However,  androgens,  like  estrogens,  are  ca- 
pable of  increasing  breast  cancer  growth  in  some 
patients",  and  recent  data  obtained  indicates  that 
androgens  can  be  converted  to  estrogens.®  If  this  is 
true,  then  this  might  explain  why  androgens  are 
effective  in  only  one  half  of  the  50  per  cent  of 
estrogenic  dependent  cancers,  and  androgens  have 
the  potential  danger  of  accelerating  the  growth  of 
the  carcinoma.  It,  therefore,  seems  wise  to  reserve 
androgen  therapy  until  there  is  exacerbation  fol- 
lowing oophorectomy,  adrenalectomy  or  hypophy- 
sectom.y.® 


Table  IV^ 

Remissions  Induced  by  Androgens 


Duration 

Androgens 

No.  of 
Cases 

Objective 

Remissions 

Mean 

Median 

Premenopausal 
(Testosterone 
propionate 
100  mg  3 x/ 
week) 

54 

13% 

(Mo.) 

10 

(Mo.) 

4 

Postmenopausal 
(Same  Rx.) .... 

113 

20% 

8 

8 

CORTISONE 

Medical  adrenalectomies  have  been  attempted  liy 
prescribing  cortisone  in  doses  of  200-400  mgms. 
orally  per  day  in  hopes  of  producing  adrenal  .sup- 
jiression,  either  directly  on  the  adrenal  or  via  the 
pituitary  mechanism.^  Cortisone  in  these  doses  has 
jmoduced  symptomatic  and  objective  improvement 
in  9 of  21  women  with  advanced  carcinoma  of  the 
breast.  Subjective  improvement  was  noted  in  6 of 
the  21  patients  without  objective  change  in  the 
neo-j>lastic  growth.  The  remissions  were  short  with 
an  average  of  approximately  3 months.  Objective 
improvement  consisted  of  subsidences  of  hyper- 
calcemia and  hypercalciuria  in  cases  with  osteolytic 
tumors,  calcification  of  osteolytic  lesions  as  noted 
by  x-ray,  shrinkage  of  the  marked  hepatomegaly  and 
regression  of  cutaneous  lymph  nodes  and  pulmonary 
metastases.  Subjective  improvement  was  noted  by 
relief  of  pain,  appetite  improvement,  gain  in  strength, 
and  a state  of  euphoria.® 

It  has  been  observ'ed  that  cortisone  is  capable 
of  inducing  remission  with  either  estrogen  or  non- 
estrogen dependent  breast  carcinomas.  How  cor- 
tisone brings  about  this  response  is  unknown.  How- 
ever, it  is  thought  that  there  might  be  a direct 
effect  of  cortisone  on  the  neoplasm.  Knowing  that 
the  remissions  induced  by  cortisone  are  of  short 
duration,  it  appears  wise  to  withhold  this  form  of 
therapy  for  those  patients  who  fail  to  respond  to 
the  other  forms  of  endocrine  therapy  or  for  tliose 
who  have  relapsed  after  such  therapy.  It  has  been 
concluded  that  cortisone  is  useful  in  the  critically 
ill  patient  and  if  remission  is  obtained  in  these 
patients  by  the  use  of  cortisone,  the  patient  may 
then  after  a period  of  time  be  more  suitable  for 
other  modalities  of  endocrine  treatment.® 


Table 

Remissions  Induced  By  Cortlsone 


No.  of 

Objective 

Remissions 

Duration 

Cortisone 

Cases 

Mean 

Median 

All  ages — 200-400 
mgm./  day.  . . . 

39 

31% 

(Mo.) 

3 

(Mo.) 

All  ages — 50-75 
mg 

14 

14% 

ADRENALECTOMY  AND  OOPHORECTOMY 
It  has  been  shown  that  the  adrenal  glands  are 
important  in  the  regulation  of  some  mammary  car- 
cinomas®, and  the  rationale  for  bilateral  adrenalec- 
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tomy  is  based  upon  the  clinical  and  experimental 
evidence  that  the  adrenals  are  involved  in  neoplastic 
tissue  growth.^®  The  1 7 keto-steroid  excretion  in  the 
urine  of  animals  and  humans  has  served  as  an 
indication  of  hormonal  activity.  Premenopausal  or 
normal  human  females  excrete  60-40  international 
units;  postmenopausal  women  excrete  40-30  inter- 
national units;  bilateral  oophorectomized  individuals 
excrete  30-10  units;  and  those  individuals  who  have 
undergone  bilateral  adrenalectomy  following  oo])ho- 
rectomy  will  excrete  0 units. 

Huggins  and  Scott  performed  numerous  bilateral 
adrenalectomies  during  1942-1944  on  patients  with 
neoplastic  growth  who  had  relapsed  following  a good 
response  to  castration  or  estrogen  therapy.  How- 
ever, adequate  adrenal  replacement  therapy  was  not 
available,  and  such  procedures  were  discontinued 
due  to  .Addisonian  crisis  and  other  comjjlications 
until  1951  when  Thorn  and  his  associates  succeeded 
in  maintaining  life  following  adrenalectomy  by  the 
use  of  I )OC.A  and  cortisone  acetate 

Following  this,  Huggins  performed  the  first  bi- 
lateral adrenalectomy  and  oojjhorectomy  for  recur- 
rent cancer  of  the  breast. In  1953,  Huggins  and 
Dao^®  reported  on  50  patients  treated  by  adrenalec- 
tomy for  advanced  breast  cancer  and  gave  the  fol- 
lowing conclusions : 

“1)  The  ovary  is  strongly  implicated  in  the  main- 
tenance of  marnmar}-  cancer  in  the  human  female. 
'I'he  relative  function  of  each  of  the  ovarian  hormones 
is  not  well  understood. 

“2)  The  widespread  use  of  estrogen  has  not  aj)- 
preciably  increased  breast  cancer. 

‘"3)  The  involution  of  mammary  carcinoma  after 
oophorectomy  is  clearly  due  to  removal  of  ovarian 
hormones  produced  by  the  ovary,  and  the  most 
plausible  explanation  of  beneficial  effects  of  adrenal- 
ecdomy  is  elimination  of  hormones  of  similar  nature. 

“4)  The  excretion  of  estrogen  in  urine  of  women 
who  have  undergone  oophorectomy  is  abolished  by 
adrenalectomy. 

“5)  The  microscopic  appearance  of  the  neoplasm 
is  frequently  of  value  as  a first  approximation  in 
differentiating  between  dependent  and  nonresponsive 
cancers. 

“6)  Most  mammary  cancers,  predominantly  papil- 
lary neoplasms  or  adenocarcinomas,  regressed  after 
these  surgical  procedures.  Duct  carcinomas  rarely 
and  undifferentiated  mammary  cancers  never  respond 
favorably. 

“7)  High  titer  values  of  estrogenic  substances  in 
the  urine  in  the  absence  of  gonadal  function  indi- 
cate adrenal  cortical  activity  of  significance  in  mam- 


mary carcinoma.”^- 

Huggins  and  Dao^^  also  reported  on  14  patients 
who  weie  observed  from  1 to  2 years  following 
adrenalectomy  or  combined  adrenalectomy  and 
oophorectomy.  Six  of  these  patients  died;  one  was 
living  but  showed  no  response.  Seven  patients  were 
in  remission,  two  of  which  had  only  undergone 
adrenalectomy,  while  the  other  five  had  the  com- 
bined procedure.  .All  ajjpeared  in  good  health  and 
had  a weight  gain  of  10-20  Kg.  They  also  had  a 
decrease  or  disappearance  of  pain,  stabilization  or 
healing  of  osseous  lesions,  disappearance  of  pleural 
effusion  and  regression  or  healing  of  recurrent  lesions 
in  postmastectomy  scars.  .All  of  these  patients  suf- 
fered from  postmenopausal  type  of  hot  flashes,  and 
this  was  regarded  as  a useful  favorable  prognostic 
sign. 

Kennedy  reported  in  his  series  that  approximately 
40  per  cent  of  the  patients  treated  by  adrenalectomy 
showed  oljjective  imj)rovement.  Castration,  how- 
ever, had  previously  been  performed  in  these  pa- 
tients. Data  obtained  indicated  that  those  patients 
who  had  objective  improvement  following  oophorec- 
tomy had  similar  response  following  adrenalectomy.® 

Huggins  et  al.,^®  and  Pearson,  et  al.,^^  have  dem- 
onstrated that  adrenalectomy  will  induce  objective 
improvement  in  some  patients  with  advanced  cancer 
of  the  breast.  Huggins  demonstrated  that  after 
favorable  responses  are  no  longer  obtained  with 
hormonal  therapy,  additional  temporary  remissions 
may  be  obtained  following  adrenalectomy  and 
oophorectomy  in  selected  patients.  The  purpose  of 
these  procedures  was  an  attempt  to  remove  all  major 
endogenous  sources  of  estrogens.^®  Since  it  is  known 
that  the  adrenals  produce  estrogens,  it  is  of  interest 
to  consider  whether  adrenalectomy  would  bring  about 
favorable  response.^^  Objective  remissions  aver- 
aging 9 months  were  noted  in  45  per  cent  of  38 
women  with  metastatic  breast  cancer,  all  of  whom 
had  previously  undergone  oophorectomy.  Therefore, 
adrenalectomy  produced  beneficial  results  by  the 
removal  of  another  estrogen  source.  Results  from 
this  series  indicated  that  patients  who  benefited  from 
castration  are  likely  to  respond  favorably  to  adrenal- 
ectomy, and  those  patients  who  failed  to  respond 
to  oophorectomy  would  most  likely  fail  to  respond 
to  adrenalectomy.  Therefore,  knowledge  of  favorable 
response  to  oophorectomy  provides  a good  means  for 
selecting  patients  for  adrenalectomy.^  However,  West 
et  ah,®  followed  a group  of  9 patients  who  failed 
to  respond  or  had  relapsed  following  castration  or 
steroid  therapy.  .Adrenalectomy  performed  in  this 
group  produced  objective  improvement  consisting  of 


60 


AArginia  AIedical  AIonthi.y 


ossification  of  skeletal  lesions  and  shrinkage  of  soft 
tissue  lesions  in  three  of  the  patients. 

In  31  cases  followed  by  Rukes  et  al.,^  there  was 
striking  improvement  to  complete  disapjiearance  of 
skeletal  pain  almost  immediately  following  bilateral 
adrenalectomy  and  oophorectomy.  This  resixjnse 
persisted  for  many  months  in  practically  all  cases, 
while  objective  improvement  was  noted  in  22  per 
cent  of  the  cases. 

Total  adrenalectomy,  with  or  without  oophorec- 
tomy, was  performed  by  Eddy  upon  8 patients,  7 of 
which  were  operated  upon  prior  to  January,  1954. 
The  results  of  this  group  of  7 patients  were  obtained 
after  at  least  one  year’s  observation.  Two  of  the 
patients  are  now  dead  and  they  showed  no  response. 

; Four  had  extremely  good  results  and  are  living  nor- 
mal lives.  One  improved  only  moderately  well, 
leading  a somewhat  restricted  but  painless  life.^^ 

In  25  women,  oophorectomy  and  adrenalectomy 
done  in  a one  stage  procedure  produced  objective 
responses  in  16  cases  with  an  average  duration  of 
the  remissions  exceeding  8 months.^®  Fifteen  of 
these  25  patients  had  normal  physiological  meno- 
pause; four  had  induced  menopause;  and  the  remain- 
ing six  were  premenopausal.  Such  observations 
suggest  that  about  50  per  cent  of  the  cases  have 
estrogen  dependent  breast  cancers,  regardless  of  age, 
and  that  they  will  have  favorable  response  by  re- 
moval of  all  the  endogenous  estrogenic  sources.  Com- 
bined adrenalectomy  and  oophorectomy  appear  to 
be  the  recommended  initial  treatment  in  mammary 
carcinoma  of  postmenopausal  women.  However, 
there  is  no  definite  criteria  in  determining  which 
patients  will  have  a favorable  response.® 

Galante  et  al.,^®  observed  50  patients  who  received 
bilateral  adrenalectomy  and  oophorectomy  and  noted 
objective  improvement  in  the  metastatic  lesions  of 
16  j)atients  and  subjective  improvement  in  21  pa- 
tients. His  group  also  observed  that  subjective  im- 
provement was  more  pronounced  and  longer  lasting 
following  surgical  adrenalectomy  than  medical 
adrenalectomy. 

In  a series  of  22  patients  in  which  bilateral 
adrenalectomy  was  performed,  subjective  improve- 
ment was  noted  in  12  of  16  cases  followed  long 
enough  for  evaluation.  However,  there  was  objective 
improvement  in  only  4 of  the  16  cases  as  shown 
by  evidence  of  inhibition  of  tumor  growth.  \Miat 
is  of  great  interest  is  the  fact  that  there  was  progres- 
sion of  the  disease  by  objective  criteria  even  though 
there  was  marked  subjective  improvement.^'’ 

Adrenalectomy  has  a place  in  the  palliative  treat- 
ment of  advanced  breast  cancers  especially  when 


other  conservative  measures  have  failed,  .^t  present, 
there  is  no  sure  method  that  will  give  definite  ])roof 
as  to  which  patients  will  or  will  not  res])ond  favorably 
to  adrenalectomy.  However,  enough  data  has  been 
taljulated  to  prove  that  approximately  50  jkw  cent 
of  the  j)atients  with  advanced  mammary  carcinoma 
may  Irenefit  either  subjectively  or  objectively.®  .As 
yet,  it  has  not  been  jjroven  that  adrenalectomy  jjro- 
duces  a cure.  However,  if  mammary  carcinoma  is 
treated  early  enough  and  if  adrenalectomy  is  used 
as  a preventive  procedure,  it  may  be  possible  that 
the  recurrence  or  relapse  rate  may  be  reduced  con- 
sideraldy. 

HYPOPHYSECTOMY 

The  most  recent  approach  to  hormonal  manipula- 
tion for  palliative  treatment  in  metastatic  breast 
cancer  is  by  total  hypophysectomy.  This  procedure 
was  first  performed  due  to  the  concept  that  certain 
neoplastic  growths  might  be  dependent  upon  hor- 
mones of  the  pituitary  in  addition  to  dependence 
upon  estrogens.  Since  the  growth  of  breast  and 
prostate  cancer  can  be  altered  by  changes  in  the 
hormonal  environment,  these  tumors  become  of  spe- 
cial interest.’’’  Hypophysectomy  not  only  eliminates 
hormones  of  the  pituitary,  but  it  also  j)roduces  ex- 
treme suppression  of  thyroid,  ovarian  and  adrenal 
function,  which  is  comparable  to  surgical  removal 
of  these  glands.® 

In  October,  1952,  Euft  and  Olivercrona’®  reported 
on  a series  of  26  cases  in  which  hypophysectomy  was 
performed,  nine  of  which  had  far  advanced  car- 
cinoma of  the  breast.  IMost  of  these  9 cases  had 
huge  recurrences  after  previous  mastectomies,  and 
some  had  pulmonary  and  other  metastatic  lesions. 
Two  of  these  cases  had  previously  undergone  sur- 
gical removal  of  metastatic  cerebellar  lesions.  All 
of  these  patients  did  well  following  hyjrophysectomy. 
However,  it  was  at  that  time  too  early  to  draw 
conclusions  as  to  whether  there  was  complete  re- 
moval of  the  pituitary  and  whether  there  was  going 
to  be  favorable  reactions  concerning  the  cancerous 
growth.  However,  one  patient  had  excellent  results 
as  cited  below. 

“One  of  these  patients  with  carcinoma  of  the 
breast  was  a woman  age  49.  In  1945  the  left  breast 
was  removed.  She  did  w'ell  until  1948,  when  recur- 
rence in  the  skin  was  observed.  X-ray  treatment  was 
given  with  good  effects;  in  addition  she  was  castrated 
by  irradiation.  Eater  in  1948,  new  metastatic 
tumors  appeared  in  the  skin;  treatment  with  tes- 
tosterone was  now  given  with  some  temporary  effect. 
In  September,  1949,  a cancer  of  the  right  breast 
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developed.  Treatment  with  radioactive  phosphorus 
had  some  temporar}-  effect,  followed  by  a rather 
rapid  progression.  At  examination  in  Januar}-,  1952, 
her  general  condition  was  comparatively  good,  con- 
sidering the  enormous  ulcerating  cancer  (over  entire 
surface  of  the  anterior  chest).  Xo  bone  or  pul- 
monary metastases  were  found. 

H\pophysectomy  was  performed  on  January  29, 
1952.  There  was  very  little  immediate  reaction, 
except  for  frequent  rises  of  temperature  probably 
caused  by  resorbtion  from  the  large  ulcerating  cancer. 

.\bout  a month  after  operation  small  islands  of 
epithelium  appeared  here  and  there  on  the  ulcerat- 
ing surface.  After  that  there  was  a more  rapid 
improvement.  . . . Eight  months  after  operation  the 
entire  ulceration  was  covered  with  epithelium,  and 
the  subcutaneous  cancer  encasing  the  thorax  had 
largely  disappeared.  Biopsies  made  at  intervals  of 
2-3  months  from  Januar}-  to  September,  1952,  showed 
a striking  change  in  the  histological  appearance 
of  the  tumor.  The  general  condition  of  the  patient 
has  improved.  She  is  feeling  well  and  is  able  to 
do  all  her  housework.  All  tests  indicate  that  hyjx)- 
physectomy  was  complete.” 

Pearson  et  al.,’^®  reported  on  a woman  with  metas- 
tatic carcinoma  of  the  breast  who  had  previously 
been  oophorectomized,  adrenalectomized  and  had 
androgen  therapy  but  who  then  had  a relapse.  Ob- 
jective improvement  following  hypopliA'sectomy  was 
noted  for  six  months.  “Administration  of  som- 
atropin  for  18  days  apparently  accelerated  the  growth 
of  osseous  metastases  which  subsided  when  the 
somatropin  was  withdrawn.  The  data  suggests  that 
pituitary  somatropin  is  an  important  factor  for 
mammar}-  carcinoma.” 

Pearson  et  al.,^’  reported  on  a series  of  79  cases 
in  which  h\-pophysectomy  was  performed  due  to 
far  advanced  malignant  disease.  These  cases  cov- 
ered a three  year  period  from  March,  1952  to  March, 
1955.  Fifty-eight  of  these  cases  had  breast  carcinoma, 
of  which  only  41  could  be  evaluated.  Twent}--one 
cases  showed  objective  improvement  as  noted  by 
regression  of  the  primar}-  inoperable  lesions,  bone, 
bone  marrow,  pulmonary,  pleural,  intracranial, 
spinal  cord,  lymph  node  and  skin  metastases.  Twen- 
ty cases  failed  to  respond.  Of  the  21  which  had 
favorable  responses,  eleven  had  previously  under- 
gone oophorectomy  and  adrenalectomy,  ten  of  whom 
had  improvement  from  either  one  or  both  procedures. 
Five  of  these  11  patients  had  further  objective  remis- 
sions following  h}'pophysectomy.  Only  one  failed 
to  respond  to  all  three  procedures. 


Table 

Effect  of  Hypophysectomy  ox  Neoplastic  Disease 


Breast  Cancer 

Xo.  of 
Cases 

Xo 

Response 

Objective 

Remissions 

Evaluated 

41 

20 

21 

*Evaluation  Impos- 
sible  

15 

Recent  Surgery .... 

2 

*lmpossible  to  evaluate  the  effects  of  hypophysec- 
tomy due  to  operative  deaths,  grossly  incomplete 
hj-pophysectomy  and  death  from  cancer  too  soon  post- 
operatively. 

Pearson  et  al.,^'  noted  that  in  24  patients  who 
were  hypophysectomized  as  the  initial  ablative  treat- 
ment, fifteen  had  obtained  objective  improvement. 
Eight  are  still  in  remission,  while  the  remaining 
six  have  had  relapses. 

I uft  and  Olivecrona-®  reported  that  they  had  up 
until  Februar}-,  1954,  performed  In^pophysectomies 
on  37  cases  of  metastatic  mammar}'  carcinoma.  Only 
thirty  of  these  cases  could  be  evaluated  because 
seven  cases  either  had  incomplete  hypophysectomy 
as  shown  by  autopsy  or  had  died  from  other  diseases 
shortly  after  operation.  Fourteen  of  these  30  cases 
were  still  alive  as  of  June,  1954,  while  the  remain- 
ing 16  have  died.  Eight  died  within  3 months  fol- 
lowing operation,  seven  within  10  months  and  one 
after  10  months.  The  factor  responsible  for  14 
of  these  deaths  was  progression  of  the  malignant 
process.  One  of  the  remaining  two  died  of  adrenal 
crisis,  while  the  other  one  died  of  an  unknown  cause. 

Seven  of  the  remaining  30  patients  had  extensive 
brain  and  liver  metastases  at  the  time  of  operation. 
The  operation  failed  to  alter  the  disease  in  six  of 
these  patients,  and  they  died  within  4 months  fol- 
lowing hypophysectomy.  Therefore,  this  actually 
left  only  23  patients  in  whom  evaluation  could  be 
made. 

The  following  results  were  observed  in  regard 
to  pain  following  h}-pophysectomy.  Ten  of  the 
surviving  patients  had  pain  prior  to  operation.  Fol- 
lowing operation,  pain  disappeared  in  eight,  reduced 
in  one  and  remained  unchanged  in  the  other.  Four- 
teen of  the  nonsurviving  patients  had  pain  prior 
to  operation.  Pain  disappeared  in  only  one  of  these, 
while  it  was  markedly  reduced  in  three,  and  showed 
only  slight  decrease  in  six. 

There  was  marked  improvement  of  the  metastatic 
lesions  in  the  local  tissue  and  regional  lymph  nodes 
following  h}-pophysectomy.  All  except  one  of  the 
surviving  patients  had  improvement  as  noted  by 
decrease  in  the  size  of  the  lesions.  Two  of  the 
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1 nonsurviving  also  received  marked  objective  im- 
I provement. 

Hypophysectomy  had  excellent  effect  on  lung 
; metastases  and  pleural  exudates  as  noted  in  the 
I surviving  group.  One  patient  prior  to  operation  had 
I metastases  covering  most  of  the  lung  fields.  Last 
.x-rays  showed  no  evidence  of  metastatic  lesions. 
In  five  other  cases  there  W’as  marked  decrease  of 
metastatic  lung  lesions  in  four,  w’hile  one  failed 
to  show  any  improvement.  Pleural  exudates  ob- 
served in  two  prior  to  operation  showed  a decrease  in 
onl}-  one  postoperatively.  No  appreciable  improve- 
ment was  noted  in  tbe  nonsurviving  cases. 

In  evaluating  tbe  effects  of  hypophysectomy  on 
bone  metastases,  it  was  difficult  to  appraise  the 
effects  accurately.  Of  14  cases  observed,  nine  had 
bone  metastases  prior  to  operation.  No  change  was 
noted  in  six  of  these  nine,  while  three  showed 
increased  density  of  the  lesions.  Of  the  five  cases 
which  did  not  have  previous  bone  metastases,  only 
one  developed  new  metastases.  However,  all  patients 
were  free  or  almost  free  of  pain. 

As  a result  of  this  series  of  37  patients,  Luft 
and  Olivecrona-*^  have  concluded  that  even  though 
favorable  response  was  obtained  in  a number  of 
their  hypophysectomized  patients,  it  was  too  small 
a series  to  arrive  at  definite  information  about  the 
type  of  cases  which  might  respond  favorably  to  this 
form  of  surgical  procedure.  They  noted  that  women 
in  or  around  the  menopause  seemed  to  respond  better, 
while  women  older  than  60  years  of  age  failed  to 
respond  favorably.  They  noted  that  mammary  car- 
cinoma in  the  60  year  or  older  age  group  was  less 
influenced  by  hormones.  Also  it  was  observed  that 
good  response  was  noted  with  the  undifferentiated 
tumors  as  well  as  with  differentiated  tumors. 

Pearson  et  al.,^®  summarized  that  hypophysectomy 
can  be  performed  without  great  risk.  They  noted 
objective  remissions  in  21  of  41  patients  who  were 
hypophysectomized  for  advanced  breast  cancer.  Evi- 
dence was  presented  that  suggests  that  the  growth 
of  some  breast  cancers  might  be  dependent  upon 
hormones  of  the  pituitary. 

“A  further  period  of  observation  is  required  to 
determine  the  average  duration  of  hypophysectomy- 
induced  remissions.  If  hypophysectomy  can  produce 
a summation  of  the  beneficial  results  of  oophorec- 
tomy, adrenalectomy  and  hjqrophysectomy  performed 
in  sequence,  then  this  procedure  may  become  the 
initial  endocrine  treatment  for  metastatic  breast 
cancer.”® 


SUxMMARY  AND  CONCLUSION 

Estrogens  are  more  effective  in  the  palliative 
treatment  of  primar}'  lesions  and  soft  tissue  metas- 
tases, but  osseous  lesions  often  res|)ond  favorably. 
Most  authorities  generally  agree  that  estrogens  should 
be  given  to  women  only  when  they  are  at  least  5 
years  postmenopausal.  As  estrogenic  response  is 
quite  variable  and  unpredictable,  it  would  a]q)ear 
wi.se  to  restrict  the  use  of  estrogenic  compounds  to 
those  patients  who  fail  to  respond  to  oophorectomy 
or  to  oophorectomy  and  adrenalectomy. 

In  the  use  of  androgens  age  is  not  an  imjiortant 
determining  factor  in  the  selection  of  appropriate 
patients.  However,  the  site  of  the  disease  is  more 
imjx)rtant  since  androgen  therapy  appears  to  be 
most  effective  in  patients  with  osseous  metastases. 
It  appears  wise  to  reserve  androgen  therapy  until 
there  is  exacerbation  following  oophorectomy,  adre- 
nalectomy or  hypophysectomy. 

The  remissions  induced  by  cortisone  are  of  short 
duration,  but  frequently  quite  dramatic,  especially 
in  the  acutely  ill  patient.  It  seems  wise  to  reserve 
this  form  of  therapy  for  these  patients  in  order  to 
tide  them  over  until  other  modes  of  treatment  can 
be  instituted. 

Adrenalectomy  and  oophorectomy  have  a place  in 
the  palliative  treatment  of  advanced  breast  cancers 
especially  when  other  conservative  measures  have 
failed.  There  is  no  definite  proof  as  to  which 
patients  will  or  will  not  respond  favorably.  How- 
ever, data  has  shown  that  approximately  50  per  cent 
of  advanced  breast  cancer  patients  may  benefit  either 
subjectively  or  objectively. 

As  yet  conclusive  data  on  hyphophysectomy  has 
not  been  obtained.  Whether  or  not  hyphophysectomy 
will  produce  a summation  of  favorable  effects  of 
oophorectomy,  adrenalectomy  and  hypophysectomy 
remains  to  be  proven.  If  this  summation  can  be 
obtained,  then  hypophysectomy  may  become  the  ini- 
tial approach  in  the  treatment  of  metastatic  breast 
carcinomas. 

Table  VII,  compiled  from  the  data  of  Pearson 
et  ah,®  summarizes  the  results  of  the  various  forms 
of  endocrine  therapy  for  metastatic  breast  cancer,  and 
is  in  general  agreement  with  the  data  obtained  by 
other  investigators. 

Table  VIII  illustrates  the  recommended  sequence 
of  therapy  for  metastatic  breast  cancer  as  proposed 
by  Pearson  et  ah,  and  which  appears  to  be  in  ac- 
cordance with  the  opinions  of  other  investigators. 

The  author  washes  to  thank  Drs.  John  \\'.  Powell 
and  Louis  A.  Leone  for  their  advice  and  guidance 
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Table  VII 


Resvlts  of  Exdocrixe  Treatmext  of  Metastatic  Breast  Caxcer 


No.  of 

Objective 

Remissions 

Duration 

Month 

Tre.vtmext 

Status 

Cases 

% 

Mean 

Median 

Oophorectomv 

Premenopausal 

75 

44 

9 

6.5 

Postmenopausal 

21 

10 

Adrenalectomv 

All  previously 
(Oophorectomized) 

38 

45 

9 

7 

Combined  oophorectomv  and  adrenalectomv 

Postmenopausal 

25 

64 

(8)  + 

(8)  + 

Hvpophvsectomv* 

All  ages 

37 

54 

9 

9 

.\ndrogen  (testosterone  propionate  100  mg.  3 times  a 
week) 

All  ages 

416 

23 

7.5 

4.5 

Estrogen  (diethylstilbestrol  15  mg./  day  or  et.iinyl 
estradiol  3mg  dav) 

Postmenopausal 

5-1-  yr. 

381 

44 

8 

4 .5 

Cortisone: 

200-400  mg  dav 

All  ages 

39 

31 

3 

3 

50-75  mg/dav 

All  ages 

14 

14 

2 

*Preliminary  observations  from  a group  of  58  patients  in  whom  the  results  of  hypophysectomy  could  be  avaluated. 


Table  VII I 

Premexopacsal  Patiext 


1.  OOPHORECTOMY 


Remission 

y 

2.  ADRENALECTOMY 

y 

3.  ANDROGEN 

y 

4.  CORTISONE 

y 

5.  HYPOPHYSECTOMY 


No  Response 

y 

2.  CORTISONE 

y 

3.  ESTROGEN 

y 

4.  HYPOPHYSECTOMY 


POST.MEXOPACSAL  PaTIEXT 


1.  OOPHORECTOMY  and  ADRENALECTOMY 


Remission 

y 

2.  ANDROGEN 

y 

3.  CORTISONE 

y 

4.  HYPOPHYSECTOMY 


No  Response 

y 

2.  ESTROGEN 

y 

3.  CORTISONE 

y 

4.  HYPOPHYSECTOMY 


in  the  preparation  of  this  paper,  and  Drs.  Olof  H. 
Pearson,  Rolf  Luft,  and  Herbert  Olivecrona  for 
the  use  of  their  reprints  pertaining  to  this  subject. 
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Danville,  Virginia 


March  of  Medicine 


Overwhelming  response  from  physicians,  church- 
men, television  writers  and  viewers  has  prompted 
March  of  Medicine  to  repeat  its  hour-long  docu- 
mentary on  missionary  medicine  Tuesday,  INIarch  5, 
at  9:30  p.m.  EST  over  the  NBC-TV  network. 

This  latest  in  the  prize-winning  TV  series,  pro- 
duced and  sponsored  by  Smith,  Kline  &:  French  Lab- 
oratories in  cooperation  with  the  American  IMedical 
Association,  is  called  “IMonganga”,  tribal  dialect 
for  “White  Doctor”.  Originally  televised  November 
27,  it  brought  a heavy  flow  of  enthusiastic  letters, 
telegrams,  phone  calls  and  personal  messages — many 
asking  to  see  the  program  again. 

Among  the  nation’s  television  critics.  Jack  Gould 
of  the  New  York  Times  called  IMonganga  “an  ab- 
sorbing hour-long  documentary  on  the  work  of  a 
missionary  doctor  in  a remote  village  of  the  Belgian 
Congo”.  Jay  Nelson  Tuck  of  the  New  York  Tost 
felt  that  “beautiful  photography,  skillful  editing  and 
a script  of  simple  directness  comlnned  to  tell  an 
inspiring  story”. 

Writing  for  the  Associated  Press,  Charles  ISIercer 
called  Monganga  “one  of  the  most  moving  and 
absorbing  documentaries  in  many  months”.  Hal 
Humphrey  in  the  Los  Angeles  Mirror-News  described 
it  as  “a  tremendous  human  interest  storj’”. 

IMonganga’s  November  showing  marked  a signifi- 
cant “first”  for  this  jjioneering  TV  series.  It  was 
the  first  hour-long  medical  program  ever  presented 
coast-to-coast  in  compatible  color  and  black-and- 
white. 

The  sliow  chronicles  the  daily  labors  of  one  mis- 
sionary, Dr.  John  Ross,  as  an  “illustration  of  the 


work  American  doctors  are  doing  for  sick  }>eople 
all  over  the  world”. 

In  Dr.  Ross’  clinic,  surgery  is  always  i>receded  by 
a prayer.  He  is  shown  at  his  14-hour  day — over- 
seeing a nearby  leprosarium,  conducting  a weekly 
pre-natal  clinic,  traveling  to  distant  “bush  clinics”. 

His  days  not  only  include  the  diagnosis  and  treat- 
ment of  diseases  which  face  all  physicians  every- 
where, ljut  also  the  very  s]>ecial  challenge  of  trojncal 
medicine.  Leprosy,  yaws,  elei)hantiasis  and  sleeping 
sickness  are  encountered  daily.  Primitive  living  and 
sanitary  conditions  must  be  improved — and  often 
Doctor  Ross  turns  field  construction  engineer. 

“My  job”,  Dr.  Ross  says  simply,  “is  to  lift  these 
people  up”. 

This  dedicated  man  is  a Kansan  by  birth  who, 
as  a minister,  served  congregations  in  California. 
At  the  age  of  36 — after  the  death  of  his  first  four 
children,  two  of  them  within  10  days — he  decided 
to  become  a medical  missionary.  He  graduated  from 
the  Indiana  Phiiversity  School  of  Medicine  and 
took  graduate  work  at  Tulane  University.  In  1950 
— by  then  43  years  old — he  was  assigned  to  the 
Disciples  of  Christ  mission  in  the  village  of  Lotumbe. 

John  Gunther,  author  of  “Inside  Africa”,  is  the 
principal  commentator  for  the  program,  providing 
background  on  Africa  and  on  the  work  of  the  medi- 
cal missionary. 

March  of  Medicine  was  the  first  television  series 
to  receive  an  Albert  Lasker  Award  for  Medical 
Journalism.  In  the  past,  the  series  has'  focused  on 
sucli  topics  as  mental  health,  cancer,  heart  disease, 
arthritis,  and  new  surgical  techniques. 


65 


Volume  84,  Febru.ary,  1957 


The  Artificial  Kidney 

The  Clinical  Use  of  Hemodialysis 


AKOLFF  type  “Artificial  Kidney”,  or  hemo- 
dialyzer^  is  now  in  operation  at  the  Medical 
College  of  Virginia  Hospitals.  This  is  relatively 
large,  but  operates  simply  and  is  effective  because 
of  its  large  dialyzing  surface.  There  are  currently 
several  other  satisfactory  machines  in  use,  and 
although  their  appearances  vary  greatly,  the  funda- 
mental process  of  dialysis  across  a cellophane  mem- 
brane is  common  to  all. 

In  the  Kolff  hemodialyzer  (Fig.  1)  blood  is  forced 
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blood  urea  will  be  lowered  to  about  one-fourth  or 
one-third  of  its  initial  value. 

D.\NGER  AND  CONTRAINDICATIONS 

Hemodialysis  is  a relatively  safe  procedure,  but 
there  are  certain  dangers  to  be  considered.  First, 
since  the  apparatus  must  be  primed  with  about  700 
cc.  of  bank  blood  before  a run  commences,  there  is 
the  danger  of  blood  transfusion.  Complicating  this 
factor  is  the  speed  with  which  this  blood  is  admin- 


Rotatinq  coupling 
\ 


Celophone 

tubing 


Artery 


to  vein 


Rotalirig  drum 
Fig.  1 — Schematic  diagram  of  Kolff-tvpe  hemodialyzer. 


by  arterial  pressure  through  a flowmeter  and  then 
through  a rotating  coupling  into  cellophane  tubing 
wound  about  a wire  drum.  The  blood  gravitates 
to  the  dependent  portion  of  the  coils  and,  because 
of  its  tendency  to  stay  there,  is  moved  from  left  to 
right  by  the  rotation  of  the  drum.  It  collects  on 
the  right  side  and  is  sucked  out  and  pumped  back 
into  the  patient  by  a non-traumatic  pump.  Heparin 
is  used  to  prevent  coagulation.  The  film  of  blood 
in  the  cellophane  coil  is  exposed  to  a special  bath 
solution  and  it  is  here,  of  course,  that  the  process 
of  dialysis  occurs.  An  ordinary  dialysis  treatment 
lasts  six  hours,  and  with  the  usual  blood  flow  of 
about  250  cc/min.,  one  may  anticipate  that  the 
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istered — namely,  in  two  or  three  minutes,  so  that 
if  a reaction  should  occur,  blood  would  have  been 
infused  before  corrective  measures  could  be  insti- 
tuted. Since  the  K+  concentration  of  bank  blood 
may  be  very  high,  it  is  wise  in  cases  with  critical 
hy[)erkalemia  to  pre-dialize  the  bank  blood  in  order 
to  lower  the  K+  concentration.  Of  partciular  im- 
portance in  evaluating  a patient  for  dialysis  is  con- 
sideration of  the  necessity  of  thorough  hepariniza- 
tion. Thus  patients  with  very  fresh  wounds,  or  active 
uncontrollable  bleeding  cannot  be  dialyzed  without 
serious  risk  of  hemorrhage.  On  the  other  hand,  when 
there  is  a threat  of  hemorrhage  from  a wound  sev- 
eral days  old,  or  a history  of  bleeding  from  such 
a lesion  as  peptic  ulcer,  dialysis  can  proceed  with 
caution.  Hemorrhagic  uremic  colitis  and  other  hem- 
orrhagic uremic  phenomena  are  usually  of  little 
consequence  and  do  not  result  in  serious  bleeding. 
Bleeding  following  infusion  of  heparin  is  a possi- 
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bility,  but  can  usually  be  controlled  by  use  of 
protamine  sulfate. 

INDICATIONS^ 

Whatever  value  hemodial}'sis  has  is  limited  to 
the  value  that  can  l)e  obtained  by  a manipulation 
of  blood  chemistry  and,  to  a much  smaller  extent, 
the  manipulation  of  blood  volume.  The  majoritv 
of  acutely  oliguric  patients  can  now  be  managed 
without  recourse  to  dialysis.  \\'hen  the  diagnosis 
is  established,  the  basic  management  is  rigid  fluid 
restriction  and  the  provision  of  adequate  calories 
to  j)revent  undue  tissue  catabolism.  In  most  in- 


but  usually  improvement  is  more  obvious  on  the 
day  alter  dialysis.  Hy  improvement  is  meant  a 
marked  elevation  of  cerebral  function,  relief  of 
nausea  with  return  of  apjK'tite,  and  imj)roved  mu.scle 
strength.  Pulmonary  congestion  may  also  be  relieved. 

e have  recent’y  had  the  o])portunity  to  ob.serve 
a j)atient  wlio  remaiiu'd  oliguric  twcnt}'-five  days 
and  eventually  went  on  to  recovery.  (Fig.  2) 

The  j)atient  was  a 72  year  old  male  wlio  develo])ed 
mild  h}'jxt  nsion  sec(  ndary  to  Ijleeding  after  a 
transurethrcl  prostatic  resection.  Following  this 
he  develcf>ed  oliguria  and  by  the  third  jjost  operative 
day  his  blcx>d  urea  nitrogen  and  creatinine  had 
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Fig.  2 — Chart  showing  changes  in  BUN  and  creatinine  levels  during  oliguria.  Note 
output  did  not  attain  400  cc.  per  day  until  the  twenty-fifth  oliguric  day. 


stances  such  management  is  adequate  to  bring  the 
patient  through  to  a diuretic  phase  and  eventually 
to  recovery.  Flowever,  in  a considerable  number  of 
cases,  after  three  to  ten  days  and  largely  dependent 
on  the  rate  of  catabolism,  the  j^atient  will  develop 
laboratory  and  clinical  uremia.  Critical  potassium 
intoxication  may  occur  which  will  be  suggested  by 
weakness,  poor  respiratory  motion,  decreasing  deep 
tendon  reflexes  and  progressive  ECG  changes  as  well 
as  elevation  of  serum  K+. 

In  such  acutely  oliguric  patients,  there  is  no  doubt 
that  dialysis  is  highly  effective  in  correcting  ab- 
normal blood  chemistry.  Some  patients  will  show 
clinical  improvement  during  the  six  hour  dialysis. 


risen  from  normal  levels  to  100  mgm.  per  cent  and 
8 mgm.  per  cent  respectively.  Despite  restriction 
of  fluid  and  administraticn  of  2000  calories  j^er  day, 
he  did  not  develop  diuresis  but  became  progressively 
more  drowsy,  disoriented,  and  nauseated.  The  blotKl 
chemistry  deteriorated.  On  the  eighth  oliguric  day, 
dialysis  was  carried  out  for  ■ six  hours  with  a 
blood  flow  of  225-250  cc  min.  The  patient  showed 
slight  imiwovement  during  dialysis  becoming  more 
lucid  and  responding  to  commands.  Jerking  and 
twitching  movements  disappeared  and  the  deep 
tendon  reflexes  were  markedly  improved.  The  elec- 
trocardiogram showed  progressive  lowering  of  T 
waves  as  the  serum  potassium  was  lowered  from 
6.1  to  3.6  mEq./L.  (Eig.  3) 
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BEFORE  DIALYSIS 


Fig.  3 — The  electrocardiograms  recorded  immediately  be- 
fore and  after  hemodialysis.  The  T waves  are  reduced 
concomitantly  with  decrease  of  serum  potassium  from 
6.1  to  3.6  mEq.  per  L. 


Other  blood  chemical  changes  occurring  during 
dialysis  are  shown  in  Fig.  4. 


Following  this  dialysis,  the  patient  was  markedly 
improved  and  able  to  accept  oral  feeding  and  medi- 
cation. Nevertheless,  urine  output  remained  scanty 
(about  200  cc/day),  and  again  he  began  to  de- 
teriorate slowly.  By  the  sixteenth  oliguric  day,  it 
was  necessary  to  repeat  dialysis,  which  was  done 
without  incident.  Improvement  occurred,  but  the  urine 
output  continued  low  until  the  twenty-fifth  oliguric 
day  when  the  volume  was  440  cc.  in  24  hours. 
Twelve  days  later  the  volume  had  risen  to  3000 
cc.  per  day.  A tendency  to  lower  blood  urea  nitro- 
gen level  was  not  noted  until  thirty-two  days  after 
the  renal  injury.  Kventually  this  man  recovered 
adequate  renal  function  and  returned  to  work. 

In  this  case  dialysis  was  important  in  correcting 
blood  chemistry  and  relieving  symptomatology  Its 
value  can  hardly  be  questioned  in  oliguria  as  pro- 
longed as  tnis.  However,  in  the  usual  less  prolonged 
cases  of  acute  renal  failure,  the  use  of  dialysis 
should  not  loom  so  large  as  to  obscure  the  critical 
importance  of  attention  to  fluid  restriction  and  pro- 
vision of  calories. 

There  are  a few  patients  who  have  chronic  renal 
disease  who  may  be  candidates  for  dialysis.^  These 
are  primarily  patients  with  chronic  renal  insufliciency 
who  may  have  been  thrown  into  decompensation  by 
some  intercurrent  stress  or  an  exacerbation  of  their 
renal  disease.  In  such  instances  dialysis  may  pro- 
vide the  necessary  time  to  reverse  the  newer  factor 
and  thus  allow  the  patient  to  resume  function  at  the 
old  level.  Occasionally  patients  with  chronic  renal 
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disease  and  nitrogen  retention  may  require  major 
surgery  and  such  patients  may  undergo  dialysis  to 
attain  ideal  preparation  for  surgery.  This  approach 
is  particularly  well  suited  to  patients  whose  renal 
difficulty  may  be  relieved  by  surgical  intervention. 


trie  care  five  days  after  dialysis.  Figure  5 compares 
the  rate  of  removal  of  i)henobarbital  by  dialysis  as 
com[)ared  to  natural  avenues  of  disposal.  Analysis 
indicated  ai)proximately  3 gms.  of  barl)iturate  ac- 
cumulated in  the  bath  solution.  Fortunately  pheno- 


Fig.  5 — Chart  showing  decrease  in  blood  barbiturate  level 
during  dialysis  and  thereafter. 


An  entirely  different  group  of  patients  who  may 
benefit  from  hemodialysis  are  those  intoxicated  with 
diff usable  poisons.^-'*’®  While  there  may  be  no  gross 
alteration  of  renal  function,  the  dialyzer  is  useful 
because  of  its  ability  to  remove  certain  materials 
faster  than  the  normal  kidney  can  dispose  of  them. 
Among  the  materials  which  are  effectively  removed 
by  dialysis  are  bromide,  salicylate,  and  certain  bar- 
biturates. 

We  have  recently  treated  a 40  year  old  female 
who  ingested  an  unknown  quantity  of  phenobarbital 
in  a suicide  attempt.  On  admission  the  patient  was 
unresponsive  to  painful  stimuli,  but  weak  corneal 
and  triceps  reflexes  were  present.  The  reflexes  dis- 
appeared in  a few  hours  and  evidence  of  broncho- 
pneumonia appeared.  A blood  barbiturate  level  was 
reported  as  22  mgm.  per  cent  and  the  decision  was 
made  to  proceed  with  dialysis.  Four  and  one-half 
hours  after  starting  dialysis,  the  patient  was  respond- 
ing to  painful  stimuli  and  the  knee  jerks  reappeared. 
At  the  end  of  dialysis,  there  was  spontaneous  mov- 
ing and  coughing.  The  next  morning  the  patient 
was  still  drowsy,  but  able  to  converse.  Chest  x-ray 
showed  slight  bronchopneumonia  which  cleared 
quickly  and  the  patient  was  discharged  for  j)sychia- 


barbital  dialyzes  much  better  than  some  of  the  other 
barbiturates  which  have  more  protein  binding.  In 
general,  dialysis  is  most  effective  in  the  removal  of 
the  slower  acting  barbiturates. 

Hemodialysis  is  particularly  useful  in  severe  sali- 
cylate intoxication  where  marked  acid-base  imbalance 
may  be  present.  These  patients  can  be  quickly 
relieved  of  the  salicylate  ion  while  at  the  same  time 
normal  blood  chemistry  is  restored. 

While  such  cases  as  I have  given  may  be  dra- 
matic, by  no  means  will  all  these  patients  recover, 
^lany  patients  who  are  treated  by  dialysis  may  not 
survive,  but  death  can  be  attributed  to  the  under- 
lying disease  in  most  cases.  In  our  cases,  dialysis 
has  uniformly  altered  blood  chemistry  significantly 
in  the  direction  of  normal,  and  the  patients  have 
shown  gratifying  improvement.  It  is  to  be  empha- 
sized that  whereas  dialysis  is  a large  undertaking, 
it  has  become  effective  and  quite  safe.  Under  these 
circumstances,  when  the  proper  indications  exist, 
it  is  unwise  to  delay  the  procedure  until  the  situa- 
tion becomes  critical  and  beyond  repair.  While 
dialysis  does  carry  minimal  risk,  it  can  be  depended 
upon  to  improve  the  patient’s  condition  and  sim- 
plify subsequent  management. 
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SUMMARY 

A Kolff  type  hemodialyzer  is  now  in  use  at  the 
Medical  College  of  Virginia  Hospitals.  A descrip- 
tion of  the  apparatus  is  given. 

Hemodialysis  involves  the  danger  of  rapid  blood 
transfusion  and  is  contraindicated  when  there  is 
uncontrollable  bleeding. 

Hemodialysis  is  useful  in  certain  cases  of  acute 
renal  failure  and  occasionally  in  chronic  renal  dis- 
ease. It  is  effective  in  alleviating  toxicity  due  to 
diffusable  poisons.  Cases  illustrating  the  role  of 
dialysis  in  oliguria  lasting  twenty-five  days  and  in 
pirenobarbital  poisoning  are  presented. 
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New  Vaccine 


An  editorial  in  the  Januar}’  5 Journal  of  the 
.American  Medical  .Association  said  progress  already 
made  in  the  study  of  virus-caused  respiratory  diseases 
indicates  that  many  more  problems  will  be  solved 
“in  the  foreseeable  future.”  Two  articles  in  the  same 
Journal  reported  success  in  developing  a new  vac- 
cine to  combat  non-feverish,  grippe-like  illnesses 
especially  prevalent  among  military  personnel. 

The  editorial  explained  that  viruses  causing  these 
illnesses,  which  do  not  include  the  common  cold, 
have  been  variously  named  .AD  for  “adenoid  degen- 
eration” or  .ARC  for  “adenoidal-pharyngeal-con- 
junctival”  in  the  past,  but  are  now  generally  labeled 
adenoviruses.  .At  least  14  types  of  adenoviruses  have 
been  identified  so  far.  Tj-j^es  1,  2 and  5 are  fre- 
quently associated  with  feverish  respiratory  infec- 
tions in  young  children.  Type  3 causes  a new  dis- 
ease called  pharyngoconjunctival  fever,  which  is  seen 
most  frequently  in  children.  Types  4 and  7 cause 
much  of  the  acute  respiratory  disease  and  primary 
atypical  pneumonia  seen  among  adults,  and  types 
6 and  10  cause  conjunctivitis  (inflammation  of  the 
eyelid  lining). 

The  editorial  pointed  out  that  the  development 
of  simpler  laboratory  methods  has  made  it  easier  to 
identify  previously  unrecognized  viruses,  but  early 
hopes  that  all  respiratory  diseases  of  unknown  origin 
could  be  attributed  to  the  newly  recognized  viruses 
have  not  materialized. 


The  vaccine  described  in  the  two  articles  was  made 
to  combat  infections  caused  by  types  4 and  7 ade- 
noviruses. Alruses  obtained  from  patients’  throat 
washings  were  grown  in  monkey  kidney  tissues  and 
then  killed  by  incubating  them  in  the  chemical 
formalin.  The  process  was  described  by  Maurice 
R.  Hilleman,  Ph.D.,  Mildred  S.  Warfield,  B.S., 
Salley  .Anderson,  B.S.,  and  Jacqueline  H.  AVerner, 
M.S.,  from  the  department  of  respiratory  diseases, 
Walter  Reed  .Army  Institute  of  Research,  Wash- 
ington, D.C. 

The  testing  of  the  vaccine  among  600  recruits 
at  Ft.  Dix,  N.J.,  was  outlined  by  Drs.  Reuel  .A. 
Stallones  and  Ross  L.  Gauld,  both  from  the  Walter 
Reed  Institute  and  Mr.  Hilleman,  Miss  Warfield  and 
Miss  .Anderson. 

The  vaccine,  which  caused  no  side  effects  among 
the  persons  receiving  it,  was  found  to  be  effective 
beginning  one  week  after  the  initial  injection.  It 
caused  a marked  reduction  in  the  number  of  illnesses 
requiring  hospitalization  during  the  second  through 
the  fifth  weeks  after  vaccination.  .And  no  disease 
was  found  among  the  vaccinated  men  after  tlie  fifth 
week.  It  also  appeared  to  reduce  the  number  of  per- 
sons with  mild  attacks  of  illness  which  would 
normally  not  have  required  hospitalization. 

Interestingly  enough,  antibody  development  against 
type  3 adenovirus  was  found  to  be  as  great  as  that 
against  4 and  7,  of  which  the  vaccine  was  made. 
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Routine  Operative  Cholangiography 


The  place  of  operative  cholangiography  in 
biliary  surgery  is  ill-defined  as  indicated  by  the 
numerous  contradictory  papers  that  have  been  ap- 
pearing in  the  current  literature.  These  articles 
not  only  bring  into  sharp  focus  the  inconsistencies 
and  often  diametrically  opposed  views  regarding 
cholangiography,  but  also  demonstrate  the  lack  of 
a standardized  technique  of  exploring  the  common 
duct. 

ISlirizzi  of  Argentina  was  the  first  to  perform 
operative  cholangiography.  Mallet-Guy,  Bergeret, 
and  recently  Soupault  and  Carol!  of  France  have 
added  materially  to  our  knowledge  of  the  abnormal 
physiology  of  the  common  bile  duct  with  studies 
of  pressure  within  the  biliary  tract,  and  cholan- 
giography during  and  after  operation.  The  studies 
of  Mulholland  and  Doubilet  on  division  of  the 
sphincter  of  Oddi;  of  Whipple  and  others  on  radical 
resection  of  the  head  of  the  pancreas  for  carcinoma; 
and  Lahey,  Cattell  and  Cole  on  the  treatment  of 
strictures  of  the  common  duct  are  all  great  contribu- 
tions which  cannot  be  elaborated  upon  at  this  time. 

The  first  choledochostomy  for  the  removal  of 
stones  from  the  common  duct  was  performed  only 
67  years  ago'^.  Since  that  time  the  operation  has 
become  Cjuite  commonplace^  and  with  the  addition 
of  refinements  has  become  much  more  reliable  and 
efficient.  Among  these  refinements,  one  of  the  more 
valuable  has  been  that  of  cholangiography.  This 
has  doubtless  done  more  than  any  single  effort  to 
transform  surgery  of  the  biliary  tract  from  a hap- 
hazard procedure  to  a much  more  exact  one. 

The  incidence  of  common  duct  exploration  at  the 
time  of  operation  for  cholecystic  disease  varies  ac- 
cording to  different  observers  from  20  to  40  per  cent. 
Of  those  ducts  which  are  explored,  stones  are  found 
in  25  to  50  per  cent,  and  even  after  exploration, 
stones  are  over-looked  in  10  to  25  per  cent.  These 
figures  vary  somewhat  from  those  of  Johnston®  and 
his  associates  at  the  Mayo  Clinic.  They  studied  all 
cases  of  cholelithiasis  that  came  to  operation  at  the 
Mayo  Clinic  between  the  years  1940  and  1950,  and 
estimated  that  stones  were  present  in  the  common 

Presented  before  the  Annual  Meeting  of  The  Medical 
Society  of  Virginia,  Roanoke,  October  14-17,  1956. 
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duct  of  ai)proximately  10  to  20  per  cent  of  all 
patients  who  underwent  cholecystectomy,  and  that 
of  the  number  who  had  stones  in  the  duct,  2 to  26 
per  cent  were  overlooked  or  impossible  to  remove. 

Regardless  of  the  variation  in  the  stati.stics,  we 
are  all  aware  of  the  gravity  of  tliis  problem.  It  is 
obvious  that  any  method  that  will  reduce  the  inci- 
dence of  retained  stones,  variously  estimated  from 
2 to  26  per  cent,  should  be  thoroughly  investigated, 
and  it  is  toward  this  realization  that  operative  cho- 
langiography offers  much. 

There  are  two  types  of  operative  cholangiogra- 
phy®; The  first  is  a preliminary  visualization  of 
the  biliary  tree  at  operation.  It  has  its  greatest 
usefulness  in  visualizing  this  system  when  there  is 
no  clear-cut  clinical  indication  for  exjfioration. 
Mehn®,  in  a routine  study  of  more  than  1 1 3 patients 
by  this  method,  was  able  to  demonstrate  numerous 
unsuspected  common  duct  stones  (10  per  cent  of 
the  cases),  intrahepatic  duct  stricture,  neoplasm 
(extrinsic  and  intrinsic  common  duct  obstruction 
due  to  metastasis  or  primary  tumor) , obstruction  due 
to  carcinoma  of  the  head  of  the  pancreas,  and  also 
the  relationship  of  a fistula  to  the  hepatic  ducts. 
One  of  his  most  significant  conclusions  was  that 
omitting  exploration  of  the  common  duct  when  the 
cholangiogram  was  normal  resulted  in  no  post- 
operative difficulties. 

The  second  type  may  be  called  control  operative 
cholangiography,  and  is  used  to  visualize  the  ducts 
after  exploration  has  been  carried  out.  Surgeons 
know  all  too  well  how  easily  stones  are  missed,  even 
after  supraduodenal  palpation,  irrigation,  and  prob- 
ing. 

There  are  numerous  other  advantages  in  using 
routine  cholangiography.  It  has  been  truly  said  that 
there  is  no  need  to  look  for  normal  anatomic  rela- 
tionships in  and  around  the  gallbladder  region  as 
there  is  no  normal.  Cholangiography  is  of  great  help 
in  demonstrating  these  relationship,  so  that  errors, 
even  catastrophy,  can  be  avoided  (Fig.  1). 

Intra-hepatic  stones  (Fig.  2)  can  be  visualized  and 
with  this  knowledge  we  are  at  least  forewarned. 
While  this  particular  problem  at  present  is  insur- 
mountable®, some  efforts  towards  its  solution  might 
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be  taken  by  flushing  the  hepatic  radicles  with  saline 
through  a small  rubber  catheter  in  an  effort  to  dis- 
lodge the  stone  and  carrc’  it  into  the  lower  reaches 
of  the  common  duct.  If  this  fails,  the  procedure 


Fig.  1. — Carcinoma  of  the  gallbladder,  with  bits  of  tumor 
within  the  common  duct  causing  filling  defects.  Note 
the  unusual  disposition  of  the  common  duct  as  it  tra- 
verses the  abdomen  in  a horizontal  plane,  a fact  vital 
to  the  operative  approach. 


Fig.  2a. — Five  or  six  stones  are  present  in 
the  distal  end  of  the  common  duct,  but 
a small  intrahepatic  stone  is  present  in 
addition. 


nificantly  wider  diameter  than  the  hepatic  radicles 
to  enable  any  stone  dislodged  therefrom  to  pass  into 
the  duodenum. 

\\’alters®  pointed  out  that  33  per  cent  of  his  pa- 
tients with  stone  in  the  common  duct  had  no  jaun- 
dice. IMany  of  the  stones  in  the  common  duct  were 
small  and  floated  in  the  bile  so  that  they  were  not 
imjjacted  in  the  ampulla,  and  others  were  small 
enough  to  be  lodged  in  the  ampulla  and  still  not 
cause  enough  continuous  obstruction  to  bring  about 
jaundice.  This  indicates  that  the  floating  and  am- 
pullary  stones  in  the  common  duct  that  produce 
attacks  of  pain  without  jaundice,  do  so  from  spasm 
of  the  wall  of  the  bile  duct  and  possible  associated 
spasm  of  the  sphincter  of  Oddi.  In  such  a situa- 
tion, cholangiograjjhy  is  essential  to  determine  the 
I)resence  of  stones,  and  also  to  check  the  state  of  these 
ducts  after  e.xploration  has  been  done. 

Interpretation  of  the  roentgenograms  showing  an 
obstructed  common  duct  without  stones  can  offer 
difficulty.  When  the  biliary  tract  is  normal  except 
for  the  failure  of  the  contrast  medium  to  enter  the 
duodenum,  the  obstruction  is  probably  due  to  spasm 
(Fig.  3).  Repeating  the  cholangiogram  with  or 
without  the  addition  of  a local  anesthetic  in  the  con- 
trast medium  will  show  ready  ])assage  into  the 
duodenum  and  a normal  distal  segment.  When 
the  obstructed  duct  is  dilated  (Fig.  1 and  4),  diffi- 
culties of  diagnosis  are  even  greater.  The  obstruc- 
tion may  be  benign  (fibrous  post-inflammatory  stric- 


Fig.  2b. — Spot  film  made  post-operatively, 
showing  small  radioluciency  in  angle 
of  “T”  tube,  which  proved  to  be  a 
stone,  probably  the  one  noted  within  the 
liver  at  operation.  This  filling  defect  is 
assumed  to  be  the  stone  that  was  with- 
drawn with  the  “T”  tube. 


I 


recently  described  by  WelclP,  and  currently  practiced 
at  the  Massachusetts  General  Hospital,  may  be 
tried:  the  sphincter  of  Oddi  is  dilated  to  a sig- 


ture.  pancreatitis)  or  malignant  (intrinsic  within 
the  common  duct,  or  extrinsic  such  as  carcinoma  of 
pancreas,  and  malignant  nodes).  As  a general  rule. 
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I the  widest  common  ducts  are  found  in  the  neoplastic 
conditions,  but  the  final  decision  as  to  the  cause  of 
I the  obstruction  must  rest  on  the  clinical,  o])erative 
' and  laboratory  findings  rather  than  the  roentgeno- 
i logic. 


Lest  it  ajjpear  that  we  are  carried  away  with  our 
enthusiasm  for  operative  cholangiography,  we  should 
like  to  em])hasize  that  this  procedure  is  not  in- 
tended as  a substitute  for  sound  clinical  judgment; 
there  never  will  be  a substitute  for  this  invaluable 


Fig.  3a. — No  opaque  medium  entered  the  Fig.  3b. — Film  made  post-operatively 
duodenum,  but  note  that  the  biliary  showing  normal  common  duct.  This  is 
tree  is  otherwise  normal.  considered  an  example  of  spasm. 


Our  indications  for  exploring  the  common  duct 
may  be  mentioned  in  passing:  1.  Jaundice  or  a 
history  of  jaundice;  2.  Small  stones  in  the  gall- 
bladder with  dilatation  and  thickening  of  the  com- 


Fig.  4. — The  common  duct  is  widened,  but  no  filling  de- 
fects seen.  Clinical  diagnosis  of  pancreatitis. 


mon  duct.  Palpation  for  stones  in  the  common  duct 
is  frought  with  so  much  uncertainty,  and,  in  our 
hands,  is  so  completely  unreliable  that  we  have 
abandoned  the  practice  entirely.  This  opinion  ap- 
{>cars  widespread. 


gift.  Roentgenologic  study  is  an  aid  only,  although 
an  invaluable  and  irreplaceable  one,  but  also  with 
certain  pitfalls  that  must  be  recognized.  Interjtre- 
tation  of  the  cholangiogram  of  course  is  the  most 
important  part  of  the  entire  endeavor,  but  the  pos- 
sibilities of  misinterpretation  must  be  appreciated 
by  those  who  would  use  this  method.  One  of  the 
main  objections  to  this  procedure  in  the  past  has 
been  the  poor  technical  quality  of  the  examination. 
I’o  remedy  this,  the  radiologist  must  give  his  per- 
sonal attention  to  the  examination,  expediting  the 
entire  procedure  so  that  a minimum  of  time  is  lost 
in  its  execution. 

'Phe  more  one  uses  this  procedure,  the  more  adept 
he  becomes  and  the  more  reliance  can  be  placed  in 
it.  Since  we  have  been  using  this  method  routinely 
in  all  cholecystectomies  done  at  the  Mary  Washing- 
ton Hospital  for  the  past  2 years,  to  our  knowledge 
there  has  been  but  one  instance  in  which  a stone  in 
the  common  duct  was  unrecognized.  This  occurred 
in  a technically  poor  examination,  and  cannot  be 
considered  an  imperfection  of  the  method. 

The  technique  used  in  our  hospital  is  as  follows: 
.A.fter  placing  the  patient  upon  the  operating  table, 
and  Ijefore  anesthesia,  the  cassette  tunnel  is  properly 
positioned  so  that  the  estimated  position  of  the  com- 
mon duct  is  centered  over  the  tunnel.  The  patient 
is  then  anesthetized  and  the  structures  around  the 
ampulla  of  the  gallbladder  are  exposed  and  identi- 
fied. The  cystic  duct  is  divided  and  a small  catheter 
(either  a ureteral  catheter  or  a section  of  poly- 
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Fig.  5a. — After  5 cc.,  a concave  filling  Fig.  5b. — Defect  much  more  def- 
defect  is  seen  in  the  terminal  end  of  inite  after  second  increment  of 
the  common  duct,  but  positive  diag-  5 cc. 
nosis  not  possible. 


ethylene  tubing  of  suitable  diameter  and  length)  is 
inserted  into  the  cy.stic  duct  for  a distance  not  more 
than  6 or  8 centimeters.  A ligature  is  placed  around 
the  duct  to  prevent  leakage,  and  aspiration  is  done 
to  fill  the  system  with  bile,  thus  obviating  the  ])os- 
sibility  of  the  presence  of  air  bubbles  which  can 
be  extremely  confusing  in  the  interpretation  of  the 
roentgenograms.  All  unnecessary  clamps  are  re- 
moved, and  the  area  is  covered  with  a sterile  towel 
with  the  position  of  the  underlying  common  duct 
indicated  by  a dot  of  merthiolate.  The  patient  is 
rotated  about  10  degrees  with  the  right  side  down, 
so  that  the  common  duct  may  be  projected  away 
from  the  spine.  The  mobile  unit  is  centered  over 
the  merthiolate  mark  and  the  catheter  is  injected  after 
making  sure  that  no  air  is  contained  within  the 
system.  The  contrast  medium  (30%  Urokon)  is 
injected  in  increments  of  5 cubic  centimeters  for 
a total  of  15;  exposures  are  made  after  each  in- 
crement. We  usually  have  the  anesthetist  make 
the  exposures  since  she  is  best  able  to  correlate  these 
with  the  suspension  of  respiration.  ISIultiple  ex- 
posures are  an  absolute  necessity;  we  have  examples 
wherein  only  one  of  the  three  showed  stones  (Fig.  5). 
The  films  are  immediately  processed  while  the  sur- 
geon continues  with  removal  of  the  gallbladder. 
The  radiologist  views  the  films  as  soon  as  they  are 
cleared  and  telephones  his  i)reliminary  report  to  the 
ojierating  room.  Any  questionable  findings  are  jointly 
discussed  in  the  operating  room  by  the  surgeon  and 
radiologist.  The  time  consumed  in  the  jjrocedure 
is  probably  less  than  5 minutes. 

Every  hospital  with  any  claim  to  radiologic  serv- 
ices has  the  required  equipment.  All  that  is  neces- 
sary is  a mobile  unit  capable  of  delivering  20  mil- 
iiamperes  at  85  kv  and  a cassette  tunnel.  Our 
department  is  equipped  with  a mobile  unit  capable 


Fig.  5c. — After  third  increment  of  5 cc. 
of  opaque  medium,  filling  defect  es- 
sentially lost.  A single  stone  was 
recovered,  and  control  cholangio- 
graphy was  negative. 

of  200  milliamperes  with  a rotating  anode,  but  the 
smaller  unit  suffices  for  all  but  the  most  obese 
patients,  ^^’ith  the  smaller  unit  we  do  not  use  a 
grid  to  reduce  the  secondary  scatter,  but  depend 
rather  upon  a small  cone.  The  field  of  the  cone 


Fig.  6. — This  illustrates  the  position  of  the  cassette  tunnel 
under  the  patient’s  right  side,  with  opening  directed 
towards  his  head.  The  x-ray  cassette  is  introduced  into 
the  tunnel  slot  in  a tray. 
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must  not  exceed  7 or  8 inches  in  diameter.  The 
small  field  is  essential  for  diagnostic  films.  We 
! cannot  emphasize  too  strongly  the  need  for  strict 
! limitation  of  the  field  when  a grid  is  not  employed. 

I An  average  patient  would  require  20  milliamperes, 
I 0.5  seconds,  75  to  80  kv. 

While  it  is  acceptable  to  have  the  cassette  tunnel 
i open  to  the  side  of  the  patient,  we  have  it  open  under 
I the  patient’s  right  shoulder,  and  thereby  are  able 
to  insert  the  film  without  disturbing  the  sterile 
drapes  (Fig.  6). 

CONCLUSIONS 

^ The  advantages  of  operative  cholangiography  are 
discussed,  and  its  rightful  place  in  surgery  of  the 
gallbladder  and  bile  ducts  is  delineated.  Operative 
cholangiography  brings  to  our  attention  the  anatomic 
aberrations  of  the  entire  ductal  system,  and  thus 
mistakes  of  a catastrophic  nature  can  be  avoided. 
Stones  which  could  not  otherwise  be  detected  can  be 
visualized,  and  much  valuable  information  regard- 
ing the  etiology  of  strictures  can  be  ascertained.  The 
I inadequacies  of  this  procedure  are  listed,  and  while 
I it  is  not  a substitute  for  sound  clinical  thinking, 

i it  is  an  invaluable  aid  in  what  can  be  the  most 


difficult  of  all  surgery.  This  teclinique  has  done 
much  to  transform  surgery  of  the  biliary  system  from 
a haphazard  procedure  to  a much  more  exact  one. 
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Singer’s  Range. 


I The  laryngoscojie,  an  instrument  which  doctors 
have  used  for  more  than  a century  to  examine  the 
I larynx  or  voice  box,  has  apparently  found  a useful 
I place  in  the  field  of  music.  A New  York  voice  and 
1 speech  teacher  reports  in  the  January  issue  of  Ar- 
[ chives  of  Otolaryngology,  one  of  the  American  IMedi- 
, cal  Association  publications  that  he  can  use  the 
instrument  to  great  advantage  to  learn  what  type 
of  voice  a singer  has  before  lessons  begin. 

William  A.  C.  Zerffi,  a member  of  the  faculty  of 
j the  New  School  for  Social  Research,  said  voice  iden- 
tification is  usually  left  to  the  teacher’s  judgment. 
But  because  of  bad  singing  habits  or  because  of 
the  human  ability  to  imitate  various  sounds,  a voice 
is  sometimes  misidentified.  This  can  lead  to  im- 
proper training,  bad  singing  habits,  or  even  the 
shortening  of  a singer’s  career. 

However,  these  difficulties  easily  can  be  avoided 
by  using  the  laryngoscope.  The  teacher  simply  looks 
at  the  length  of  the  vocal  cords.  The  shorter  the 


cords,  the  higher  the  voice;  thus  a soprano  has  shorter 
cords  than  a contralto  and  a tenor  has  shorter  cords 
than  a bass. 

The  laryngoscope  also  offers  the  teacher  an  op- 
portunity to  see  just  how  the  vocal  cords  function, 
which  will  help  him  in  his  teaching.  It’s  important 
that  a singer  be  taught  to  sing  within  his  natural 
range  since  only  within  that  range  can  he  sing  easily 
and  without  exerting  physical  force.  When  he  tries 
to  sing  in  a higher  or  lower  range,  he  must  exert 
muscular  force  to  the  cords,  and  it’s  “little  short 
of  criminal  to  apply  such  force  to  so  delicate  a 
mechanism.”  Continued  forcing  eventually  injures 
the  cords  and  shortens  the  singer’s  career. 

Relying  on  sheer  force  to  produce  tones  also  has 
another  drawback : it  makes  it  difficult  for  the  singer 
to  sing  both  the  notes  and  the  character.  In  other 
words,  he’s  so  busy  forcing  out  the  notes,  he  loses 
all  dramatic  or  artistic  expression. 
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The  Use  of  the  Caduceus  as  a 
Symbol  for  Physicians 


The  use  of  the  emblem,  caduceus,  by 
physicians,  particularly  by  those  in  the  United 
States,  has  led  to  numerous  discussions  concerning 
its  origin^’**-^®’ii'i2>i*'2’'-29.34  There  has  been  con- 
siderable opposition  to  its  use  as  a medical  symbol 
since  it  is  suspected  that  those  who  use  it  may  be 
under  the  mistaken  impression  that  they  are  using 
one  which  refers  to  Aesculapius,  the  God  of  Medi- 
cine^-29.  The  two-serpent  emblem  of  caduceus  is 
condemned  although  it  is  used  by  physicians  in  this 
country  on  their  automobile  license  plates^®,  although 
it  is  the  symbol  of  the  United  States  Army  Medical 
Corps,  the  United  States  Xavy  Medical  Corps,  their 
auxiliaries,  and  the  United  States  Public  Health 
Service.  Purists  insist  that  the  caduceus  is  at  best 
a symbol  of  mixed  connotations  and  that  this  em- 
blem, particularly  that  with  wings,  is  not  a suitable 
device  for  the  medical  profession.  Some  believe  that 
the  emblem  is  better  suited  as  a device  of  Freudian 
cults  and  psychiatrists  rather  than  for  medicine  in 
general.  These  connote  to  the  two  serpents  a phallic 
implication^®  since  they  claim  that  the  serpents  are 
in  the  position  of  coitus.  As  a fertility  emblem,  the 
obstetricians  might  also  claim  the  emblem  for  their 
use. 

It  is  the  purpose  of  this  paper  to  discuss  the  deri- 
vation of  the  term  caduceus,  to  review  the  origin 
of  the  emblem,  and  to  give  the  modern  usage  of  the 
two-serpent  symbol.  The  Aesculapian  symbol  is 
cursorily  discussed  in  contrast. 

Caduceus,  a Latin  word  {caduceus,  caduceum) 
comes  from  the  Greek  (kerykeion)  meaning  a her- 
ald's wand,  from  keryx  meaning  herald.  This  sym- 
bol has  a central  wand  around  which  two  serpents 
are  entwined.  Wilson®^  suggests  that  this  symbol  has 
an  Egyptian  origin  and  that  it  refers  to  the  god 
Thoth,  Hermes  Trismegistus,  who  was  said  to  have 
invented  the  healing  art.  Symbolically  speaking,  this 
prototype  Hermes  (as  he  is  sometimes  called)  is  a 
more  attractive  figure  than  the  Greek  Hermes  with 
whom  the  caduceus  is  usually  associated.  The 
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School  Library,  University  of  Virginia. 

This  paper  resulted  from  research  undertaken  to  set  up 
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Egyptian  Thoth  was  not  a primal  deity  but  an  agent 
and  a messenger  of  the  Mother  Goddess.  This  IMother 
Goddess,  incidentally,  was  always  depicted  with  a 
one-snake  emblem. 

IMost  writers,  however,  believe  the  symbol  refers 
to  the  Greek  god  Hermes.  In  Rome  this  god  was 
called  Mercury.  The  wings,  often  surmounting  the 
caduceus  today,  come  directly  from  this  Hermes, 
since  his  attributes  were  his  winged  sandals  (talaria), 
winged  hat  (petasos)  and  the  caduceus  itself.  This 
Hermes,  besides  being  a god  of  diplomacy,  arts, 
sciences,  was  also  a god  of  commerce^*,  of  boundaries 
and  of  roads,  of  thieves,  of  gain  and  of  riches,  es- 
pecially of  sudden  and  unexpected  riches.  He  was 
god  of  good  luck  at  games.  He  is  usually  represented 
with  his  purse  in  one  hand  and  the  magic  caduceus 
in  the  other.  Hermes  was  not  beyond  turning  a 
dishonest  penny  through  shrewdness.  He  was  the 
one  who  conducted  souls  to  Hades.  Our  physicians 
working  for  safety  devices  in  automobiles  might  not 
look  with  favor  on  this  emblem,  the  caduceus,  if 
this  last  connotation  should  be  pointed  out  to  them. 
They  might  rather  agree  wdth  Tyson^®:  “As  con- 
ductor of  the  dead  to  their  subterranean  abode,  his 
emblem  would  seem  more  appropriate  on  a hearse 
than  on  a physician’s  car.”  In  fact  he  was  not  an 
attractive  god  by  any  means.  Literary  allusions  in 
Shakespeare,  and  elsewhere,  reflect  the  unpleasant 
symbolism  attached  to  this  character®®’^®. 

The  simplest,  most  logical  and  the  kindest  ex- 
planation of  the  use,  or  misuse,  of  the  caduceus  as 
a medical  symbol  seems  to  be  a confusion  in  two 
gods  of  the  same  name. 

As  to  the  Aesculapian  symbol,  composed  of  a 
knotty  staff  encircled  by  a single  serpent,  this  seems 
to  have  all  virtuous  connotations.  It  was  copied 
from  the  statue  of  Aesculapius,  the  Roman  god  of 
medicine  (Asklepios,  the  Greek  equivalent  of  the 
name).  This  statue,  by  Thasmeded,  was  at  the 
temple  of  healing  at  Epidaurus.  There  w’ere  other 
Aesculapian  temples.  Pergamum,  the  birth  place 
of  Galen,  a medical  center  in  its  owm  right,  had  a 
similar  temple  and  statue.  The  physician’s  cane, 
which  became  known  as  the  gold-headed  cane,  was 
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believed  to  be  symbolic  of  the  wand  of  Aesculapius, 
as  portrayed  on  these  statues. 

I'he  single  serpent  was  always  revered,  possibly 
as  something  feared  for  its  power,  wisdom  and  dan- 
ger to  man.  In  addition  it  is  an  emblem  of  healing 
since  it  sloughs  off  its  skin  periodically'*  and  thus 
symbolically,  as  well  as  actually,  renews  its  life. 
It  was  also  considered  as  a living  circle,  the  emblem 
of  eternity.  Multiple  serpents  as  emblems  have 
various  arrangements  and  connotations.  Specimens 
have  been  found  on  reindeer  horn  of  the  paleolithic 
period  and  on  Babylonian  seal-cylinders.  Aescu- 
lapius was  often  depicted  as  a serpent.  In  legend, 
a serpent,  instead  of  Aesculapius,  was  dispatched  to 
Rome  in  time  of  pestilence  and  saved  the  city.  Con- 
cerning this  legend,  McCulloch^i  says;  “Ovid,  re- 
lating the  story  of  the  bringing  of  Aesculapius  from 
Epidaurus  to  Rome  to  avert  a pestilence  in  292  B.C., 
makes  the  god  address  the  embas.sy  as  follows; 

“ ‘I  come  and  leave  my  shrine. 

This  serpent  view,  that  with  ambitious  play 
My  staff  encircles,  mark  him  every  way; 

His  form,  though  larger,  nobler.  I’ll  assume 
And,  changed  as  gods  should  be,  bring  aid  to 
Rome.’  ”21 

In  addition  to  curing  the  sick,  in  legend,  Aescula- 
pius called  the  dead  to  life.  After  he  restored  Glau- 
cus  to  life  a myth  relates  that  Zeus  killed  him  with 
a thunderbolt.  Either  Zeus  feared  men  might  escape 
death  altogether,  or  Hades  objected  to  being  deprived 
of  its  lawful  due.  On  Apollo’s  request,  however, 
Zeus  translated  Aesculapius  into  the  heavens  as  a 
constellation  called  The  Serpent  Holder^^.  There, 
according  to  legend,  he  continued  to  exert  his  healing 
power^i. 

The  only  connection  of  Aesculapius  with  the  Greek 
Hermes  is  through  a late  myth  in  which  Hermes  was 
said  to  be  a half  brother  of  Aesculapius,  and  he  was 
said  to  be  husband  to  Hygeia,  daughter  of  .'\escula- 
pius2®.  There  seems  to  be  little  connection  between 
Aesculapius  and  the  Egyptian  Thoth,  although 
Sozinskey2'^  says  some  think  that  the  staff  of  Thoth 
may  have  been  the  original  of  the  one  accorded  to 
Aesculapius. 

One  of  the  earliest  known  representations  of  the 
caduceus  is  believed  to  be  that  on  a libation  vase 
found  at  Telloh  (Lagash)  now  in  the  Louvre.  This 
vase  of  green  steatite  was  dedicated  by  King  Gudea, 
a Sumerian  satrap,  to  the  god  Ningishzida  in  the 
presargonid  period,  between  4000  and  3000  B.C. 
This  figure  is  without  wings.  The  Medical  Libran,’ 
of  the  University  of  Virginia  is  very  fortunate  in 
having  a black  plaster  copy  of  the  Gudea  vase.  It 


was  given  to  Dr.  Paul  B.  Barringer  who  occupied 
the  Chair  of  Clinical  Medicine  and  Therapeutics  at 
the  University  Medical  School  and  Hospital  some 
years  ago.  IMiss  Anna  Barringer  had  l)rought  it 
back  as  a gift  to  her  father  after  a European  trip. 
She  later  gave  it  to  our  library. 

In  actual  practice,  the  first  use  of  a two-snake 
emblem  in  medical  association  is  credited  to  a Swiss 
medical  printer,  Johann  Froben,  who  died  in  1527. 
He  apparently  was  not  confused  but  deliberately  chose 
a two-snake  devise  to  identify  the  books  he  printed. 
This  symbol  neatly  exemplifies  his  motto;  “Be  ye 
wise  as  serpents  and  harmless  as  doves.”*  P'roben 
showed  two  serpents  and  a wand,  surmounted  by  a 
bird.  A modern  Froben  publisher  has  adopted  a 
similar  much  stylized  device. 

W hether  Froben  knew  better  or  not,  his  symbol 
was  copied  in  his  day  by  Sir  William  Butts,  phy- 
sician to  Henry  VUI  of  England^*.  Sir  William 
used  it  on  his  coat-of-arms.  This  is  believed  to  be  the 
first  use  of  the  caduceus  as  a medical  heraldic  device. 
A few  years  later  Dr.  John  Caius,  author  of  a tract 
on  sweating  sickness,  presented  to  Gonville  and  Caius 
College,  Cambridge,  England,  a silver  caduceus  and 
an  interpretation  of  his  own  in  Latin®.  In  1844  the 
medical  publisher,  J.  S.  M.  Churchill  of  London, 
also  used  the  emblem.  This  seems  to  be  the  last 
obvious  appearance  of  the  “mistake”  in  Great  Brit- 
ain. Toda}^  the  Royal  Army  Medical  Corps  of 
Britain,  Canada  and  Australia,  and  akso  the  PTench 
jMilitary  service,  use  the  true  Aesculapian  emblem. 
However,  the  Paris  Medical  Faculty  displays  the 
caduceus  in  its  processionals.  Charcot’s  caricature 
of  his  colleagues  there  may  have  something  to  do 
with  the  continuation  of  this  practice®42. 

At  about  the  same  time,  the  first  half  of  the  nine- 
teenth century.  Dr.  Robley  Dunglison,  an  English- 
man and  the  first  Professor  of  Medicine  at  the  Uni- 
versity of  Virginia,  devised  an  emblem  for  some  of 
his  books.  It  showed  a single  serpent  drinking  from 
a fountain.  This  symbol  is  Hygeia’s  attribute^^. 

The  fallacy,  or  use  of  the  caduceus  as  an  Aescu- 
lapian emblem,  is  deeply  ingrained  in  the  United 
States.  Purists  still  point  out  the  misuse  but  either 
physicians  have  no  time  to  read  such  articles,  many 
of  which  are  letters  to  the  editor,  or  doctors  consider 
the  controversy  negligible. 

I'he  United  States  Army  had  most  to  do  with 
spreading  the  use  of  the  caduceus  in  the  United 
States.  The  late  Colonel  John  Van  Hoff  has  re- 
ceived the  main  responsibility  for  this®.  In  1856  the 
Army  adopted  the  caduceus  as  an  emblem  for  the 
chevrons  of  the  stewards  of  its  Medical  Corps*-**-^*. 
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As  such  it  denoted  neutrality,  similar  to  the  marking 
of  hospitals  with  the  red  cross  in  the  First  World 
War.  Garrison,  in  defending  the  Army’s  use  of 
the  caduceus  refers  back  to  the  days  of  Rome,  as 
stated  by  Li\w,  when  the  caduceus  was  the  heraldic 
device  of  the  caduceator  or  peace  commissioner,  the 
equivalent  of  a flag  of  truce.  Hence  the  Army  Medi- 
cal Corps'  use  of  the  emblem  is  for  non-medical 
purposes;  it  is  a military  and  an  administrative 
symbol.  The  same  author  must  have  been  hard 
pressed  by  arguments  for  in  1932  he  stated  as  justi- 
fication for  the  cjnestionable  caduceus;  “The  tune 
of  the  Star  Spangled  Banner  was  once  sung  to  very 
ribald  words  in  18th  century  England.  Neverthe- 
less, it  is  our  national  air,  capable  of  inspiring  very 
exalted  emotions  on  occasion,  and  we  stick  to  it.”^® 
He  accepts  the  caduceus  also  as  potential  energy,  to 
“make  medicine”  in  a time  when  medicine  and  magic 
had  much  in  common. 

The  Army  extended  the  use  of  the  symbol  in  1902 
to  the  insignia  of  its  medical  officersW  In  justice 
to  the  .^rmy  Medical  Corps,  it  should  be  pointed  out 
that  the  Aesculapian  emblem  is  the  one  of  its  first 
coat-of-arms,  adopted  around  1818^^. 

The  .\merican  Medical  .Association  adopted  the 
single  serpent  motif  in  1912  after  it  had  dropped 
the  Red  Geneva  Cross  in  1909.  Brown"*  states  that 
the  caduceus  was  at  one  time  the  emblem  of  .\MA 
also. 

The  United  States  Public  Health  Service  seal  and 
insignia  and  the  United  States  Navy-  Medical  Corps 
still  use  the  caduceus  as  their  symbol.  But  the  newer 
Department  of  Health,  Education  and  ^^’elfare  uses 
the  Aesculapian  one. 

Dictionaries,  medical  and  otherwise,  always  tend 
to  reflect  usage.  Hence  the  caduceus  is  often  given 
in  them  an  Aesculapian  association  which  it  does 
not  deserve.  Evidently  the  term  is  still  in  a state 
of  flux,  however,  for  there  is  no  consistency  in  the 
dictionary  definitions  of  the  two  terms.  British  tend 
to  be  purist,  as  you  might  expect  from  their  more 
general  use  of  the  Aesculapian  symbol. 

Lenoury,  as  reviewed  by  Garrison^^,  suggests  that 
the  caduceus  be  designated  as  the  Greek  or  commer- 
cial caduceus  and  that  the  Aesculapian  symbol  be 
called  the  medical  caduceus.  ^^'estern  Reserve  Uni- 
versity’s Institute  of  Pathology  uses  a similar  eva- 
sion in  explaining  its  use  on  its  building  by  calling 
it  the  American  caduceus^*.  Lenoury  further  ]X)ints 
out  that  since  the  true  symbol  is  used  by  the  medical 
officers  of  the  British  and  Erench  Armies,  the  ca- 
duceus is  a nice  differentiation  for  our  medical  corps 
from  those  of  other  nations,  accidental  though  it  may 


be*^.  Why  it  is  necessary  for  us  to  be  differentiated, 
erroneously,  even  for  identification  purposes,  may  be 
a moot  point. 

Users  of  the  caduceus  seem  to  be  on  the  defensive, 
but  the  users  are  legion.  A number  of  medical  jour- 
nals and  other  publications  have  followed  the  fallacy 
to  the  extent  of  naming  themselves  for  the  caduceus^: 

Caduceus  (Hongkong  University  Medical  Society 
publication) 

Caduceus  (Fort  Wayne,  Indiana,  Medical  Society 
publication) 

Caduceo:  periodico  del  Estado  Libre  de  La  Puebla 
de  Los  Angeles,  Mexico 

Caducee  (of  Paris,  of  Louvain,  of  Marseilles  and 
of  Port-au-Prince,  Haiti) 

Caducean  (Ohio  State  University) 

Noted  medical  centers  in  the  United  States*'^®  and 
at  least  one  in  Great  Britain,  in  Glasgow,  have  per- 
petuated the  use  of  the  caduceus  on  their  buildings. 
This  is  true  of  new  buildings  as  well  as  old  ones,  for 
the  Howard  L^niversity  School  of  Dentistry  building, 
as  yet  not  completely  furnished,  is  decorated  with 
a caduceus.  On  the  other  hand  the  Los  Angeles, 
California,  County  Medical  Society  new  building 
disjflays  the  Aesculapian  symbol. 

Noted  authors  of  medical  subjects  have  been  known 
to  refer  to  the  caduceus  in  an  .Aesculapian  sense. 
Osier-®  and  H.  Haggard  have  been  so  accused. 
George  Sarton,  the  noted  science  historian,  in  his 
recent  book  published  by  the  University  of  Pennsyl- 
vania press^®  displayed  a caducean  symbol  designed 
b}^  Guenther  K.  \\'ehrhan.  This  caduceus  somewhat 
resembles  the  Sunoco  sign.  (The  Sun  Oil  Company 
must  adopt  Hermes  as  god  of  the  roads.) 

The  caduceus  also  occurs  in  the  emblems  of  medi- 
cal societies,  medical  libraries,  drug  manufacturers 
and  drug  stores.  Observe  the  infinite  variations  of 
this  motif  on  medical  journals,  on  bookplates  of  phy- 
sicians and  on  those  commercial  bookplates  intended 
for  physicians’  use.  Serpent  or  serpents,  winged  or 
without,  .Aesculapian  staff  or  the  wand  of  Hermes, 
the  patriarchal  cross  as  a rod  as  used  by  the  .Ameri- 
can Trudeau  Society  and  displayed  on  the  Bulletin 
of  the  National  Tuberculosis  .Association.  The  ser- 
pents face  each  other,  the  serpents  face  away;  single 
serpent  with  or  without  tongue  extended,  it  faces 
east  or  west.  Even  the  number  of  coils  vary. 

.As  a final  denouement,  a commercial  bookplate 
shown  in  our  e.xhibit  combined  the  Hippocratic  oath 
with  the  caduceus.  Thus,  as  was  said  in  another  con- 
nection on  the  travelling  Ars  Aledica  e.xhibit  (cir- 
culated recently  by  Smith,  Kline  and  Erench  for  the 
Philadelphia  Aluseum  of  .Art) : “.Apollo,  by  whom 
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so  many  a physician  supposedly  has  sworn,  is  linked 
I not  to  his  son  Aesculapius,  but  to  a non-medical 
! and  to  say  the  least  questionable,  Hermes  or  IMer- 
I cury.” 

I Objections  are  bearing  some  fruit.  As  recently 
I as  February  1955  the  Bulletin  of  the  Columbus 
' Academy  of  ^ledicine  of  Ohio  corrected  its  error 
I inherited  from  the  past  by  changing  the  emblem  on 
I its  cover  from  the  caduceus  to  the  Aesculapian  sym- 
; boF®.  Dr.  Grant  Graves  in  1947  had  objected  to  the 
I use  of  the  caduceus  and  acknowledgment  was  made 
I to  his  influence  when  the  change  was  carried  out. 

! The  Air  Force  Medical  Service  recently  adopted 
I a new  emblem  of  a single  serpent,  but  called  it  a 
I caduceus  in  a news  item.  Less  than  two  months  later 
James  E.  Cottrell,  M.D.,®  pointed  out  the  “inac- 
I curacy”  to  the  editors  of  the  JAISIA. 

' Note  what  is  happening  in  the  Public  Health 
j Reports.  The  old  Public  Health  emblem,  the  ca- 
duceus, is  displayed  in  the  back.  On  the  cover  the 
j new  Department  of  Health,  Education  and  Welfare 
I displays  its  symbol,  the  Aesculapian  one. 

Xo  wonder  that  at  one  medical  meeting  in  1920, 

I badges  were  distributed  on  which  the  Aesculapian 
I serpent  was  disentangling  itself  to  drink  a cock- 
I taiP^. 

I 

' SUMMARY 

' Although  the  use  of  the  caduceus  as  a symbol  for 
I physicians  began  in  error,  although  the  symbolism 
I of  this  emblem  is  in  questionable  taste,  although  these 
I facts  have  been  repeatedly  commented  upon,  although 
I Aesculapius,  God  of  hledicine,  has  no  connection 
I with  such  an  emblem,  still  physicians  of  the  United 
I States,  in  addition  to  our  government  groups  enu- 
i merated,  continue  to  use  this  emblem.  In  addi- 
I tion  they  refer  to  this  symbol  mistakenly  as  the 
I Aesculapian  emblem.  Sporadic  incidences  of  recti- 
> fication  have  occurred;  attempts  have  been  made  to 
justify  its  use.  The  fact  remains  that  it  is  widely 
used,  especially  in  the  United  States. 


The  author  wishes  to  express  her  appreciation  to 
Chalmers  L.  Gemmill,  M.D.  who  read  her  article 
critically,  and  thereby  helped  her  immeasurably. 
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Carbutamide 


Eli  Lilly  and  Company  has  announced  the  sus- 
pension of  the  fifteen-month  clinical  trial  of  carbu- 
tamide, or  BZ-55.  Carbutamide  is  a sulfonamide 
derivative  which  controls  many  cases  of  diabetes 
when  given  by  mouth. 

In  a statement,  Dr.  Kenneth  G.  Kohlstaedt,  direc- 
tor of  the  clinical  research  division,  said : 

‘‘\\’e  have  communicated  this  decision  to  some 
2,900  physicians  who  have  been  testing  carbutamide 
in  more  than  10,000  patients.  \\'e  are  grateful  to 
these  physicians  and  to  scientists  who  have  partici- 
pated in  what  we  believe  is  the  most  intensive  study 
of  a new  compound  undertaken  to  date  by  a pharma- 
ceutical house. 

“Our  search  for  a safe  oral  antidiabetes  compound 
which  will  relieve  certain,  selected  diabetics  of  the 
necessit}’  for  daily  Insulin  injections  is  continuing 
undim.inished.  In  fact  we  already  have  other  com- 
pounds under  study  which  we  hope  will  offer  more 
promise  in  offsetting  the  pancreatic  defect  that  un- 
derlies diabetes  without  involving  risks  unacceptable 
in  wide-scale  treatment. 

“Discontinuing  use  of  the  drug  involves  no  dan- 
ger to  the  10,000  patients  who  have  been  controlling 
their  diabetes  with  it.  They  may  safely  return  to 
their  former  method  of  control. 

“We  are  not  unrnindful  of  the  fact  that  40,000 
patients  in  Germany  have  taken  carbutamide  without 
any  serious  side  effects  being  reported  by  German 
investigators.  Nor  are  we  unmindful  of  the  fact 
that  in  our  own  studies  95  percent  of  those  patients 
who  are  able  to  control  their  diabetes  with  carbu- 
tamide appear  to  be  able  to  do  so  for  months  without 
untoward  effects.  However,  among  the  other  5 per- 


cent tliere  have  been  a few  serious  side  reactions  to 
the  drug  which  are  identical  to  those  experienced 
with  other  sulfa  drugs. 

“In  view  of  these  findings,  and  in  full  considera- 
tion that  carbutamide  is  a drug  of  convenience  rather 
than  necessity,  Eli  Lilly  and  Company  believes  it  is 
prudent  to  suspend  the  clinical  trial  pending  further 
investigation.  It  appears  to  us  that  the  risks  of 
possible  injury  and  perhaps  long-term  effects  not 
yet  established  are  greater  than  any  short-term  bene- 
fits which  may  seem  to  be  derived  from  the  drug. 

“We  deeply  regret  that  this  compound  apparently 
does  not  meet  the  rigid  requirements  for  a drug  that 
must  be  taken  throughout  life.  At  the  same  time,  we 
are  grateful  that  the  study  of  carbutamide  was  broad 
enough  and  thorough  enough  to  uncover  its  limita- 
tions. 

“In  the  early  study  of  carbutamide  in  about  700 
patients,  diabetes  experts  reported  to  us  that  there 
were  almost  no  serious  side  reactions  to  the  drug. 
.As  carbutamide  continued  to  ‘look  good,’  we  ex- 
panded all  phases  of  the  investigation.  The  clinical 
trial  was  increased  to  include  more  than  10  000 
patients.  It  was  only  after  the  larger  test  was  put 
into  effect  that  adverse  reports  began  to  be  heard 
from  the  field. 

“^^'e  share  the  disappointment  of  many  diabetics. 
They  had  hoped  that  carbutamide  would  be  the 
long-sought  answer  to  the  need  for  an  oral  therapy. 
We  had  hojjed  that  through  the  introduction  of 
carbutamide  in  the  United  States  we  could  add  to 
our  long  list  of  contributions  to  diabetes  therapy 
which  began  with  the  first  commercial  Insulin  prep- 
aration in  January,  1923.” 
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Case  #184  iA-9225) 

\ THIRTY-YEAR  OLD  colored  male  was  ad- 
mitted  to  St.  Philip  Hospital  on  July  24th 
because  of  weakness,  fever,  and  weight  loss.  He 
was  a known  alcoholic  of  several  years’  standing 
and  had  been  drinking  heavily  for  several  months 
prior  to  admission.  He  admitted  to  several  episodes 
of  hallucinosis  during  this  period.  Eor  approxi- 
mately ten  years  he  has  suffered  with  lichen  simjdex 
chronicus  involving  the  scrotum  and  inner  thighs 
with  intense  itching.  Four  months  prior  to  admis- 
sion he  had  been  given  terramycin  for  secondary 
infection.  Four  days  later  he  developed  diarrhea 
and  terramycin  was  discontinued.  One  month  later 
he  was  seen  in  the  Emergency  Room  complaining  of 
diarrhea  and  weakness.  Temperature  102.4,  blood 
pressure  130/60.  There  were  small,  non-tender 
lymph  nodes  in  the  cervical,  axillary,  and  inguinal 
areas,  a soft  systolic  apical  murmur,  and  chronic 
lichenification  of  the  scrotum  and  inner  thighs  with- 
out gross  infection.  Hemoglobin  9.6  grams,  RBC 
3,270,000,  WBC  5,500.  Urine  was  negative  and 
a chest  x-ray  was  negative.  He  was  treated  with 
intravenous  fluids,  Kaopectate,  streptomycin,  pencil- 
lin,  and  sulfathalidine.  The  following  morning  he 
was  greatly  improved  and  was  discharged,  to  be 
followed  in  the  NP  Clinic,  but  he  failed  to  return. 
Five  days  later  he  appeared  in  the  Out-Patient 
Clinic,  again  complaining  of  diarrhea,  and  was  given 
symptomatic  treatment.  On  July  12th  he  was  again 
in  the  Emergency  Room,  complaining  of  weakness, 
dizziness,  abdominal  cramps,  and  sore  throat.  Tem- 
perature 103,  B.P.  90/40.  Examination  revealed 
dehydration,  a small  area  of  exudate  on  the  left  ton- 
sil, and  a liver  border  3 fingers  below  the  right 
costal  margin.  A chest  x-ray  revealed  mottled  den- 
sities in  the  lower  right  hilum  suggesting  pneumonia. 
Hemoglobin  6.6  grams,  WBC  4,250,  polys.  69, 
lymphs.  30,  monos.  1.  The  urine  revealed  10-12 
WBC  with  occasional  clumps.  He  was  treated  with 


penicillin  and  fluids  and  again  improved  markedly 
overnight.  He  was  discharged  the  following  morn- 
ing on  terramycin,  iron,  and  vitamins.  He  ap- 
parently took  these  medications  irregularly  and  re- 
turned to  the  Emergency  Room  on  July  24th,  when 
he  w'as  admitted. 

His  past  history  was  otherwise  negative.  His 
family  stated  that  he  had  been  in  good  health  until 
he  developed  the  skin  trouble  and  started  drinking 
approximately  ten  years  earlier. 

Physical  Examination:  Temperature  102  (R), 
B.  P.  92/50,  pulse  108,  respiration  28.  He  appeared 
acutely  ill,  emaciated,  and  dehydrated.  The  neck 
was  supple.  The  pharynx,  tongue,  and  buccal  mu- 
cosa were  covered  with  a thick  white  material  wliich 
could  be  easily  rubbed  off  and  not  leave  a denuded 
surface.  The  teeth  were  very  dirty.  The  lungs  were 
clear  and  the  heart  not  remarkable.  The  liver  border 
extended  2 fingers  below  the  right  costal  margin. 
The  spleen  was  not  palpable.  The  skin  of  the 
scrotum  and  inner  thighs  exhibited  clironic  thick- 
ening and  scaling.  Rectal  examination  was  nega- 
tive except  for  the  presence  of  greenish-black  feces. 
There  were  numerous,  small,  non-tender  posterior 
cervical  nodes  bilaterally.  Axillary  and  inguinal 
nodes  were  not  remarkable.  Neurological  examina- 
tion was  grossly  normal. 

Laboratory  Data:  Hemoglobin  5.8  grams,  hema- 
tocrit 18,  RBC  2,270,000,  WBC  2,550  with  80  polys., 
14  lymphs.,  1 bas.,  1 eos.,  and  4 monocytes.  MCV 
79,  MCH  26,  MCHC  32.  Reticulocyte  count 
2.4%.  Sickle  cell  preparation  was  negative.  A 
peripheral  blood  smear  revealed  a normochromic, 
normocytic  anemia  with  moderate  anisocytosis,  slight 
polychromasia,  plentiful  platelets,  leukopenia  with 
increased  bands,  rare  myelocytes,  a few  phagocytic 
monocytes,  and  toxic  changes.  Bone  marrow  revealed 
a myeloid  hyperplasia  with  a shift  to  the  left,  heavy 
granular  erythroid  elements  jflentiful,  many  phago- 
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cytic  reticuloendothelial  cells,  slight  increase  in 
plasma  cells,  and  “frequent  hypersegmented  cells 
resembing  those  seen  in  tuberculosis”.  No  inclusion 
bodies  or  L.  hi.  cells  were  seen.  BUN  10  mgm.'r. 
Sodium  129,  potassium  2.8,  chlorides  87,  COo  25 
mEq  L,  respectively.  Serum  bilirubin  normal. 
BSP  b'/r  retention.  Cephalin  flocculation  2+.  Serum 
proteins  5.0  grams  ''/(  total,  alljumin  2.2,  globulin 
2.8  grams  throat  smear  and  culture  showed 

Neisseria  and  alpha  Strep,  with  no  pathogenic  fungi. 
Chest  x-ray  revealed  clearing  of  the  previously 
described  pneumonia.  Stools  were  jwsitive  for  occult 
blood  and  negative  for  ova  and  parasites.  Hetero- 
phile  agglutination  was  negative  as  were  agglutina- 
tions for  Proteus  X-19  and  Brucella.  Agglutinations 
for  typhoid  “O”  were  negative,  for  typhoid  “H”  posi- 
tive 1 :80,  and  for  para  “B”  positive  1 :40. 

Following  admission  the  patient  was  started  on 
jrenicillin  in  large  doses  with  parenteral  fluids  and 
multiple  vitamin  supplements.  His  temperature 
dropped  initially  but  rose  again  to  104'^  and  re- 
mained elevated.  Three  days  after  admission  the 
patient  was  started  on  INH,  100  mgm.  t.i.d.;  strep- 
tomycin, 2 grams  daily;  and  larger  doses  of  peni- 
cillin. There  was  little  change  in  his  general  con- 
dition, though  his  diarrhea  temporarily  diminished 
and  his  temjrerature  became  irregular,  varying  be- 
tween 96  and  104  each  day.  He  was  given  several 
whole  blood  transfusion  and  on  July  30th  his  hemo- 
globin was  10.6  and  his  white  count  6,900.  Platelet 
count  at  this  time  was  51,000.  Sodium  116,  potas- 
sium 3.2,  chlorides  86,  and  CO2  25  mEq/L,  resi)ec- 
tively.  On  August  3rd  he  began  to  have  diarrhea 
again.  Stool  cultures  yielded  only  Proteus  and 
a coliform  organism  and  several  blood  cultures  were 
negative.  A barium  enema  was  essentially  negative 
and  a G-I  series  showed  only  hypermotility.  The 
patient  ate  poorly,  but  his  fluid  intake,  supplemented 
by  occasional  parenteral  fluids  and  blood  with  addi- 
tional oral  sodium  chloride  and  ]>otassium  chloride, 
was  good  and  his  urine  output  satisfactory. 

During  the  night  of  .August  6th  the  patient  was 
confused.  On  the  morning  of  August  7th  he  had  a 
convulsion  and  lapsed  into  coma.  His  neck  was 
supple,  his  pupils  pinpoint,  and  his  deej)  reflexes 
intact.  Spinal  fluid  examination  revealed  no  cells 
and  a protein  of  15  mgm.  By  that  afternoon  the 
patient  had  developed  marked  edema  of  the  eyelids 
and  cdijunctivae  and  a 2+  edema  of  his  ankles. 
His  Iflood  p';essure  became  unobtainaljle.  He  did  not 
respond  to  sui)portive  therapy  and  died  rt  12:30 
•A.M.  on  .August  8th.  .An  autcjrsy  was  oljtained. 


CLINICAL  DISCUSSION 

Dr.  Elam  C.  Toone,  Jr.*:  This  thirty-year  old 
colored  male  was  admitted  to  the  hospital  with  the 
history  of  his  present  illness  having  existed  over 
apj)roximately  a four  months’  period.  The  follow- 
ing items  in  the  history,  physical  examination  and 
special  studies  are  important. 

Systemic:  The  patient  complained  of  weakness, 
fatigue,  weight  loss  and  fever.  The  temperature  had 
varied  between  96  and  104,  with  the  principal  read- 
ings between  102  and  103  degrees  Eahrenheit.  Skin 
and  Mucous  Membranes : I.ichen  planus  involving 
the  inner  surface  of  the  upper  thighs  and  scrotum 
had  been  present  for  1 0 years.  On  one  occasion 
a secondary  infection  was  treated  with  terramycin. 
Severe  pruritis  was  present  on  occasion.  A thick 
white  exudate  involving  the  mouth  and  upper 
pharynx  was  noted;  this  was  described  as  not  pro- 
ducing any  bleeding  when  removed.  Terminal  peri- 
orbital edema  with  edema  of  the  conjunctivae  and 
ankles  occurred.  Cardiovascular:  Hypotension  was 
present.  The  initial  blood  pressure  was  recorded 
as  130/60.  Thereafter,  blood  pressure  readings  were 
recovered  as  90/40  and  92/50.  The  blood  pressure 
was  unobtainable  just  before  death.  .A  soft,  blowing 
systolic  murmur  was  heard  at  the  apex  and  in  the 
mitral  area.  Gastrointestinal : There  was  a history 
of  intermittent  diarrhea  beginning  four  days  after  the 
treatment  with  terramycin  for  secondarily  infected 
lichen  planus.  Thereafter,  diarrhea  was  intermittent 
in  nature,  and  was  occasionally  associated  with  ab- 
dominal cramps.  Examination  of  stool  specimen  was 
positive  for  blood,  but  negative  for  parasites  and 
ova.  Rectal  examination  was  reported  to  be  nega- 
tive. .A  barium  enema  and  an  upper  G.  1.  series  were 
negative.  On  various  occasions,  the  liver  was  found 
to  be  two  and  three  fingerbreadths  below  the  costal 
margin.  The  BSP  dye  excretion  was  6^ , and 
cephalin  flocculation  2 plus.  Reticulo-endothelial: 
d'he  s])leen  was  not  palpable.  On  two  occasions  it 
was  noted  in  the  record  that  there  were  numerous, 
small,  non  tender  posterior  cervical  lymph  nodes  bi- 
laterally, and  axillary  and  inguinal  nodes  which 
were  described  as  not  being  remarkable.  These  find- 
ings are  taken  into  consideration  with  the  evidence 
of  a pharyngeal  infection  and  a lesion  on  the  inner 
surface  of  the  upper  thigh  which  at  times  had  been 
secondarily  infected.  Renal:  There  were  only  two 
descriptions  of  urine  examinations.  One  of  these 
described  the  urinalysis  as  being  normal,  and  the 
other  10  to  12  white  blood  cells.  One  BUN  was 

*^Associate  Professor  of  Medicine,  Medical  College  of 
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10  mg.%  Nen’ous  System:  He  had  exj'erienced 
hallucinations,  convulsions,  coma,  and  pin-point 
pupils  at  various  times  during  the  illness.  Ilemo- 
i poietic  System : Normocytic  hvjjochromic  anemia  was 
reported  with  hemoglobins  reported  as  9.6,  6.6,  5.8, 

I and  after  several  transfusions  10.6  gm.  Two  red 
blood  cell  counts  were  reported  as  .1,200,000  and 
, 2,200,000  with  a transient  leukopenia.  The  white 
I blood  cell  counts  were  reported  variously  as  5,500, 
4,250,  2,550  and  6,900  with  the  following  differen- 
tials: polys.  69  to  80 9^ , eos.  I'/t . Platelets  were 
re])orted  on  one  occasi.on  (7-.10-56)  as  51,000 
! (thrombocytopenia),  and  peripheral  smear  (7-24-56) 
reported  platelets  appearing  in  normal  quantity  with 
; a neutropenia.  A bone  marrow  smear  at  this  time 
! rei)orted  a myeloid  hyj>erpla3ia.  The  blood  indices, 
sickle  cell  preparation  and  reticulocyte  counts  were 
; not  significant.  No  LE  cells  were  ])resent.  The 
' blood  electrolytes  were:  Blood  sodium  129  and  116 

■ meq/L,  chlorides  87  to  86  meq/L,  {x>tassium  .518 
and  3.2  meq/L;  CO^  25  meq/L  on  tw’o  occasions. 
There  was  a reversal  of  the  A-G  ratio  with  total 
protein  reported  as  5 gm.,  albumin  2.2  and  glol)ulin 
2.8.  Agglutinations  for  heterophile  and  routine 
agglutinations  were  negative,  as  were  blood  and 

I stool  cultures. 

Treatment  was  instituted  in  the  Emergency  Room 
with  terram}’cin  for  four  days  which  resulted  in 
diarrhea.  He  also  received  intravenous  fluids,  Kao- 
pectate,  streptomycin,  penicillin,  sulfa-thaladine,  iron 
' and  vitamins.  While  in  the  hospital  he  was  treated 
' with  penicillin,  fluids,  concentrated  vitamin  prep- 
aration and  then  INH  with  streptomycin.  He  also 
' received  multiple  blood  transfusions,  and  sodium 
I chloride  and  potassium  chloride  by  mouth. 

The  following  differential  diagnoses  are  consid- 
I ered:  Infections:  pathogenic  bacteria,  mycotic 

■ organisms,  virus  infection.  The  temperature  ele- 
vation, weight  loss,  diarrhea,  evidence  of  jmeu- 

I monitis  and  skin  infection  are  in  keeping  with  this 
I diagnosis;  but  the  consistently  low  white  blood  cell 
I count  and  the  failure  to  respond  to  antibiotic  and 
chemo-therapeutic  agents  are  against  it.  A profound 
i thrombocytopenia  is  only  occasionally  seen.  No 
I infectious  pathogenic  organism,  bacterial  or  other- 
wise, could  be  found. 

Alcoholism:  A case  could  be  made  out  for  })el- 
i lagra  considering  the  excessive  alcohol  intake,  the 
I four  D’s  (dermatitis,  diarrhea,  dementia  and  death) 

I and  small  heart;  but  the  type  of  skin  lesion,  leu- 
kopenia and  failure  to  respond  to  treatment  rule 
against  this  diagnosis.  Delirium  tremens  might  also 
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l)e  consideicd  due  to  the  hi.story  of  hallucinations, 
coma,  convulsions,  temperature  elevation  and  weight 
loss.  However,  the  irregular  course,  hematologic 
studies  and  normal  liver  function  are  not  typical  of 
this.  Bowel  lesion:  colitis,  regional  ileitis,  or  in- 
fection. The  negative  stool  cultures  and  negative 
gastrointestinal  x-rays  eliminate  this  diagnosis  in 
si>ite  of  the  chronic  diarrhea  and  presence  of  blood. 
Addison’s  disease:  h}  petension,  fever,  small  heart, 
reduced  sodium  and  chloride,  skin  eruption  and  diar- 
rhea are  all  found  in  Addison's  disease;  Imt  the  low 
potassium,  consistent  sodium  and  potassium  ratio 
greater  than  .50,  depressed  white  blood  cell  count, 
normal  f)olymorphoneutrophil  count  and  absence  of 
ecsinophilia  are  against  this  diagnosis.  Collagen 
vascular  disease:  rheumatoid  arthritis,  rheumatic 
fever  and  scleroderma  eliminate  themselves  for  ob- 
vious reasons.  Polyarteritis  is  necessarily  consid- 
ered because  of  the  fever  and  reversed  A-G  ratio. 
The  leukopenia,  absence  of  eosinophilia,  low  lilood 
pressure,  absence  of  perijflieral  neuritis,  hemorrhagic 
dermatitis  or  asthma  are  against  this  diagnosis. 

Disseminated  lupus  erythematosus  is  considered 
to  be  the  most  likely  diagnosis  because  of  the  fever, 
weakness,  weight  loss,  transient  pneumonitis  and 
jfleuritis,  leukopenia  and  thrombocytopenia  asso- 
ciated with  a normocytic  hypochromic  anemia,  rever- 
sal of  the  .A.-G  ratio,  positive  cephalin  flocculation 
test,  membranous  stomatitis  and  pharyngitis,  ter- 
minal jieri-orbital  edema  and  ankle  edema,  hepa- 
tomegaly, diarrhea,  and  central  nervous  system  symp- 
toms consisting  of  hallucinations,  confusion  and 
coma.  .Against  the  diagnosis  of  systemic  lupus 
erythematosus,  or  at  least  failing  to  confirm  the  diag- 
nosis, is  the  fact  that  no  LE  cells  were  seen,  although 
this  test  was  positive  in  only  82%  of  a large  series 
recently  surveyed  at  Johns  Hopkins  Hospital.  There 
was  also  an  absence  of  the  typical  skin  lesion  al- 
though lichen  planus-like  changes  have  been  de- 
scribed, there  was  no  evidence  of  renal  disease,  and 
no  joint  manifestations. 

Dr.  Ela.m  C.  Toone’s  Diagnosis 

Systemic  lupus  erHhematosus. 

Pathological  Diagnosis 

Hodgkin’s  disease — granulomatous  type,  of  all 
lymph  nodes,  liver,  spleen,  lungs  and  bone  marrow 
of  vertebrae,  sternum,  ribs,  ilium  and  femur. 

DISCUSSION  OL  PATHOLOGIC  LINDINGS 

Dr.  Lester  L.  Belter*:  The  excellent  discus- 
sion of  differential  diagnosis  by  Dr.  Elam  Toone  has 

*Assistant  Professor  of  Pathology,  Medical  College  of 
Virginia. 
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been  most  elucidating.  This  case,  to  say  the  least, 
was  clinically  most  elusive.  As  the  clinicians  who 
treated  the  patient  considered  the  diagnosis  to  he 
solely -a  case  of  alcoholism  with  its  complications  or 
miliar}-  tuberculosis.  Salmonellosis  and  disseminated 
lupus  erythematosus  were  high  on  the  list  of  jiossi- 
bilities. 

It  should  lie  pointed  out.  for  the  students'  benefit, 
that  the  diagnosis  could  have  been  established  during 
life  had  a good  rule  been  followed.  All  cases  of 
unexplained  febrile  illnesses  should  have  a lymph 
node  biopsy  with  one-half  of  the  specimen  being 
used  for  histological  examination  and  the  other  half 
being  used  for  bacteriological  examination.  Far  too 
frequently  a good  diagnosis  is  lost  due  to  failure 
of  observing  the  second  part  of  the  rule. 

At  autopsy  the  prosector  was  able  to  demonstrate 
a fine  lymphadenopathy  of  the  posterior  cervical 
triangle  and  each  axilla.  Xo  inguinal  or  epitrochlear 


lymphadenopathy  was  appreciated.  There  was  no 
morphologic  evidence  of  hypertension.  The  lungs 
showed  striking  morphologic  evidence  of  organizing 
pneumonia.  This  probabl}-  accounted  for  at  least 
some  of  the  fever  displayed.  Granulomatous  Hodg- 
kin's tissue  was  found  throughout  the  lungs  in  small 
nodules.  The  liver  was  enlarged  and  weighed  1790 
grams.  Diffuse  infiltration  was  noted  (Fig.  1). 
There  was  no  evidence  of  bile  stasis.  The  liver  is 
involved  in  Hodgkin's  disease  in  509?  of  cases^.  We 
have  never  seen  anything  other  than  moderate  en- 
largement of  the  spleen  in  Hodgkin's  disease.  Jaun- 
dice is  indeed  rare  as  the  result  of  involvement  bv 
any  of  the  malignant  l}  mphomas.  The  patient  had 
pleurisy  with  effusion  which  is  frequent  in  Hodgkin's 
disease  and  appears  to  be  indep>endent  of  involvement 
of  the  mediastinal  nodes,  much  more  commonly  sec- 
ondaril}-  to  secondary  lesions  of  the  jfieura. 


Fig.  1 — Involvement  of  the  liver  by  Hodgkin's  disease. 


Fig.  2 — Innumerable  nodules  of  Hodgkin's  granuloma  in  the  spleen 
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The  spleen  weighed  350  grams.  It  is  stated  in 
the  literature  that  the  spleen  is  involved  in  SO  to  70% 
of  cases  of  Hodgkin’s  disease.  Contrary  to  the 
statement  read  in  textbooks,  massive  involvement  of 
the  spleen  is  rather  uncommon.  In  the  case  today 
small  tumor  nodules  are  seen  throughout  the  organ. 

In  summar}-,  this  case  of  Hodgkin’s  granuloma  ran 
a rapidly  fatal  course  and  this  is  manifested  in  the 
histological  sections  as  there  were  areas  of  reticulin 
cell  sarcoma.  It  is  now  known  that  Hodgkin’s  dis- 
ease may  have  this  type  of  course  or  even  last  for  as 
long  as  18  years.  Recently  we  have  seen  such  a 
case.  Hodgkin’s  tumor  cells  may  take  on  bizarre 
malignant  characteristics  and  form  reticulin  fibers. 
When  this  occurs  the  disease  becomes  refractory  and 
progressive,  and  represents  advent  Hodgkin’s  sarcoma 
(reticulum  cell  sarcoma).  The  case  today  is  rather 
unusual  in  that  appreciable  lymphadenopathy  and 


followed  by  myocardial  failure,  coma  and  death.  'I'he 
brain  was  free  of  lesions. 

Dr.  Kinloch  Nelson:  Dr.  Toone,  would  you 
care  to  close  the  discussion? 

Dr.  EL.A.ir  C.  Toone:  In  conclusion,  I am  sur- 
prised at  the  diagnosis  of  Hodgkin’s  di.sease.  I 
must  confess  that  the  diagnosis  of  malignant  lymj)ho- 
ma  was  given  only  passing  attention,  and  not  suf- 
ficient to  be  included  in  the  various  differential 
diagnostic  possibilities.  The  only  suggestion  of  this 
disease  so  far  as  the  clinical  picture  was  concerned 
was  the  presence  of  the  lymphadenopathy.  Its  de- 
scription did  not  impress  me  at  all.  and  olwiously 
did  not  impress  the  clinicians  attending  this  patient 
in  the  hospital.  I will  contend  that  so  far  as  the 
history,  physical  findings  and  special  examinations 
are  concerned,  systemic  lupus  erythematosus  seems 
a much  more  likely  diagnosis  than  Hodgkin’s  dis- 


Fig.  3 — Photomicrograph  of  lymph  node  showing  Hodgkin’s  granuloma  with  typical 

Reed-Sternberg  giant  cells. 


splenomegaly  were  absent.  Furthermore,  mediastinal 
lymphadenopathy  on  x-ray  was  not  evident.  We 
believe  that  Hodgkin's  disease  begins  in  either  retro- 
peritoneal and  or  mediastinal  lymph  nodes  and  this 
is  followed  by  the  involvement  of  remainder  of 
reticulo-endothelial  organs. 

The  term  Hodgkin’s  paragranuloma  is  obsolete. 
Probable  cause  of  death  was  generalized  Hodgkin’s 
disease  with  organizing  and  acute  bronchopneumonia 


ease.  This  serves  to  emphasize,  however,  a fact  that 
we  should  always  keep  in  mind.  Whenever  a case 
presents  diagnostic  difficulties,  every-  and  all  means 
of  examination  should  be  utilized.  In  this  case,  the 
whole  matter  could  have  been  settled  with  a biopsy 
of  a lymph  node. 
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Medicare 

Though  ^Medicare  might  more  accurately  be  classi- 
fied as  a /)05t-payment  program,  it  nonetheless  seems 
to  be  an  appropriate  subject  for  discussion  on  this 
page.  And  it  might  be  helpful  were  this  month’s 
article  to  clarify  somewhat  the  respective  roles  of  the 
three  organizations  concerned  with  the  development 
and  operation  of  the  program — the  Government,  The 
Medical  Society  of  Virginia,  and  the  Richmond  Blue 
Shield  office. 

The  dependents  of  a serviceman  have  always  been 
eligible — “for  free” — for  whatever  care  could  be 
provided  by  the  military  personnel  and  facilities 
located  at  the  post  or  installation  where  the  service- 
man might  be  stationed.  This  care  has  varied,  both 
quantitatively  and  qualitatively,  in  accordance  with 
the  size,  location,  and  type  of  installation;  it  has 
been  unavailable  to  those  dependents  who,  by  choice 
or  by  necessity,  remain  in  their  home-towns;  it  has 
had  an  appreciable  influence  upon  the  duration  and 
magnitude  of  the  “doctor  draft’’. 

The  Services  wanted  to  replace,  or  at  least  to 
supplement,  this  hit-or-miss  arrangement  with  one 
that  would  provide  uniformity  of  benefits — that 
would  be  comparable  to  the  health  insurance  item 
of  an  industrial  employee-security  program  and  would 
be  considered  a valuable  “fringe  benefit”  by  men 
who  were  debating  the  pros  and  cons  of  a military 
career.  Organized  medicine  recognized  the  inequities 
and  disadvantages  of  the  hit-and-miss  arrangement 
and  saw  in  it,  too,  a bit  of  “socialized  medicine” — 
care  of  civilians  by  physicians  on  the  Government’s 
payroll.  Accordingly,  it  wanted  to  replace  the  old 
arrangement  with  a program  which  would  provide 
for  the  civilian-dependents  to  be  cared  for  by  civilian 
doctors  and  which  would  be  characterized  by  “free 
choice”.  And  so  it  was  that  representatives  of  the 
Services  and  of  the  A.M.A.  got  together  to  plan  the 
details  of  Medicare  and  that  the  A.ISI.A.  as  well  as 
the  Services  sponsored  the  congressional  action  which 
translated  their  plans  into  federal  law. 

Medical  care  for  servicemen’s  dependents  is  not 
an  innovation.  Medicare,  however,  is  entirely  new 
in  concept  in  that  it  invites  civilian  physicians  to 
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provide  the  care,  includes  fee-for-service  compensa- 
tion for  the  physicians  who  participate,  and  relies 
upon  local  civilian  organizations  for  the  day-to-day 
administrative  work  entailed.  Thus,  Medicare  in- 
volves a working,  cooperative  agreement  between  the 
Government  as  purchaser  of  doctors’  services,  the 
Medical  Society  as  the  doctors’  corporate  represen- 
tative for  professional  matters,  and  the  Blue  Shield 
office  as  the  doctors’  corporate  representative  for  the 
business  matters  entailed. 

According  to  the  agreement  the  Government  pro- 
vides the  money  for  the  professional  fees  payable 
under  the  Medicare  contract.  It  pays  the  adminis- 
trative costs,  direct  and  indirect,  which  the  Blue 
Shield  office  incurs  when  serving  as  Fiscal  Admin- 
istrator. Through  the  Fiscal  Administrator  the  Gov- 
ernment also  reimburses  the  Medical  Society  for  its 
pertinent  expenses.  The  Government  holds  itself 
responsible  for  informing  servicemen  about  the  pro- 
gram and  for  establishing  the  eligibility  of  their 
dependents. 

The  Medical  Society  of  Virginia  entered  the  agree- 
ment as  spokesman  for  the  majority  of  its  member- 
physicians.  Though  the  Society  represented  the  phy- 
sicians of  the  State  and  acted  in  accordance  with 
their  best  interests,  it  made  no  commitments  concern- 
ing physicians  as  individuals.  No  physician  need 
participate  in  ^ledicare  if  he  prefers  not  to.  For 
the  most  part,  dependent-patients  are  “new  patients” 
to  civilian  doctors;  each  civilian  doctor  is  entitled 
to  exercise  his  “free  choice”  about  accepting  them — 
or  any  one  of  them.  By  accepting  an  eligible  de- 
pendent as  a jmtient,  however,  a physician  commits 
himself — in  that  one  case — to  compliance  with  the 
“full-service’’  arrangements  and  the  other  rules  and 
regulations  of  the  ^Medicare  program. 

For  obvious  reasons,  no  medical  care  program 
can  function  properly  unless  the  financial  liabilities 
involved  can  be  fairly  accurately  determined  in  ad- 
vance and  provided  for.  Thus,  a somewhat  strin- 
gently fixed  schedule  of  fees  payable  under  the 
program  is  an  actuarial  necessity.  Equally  obviously, 
it  would  be  administratively  impossible  to  compen- 
sate each  participating  physician  according  to  his 
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own  personal  fee  schedule.  Accordingly,  the  Gov- 
ernment requested  the  Medical  Society  to  propose 
a Medicare  fee  schedule  that  would  be  {)ro[)erly 
applicable  throughout  the  State.  To  devise  such  a 
schedule,  to  compromise  equitably  the  many  different 
fee  levels  that  exist  in  Virginia,  was  indeed  a weighty 
responsibility  for  the  Society  to  fulfill,  and  the  end- 
result  reflects  credit  upon  tlie  Society’s  officers  and 
staff. 

As  the  program  continues  it  will  be  the  Medical 
Societ}'’s  responsibility  to  arrange  for  determination 
of  fees  for  individual,  unusual  cases  and  to  make 
available  to  dependent-patients  and  to  doctors  a 
procedure  for  adjudication  of  any  disputes  or  com- 
plaints which  might  affect  patient-physician  relation- 
ships. 

The  Medical  Society  might  have  accepted,  also, 
the  responsibility  for  the  administrative  work  per- 
taining to  IMedicare.  However,  an  appreciable  en- 
largement of  the  Society’s  executive  staff  and  an 

I.B.M.  installation  would  have  been  prerequisite 
to  doing  so;  accordingly,  the  Society  quite  naturally 
turned  to  its  sponsored  agency — Blue  Sliield — which 
was  well  experienced  in  handling  the  type  of  work 
involved  and  could  take  the  added  work  in  its  stride. 
The  Blue  Shield  office  located  in  Richmond,  there- 
fore, is  serving  as  Fiscal  Administrator  for  Medi- 
care in  Virginia  only  because  the  Medical  Society 
requested  it  to  do  so.  Blue  Shield  per  se,  that  is. 
Blue  Shield’s  own  program,  is  not  involved.  The 
Medical  Society  directs  the  Medicare  work  done  in 
the  Blue  Shield  office;  the  Board  of  Directors  of  the 
Blue  Shield  Association,  with  its  consent,  is  being 
by-passed  completely. 

The  Blue  Shield  office,  as  Fiscal  Administrator, 
will  process  all  Medicare  claims  for  professional 
services.  Payments  will  be  made  directly  to  physi- 
cians in  accordance  with  the  Schedule  of  Allowances 
for  Physicians  Services,  which  is  a j)art  of  the  con- 
tract between  The  Medical  Society  of  Virginia  and 
the  Government.  The  Blue  Shield  office  is  respon- 
sible for  furnishing  the  Government  with  detailed 
statistical  data  about  the  claims  that  are  paid  and 
for  furnishing  physicians  with  information  about  the 
program  and  its  operation.  In  this  latter  regard, 
it  has  made  copies  of  the  Medicare  Fee  Schedule  and 
Physicians’  Manual  and  has  distributed  them  to  all 
doctors  in  the  State. 


SOME  PRACTICAL  POIN'I’S 

1.  A Medicare  claim  cannot  be  i)roccssed  for 
l)ayment  by  tlie  Blue  Shield  office,  under  the  i)ro- 
visions  of  the  contract,  unless  COMPLK'I'E  IN- 
FORM.ATION  is  provided  on  the  claim  form  (1).\ 
Form  1863,  1 Nov.  56). 

2.  Payment  will  be  made  by  the  Blue  Shield 
office  within  twenty-four  hours  of  receipt  of  the  claim 
form  in  all  cases  in  which  complete  information  is 
furnished,  or  is  on  hand,  and  for  which  scheduled 
fees  are  applicable. 

3.  IMedicare  is  primarily  an  in-patient  program; 
therefore,  before  processing  a claim  the  office  must 
have  a record  of  the  dates  of  admission  and  dis- 
charge whenever  the  fact  of  hospitalization  is  not 
obvious  (as  it  would  be  if  the  claim  pertained  to 
major  surgery).  It  is  .suggested  that  specific  in- 
formation about  hospitalization  be  furnished  by  the 
physician  as  one  of  his  entries  in  Item  22  of  the  claim 
form. 

4.  The  claim-handling  process  will  be  facilitated 
whenever  the  physician  quotes  exactly  the  pertinent 
terminology  of  the  Fee  Schedule  and  supplies  what- 
ever amplifying  information  might  be  appropriate. 
For  example,  the  Medicare  fees  for  anesthesiology 
services  are  based  on  time;  therefore,  the  kind  of 
anesthesia  and  its  duration  should  be  specified  on 
the  claim  form. 

5.  If  doing  so  does  not  entail  inconvenience,  the 
physician  can  speed  along  the  claims  handling  proc- 
ess by  sending  in  the  original  and  one  carbon  copy 
of  a completed  claim  form.  Nonetheless,  a single 
copy  only — the  original — is  satisfactory;  the  Blue 
Shield  office  will  make  a photo-copy  of  it. 

6.  Medicare  claim  forms  may  be  obtained  from 
“Blue  Shield  Office,  Richmond  19”.  If  ever  “caught 
short”,  however,  the  doctor  should  remember  that 
forms  are  available  in  all  of  the  general  hospitals 
in  Virginia. 

The  executive  staffs  of  the  Medical  Society  and 
of  the  Richmond  Blue  Shield  office — Government 
representatives,  too — are  working  closely  together 
toward  the  common  goal  of  serving  well  the  phy- 
sicians who  provide  Medicare  services.  All  who 
are  involved  with  the  administrative  aspects  of  the 
program  would  welcome  suggestions  about  how  best 
to  attain  that  goal. 
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“Untreatable” 

A question  arises  as  to  whether  or  not  there  are 
emotionally  disturbed  children  who  cannot  be  treated 
by  orthodox  methods  of  psychotherapy.  There  are 
many  well  known  and  productive  varieties  of  psycho- 
therapy used  in  order  to  deal  with  the  problems  of 
children.  To  mention  a few,  individual  psycho- 
therapy, group  psychotherapy,  play  psychotherapy, 
directive  and  non-directive  approaches.  All  the 
methods  and  approaches  usually  employed,  however, 
require  certain  things  of  the  patient;  that  he  be  of 
average  intelligence,  be  able  to  relate  in  some  way 
to  others,  be  able  to  verbalize,  that  there  be  sufficient 
control  and  inner  strength  to  withstand  the  ordeal 
of  therapeutic  treatment  in  an  out-patient  clinic 
without  violently  destructive  outbursts,  and  that 
there  be  cooperative  parents  who  will  support  the 
growth  tendencies  of  the  child.  If  by  orthodox  meth- 
ods one  means  methods  which  generally  require  these 
criteria,  then  an  affirmative  answer  can  be  given  to 
tlie  original  question.  There  are  children  with 
severe  emotional  jmoblems  who  do  not  measure  up 
to  a few,  if  any,  of  these  criteria  and  therefore  can- 
not be  treated  by  orthodox  methods.  There  are 
non-verbal  children  who  are  not  sufficiently  related 
to  jieople  to  express  themselves;  the  word  is  no 
meaningful  iivstrument  as  the  relationships  they  have 
experienced  aren’t  meaningful;  their  own  needs  and 
thoughts  are  too  blocked  for  recall.  There  are  those 
who  are  functioning  quite  below  the  average  potential 
they  possess.  Many  are  too  impulse  ridden  to  be 
reflective.  Their  parents,  often  uncooperative,  are 
also  burdened  with  severe  emotional  illnesses  which 
do  not  lend  themselves  easily  to  correction.  They 
often  do  not  bring  the  children  into  the  clinic  or 
encourage  them  to  come;  thus  the  clinic  itself  has 
to  attract  and  hold  the  child.  The  parents  are  often 
handicapped  by  social,  educational  and  economic 
deprivations.  The  latter  is  also  true  in  resjiect  to 
the  children;  thus  avenues  which  the  therapist  may 
use  as  auxiliaix'  supports  and  incentives  are  absent. 
Can  psychotheraj)}’  be  adjusted  to  this  type  of  patient  ? 
•Although  this  field  of  endeavor  is  in  its  infancy,  the 
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answer  again  may  be  given  in  the  affirmative.  The 
remainder  cf  this  article  will  deal  with  a general 
de.=cription  of  one  kind  of  jisychotherapy  that  is 
p."oving  to  be  of  success  with  one  kind  of  “untreat- 
able'’ child,  the  chronic  aggressive.  Schizophrenics, 
scliizoids  and  severe  neurotics  are  also  helped  by 
day-care  and  residential  programs;  however  it  is  felt 
that  tlie  programs  and  methods  would  differ  from 
the  one  described. 

Eirst  and  foremost  a substitute  environment  is 
given  this  child;  a place  which  will  be  his  the  way 
he  is;  will  not  reject  him  or  play  into  his  need  to 
reject  it.  A permissive  atmospliere  is  extended  them. 
Here  are  provided  specific  activities  such  as  crafts, 
sliopwork,  recreation,  movies  and  academics.  All 
are  geared  to  the  child’s  individual  needs  and  capac- 
ities at  the  time.  Generally,  the  program  becomes 
more  and  more  conventional  as  the  children's  ability 
to  cope  with  the  requirements  increases.  In  addi- 
tion to  mental  hygiene  approaches  utilized  by  the 
group  workers  when  conducting  these  activities, 
psychologists  and  psychiatrists  conduct  interviews 
with  the  children  at  the  time  various  incidents  relat- 
ing to  their  problems  arise.  Only  as  security  gains 
can  more  orthodox  sessions  with  therapists  be  held. 

Placing  the  child  in  a permissive  atmosphere  is 
advantageous  for  many  reasons.  One  of  the  chief 
reasons  is  that  they  cannot  be  maintained  in  school 
or  at  home  for  long  lengths  of  time  without  truancy, 
running  away  or  havoc.  After  initial  shock  and  sus- 
picion it  has  been  found  that  this  type  of  child  at 
least  is  not  a truancy  or  run  away  problem  in  the 
clinic.  When  it  does  occur  it  is  treated  in  view  of 
the  problems  it  represents  and  it  soon  drops  out. 
AA’hat  decreases  these  problems  is  no  doubt  that  for 
the  first  time  their  acting  out  is  not  returned  by 
rejection  or  punishment.  The  latter  at  first  is  only 
seen  as  a rejection  not  as  a corrective  measure.  Etsual 
punishments  require  relationships  values,  positive 
needs  as  incentives.  Taking  away  a movie  at  a 
time  when  the  child  feels  bereft  of  evervthing  is 
meaningless.  At  best  he  may  control  himself  out 
of  fear  of  physical  attack,  but  he  is  even  then  too 
impulse  ridden  to  maintain  the  limitation  for  any 
length  of  time.  Being  helped  to  become  aware  of 
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the  specifics  of  his  suffering,  fears  and  hostilities, 
and  assisting  him  to  gain  inner  control  while  sup- 
porting him  seems  to  be  the  only  relativel}’  ])ermanent 
wav  of  socializing  him  and  kee])ing  him  in  the  clinic. 

Permissiveness  initially  knocks  the  child  off  his 
guard;  the  vicious  circle  cf  persecutor  and  iier.sccuted 
is  at  last  intruded  upon.  In  the  Ijeginning  the  child 
may  see  the  workers  as  only  superior  delinquents 
(which  would  make  for  aroused  interest).  How- 
ever, they  soon  are  able  to  see  that  acceptance  does 
not  mean  condoning  and  begin  to  lean  on  the  secure 
acceptance  given  them  as  an  outer  control.  Often 
the  teacher  then  becomes  the  “good  father’’  or  “good 
mother”.  The  clinic  itself  is  often  seen  in  this  light. 
On  occasion  there  has  been  running  away  from  foster 
homes  to  the  clinic  when  the  workers  are  not  present 
because  the  clinic  itself  has  this  meaning  for  the 
child.  Permissiveness  also  allows  for  the  acting  out 
of  problems  the  child  cannot  verbalize  and  gives  the 
therapist  the  only  inroad  to  “see  what  is  going  on” 
inside  of  him.  Such  interviewing  as  incidents  occur 
also  overcomes  the  inability  of  the  child  to  verbally 
recall  and  tends  to  lessen  an.xiety  surrounding  the 
one  to  one  relationship  between  therapist  and  child 
which  occurs  when  the  child  faces  structured  and 
more  regulated  sessions.  Placed  in  a relatively  large 
group  the  child  is  supported  by  ether  children  and 
by  the  presence  of  various  adult  personalities  as 
well  as  by  different  rooms,  activities  and  olq'ects. 
All  tend  to  lessen  anxiety  if  there  is  no  extreme  in 
diversity.  For  exarnple,  too  few  workers  grant 
too  little  control;  too  many  have  the  same  effect. 
The  group,  of  course,  provides  the  opjwrtunity  for 
varied  interactions  which  reveal  areas  of  difficultv. 

The  group  plan  described  is  one  of  day-care. 
Residential  care  for  a good  number  of  the  cases 
would  increase  efficiency  and  results.  Treatment 
would  be  more  intense,  quicker,  without  as  many 
peripheral  problems,  and  more  children  could  be 
worked  with.  In  a day-care  set-up  important  ex- 
periences in  regard  to  daily  living  cannot  be  handled 
therapeutically.  The  child  in  day-care  has  to  be 
able  to  shift  between  two  “homes”. 

Follow-ups  which  have  not  been  as  scientific  as 
desired,  due  to  lack  of  personnel,  have  indicated 
a high  incidence  of  positive  results  by  means  of  the 
treatment  method  described.  Cost  for  such  services 
does  not  jneclude  the  possibility  of  its  being  included 
in  state  programs.  It  has  been ‘estimated  that  the 
minimal  cost  for  a day-care  program  would  be  $54,- 
000.00.  As  can  be  seen  costs  ideally  would  be  higher 
than  the  average  orthodox  clinic  by  nature  of  the 
program.  The  principal  reasons  for  increase  are 


in  relation  to  supplies  needed,  rejiair  bills  and  an 
increase  in  the  number  of  staff  members  recjuired. 
^’iewed  immediately  and  on  a long  term  basis,  its 
service  to  the  individual  and  to  the  community  is 
felt  to  warrant  the  expenditures  involved. 

I'he  treatment  plan  does  however  entail  many 
l)roblems  particular  to  it.  The  selection  of  person- 
nel is  one  of  the  chief  difficulties.  Persons  working 
with  concrete  chronically  aggressive  children  over 
and  above  training  and  education  must  have  certain 
personality  characteristics  if  they  are  to  work  effec- 
tively without  undue  personal  strain.  Flexibility, 
imagination  and  ability  to  handle  one’s  own  hostility 
adequately  are  paramount.  'Fhey  must  not  be  achieve- 
ment bent  and  must  be  able  to  wait  a good  while 
for  it  to  take  place.  Sujijdies  must  be  at  hand 
continuously  and  breakage  must  be  immediately  re- 
paired. These  children  are  often  agitated  merely  by 
the  absence  of  materials,  having  little  cai)acity  to 
interest  themselves  or  to  be  interested  in  others, 
breakage  is  contagious  and  what  may  have  been  an 
unavoidable  incident  can,  .if  not  cleared  away  and 
mended,  incite  the  group  to  riotous  untherapeutic 
acting  cut.  A great  deal  more  time  than  usual  has 
to  be  spent  on  jrrogram  planning  and  staff  confer- 
ences. Determining  techniejues  for  the  grou[)  and  for 
the  individual,  when  and  how  the  program  shoidd 
be  shifted,  the  content  of  the  program,  analysis  of 
behavior,  all  must  go  on  continuous!)’.  Social  work 
in  this  area  is  ejuite  difficult  largely  because  of  the 
fact  that  it  is  done  with  foster  parents  under  stress, 
and  because,  as  mentioned  previousl}’,  where  there 
are  real  parents  in  the  picture  their  disturbances  and 
dejtrivaticns  are  severe.  When  so  many  of  the  chil- 
dren are  wards  of  welfare  agencies,  the  division  of 
function,  realization  of  agency  limitations,  and  in- 
ter])retation  of  the  children’s  behavior  and  the 
jmogram,  all  constitute  problems  which  have  to  be 
worked  through.  For  example,  treatment  is  long 
term — 18  months  at  least,  and  most  agencies  are 
not  financed  well  enough  or  have  enough  available 
homes  to  keep  any  child  in  treatment  much  longer. 
Communication  of  such  an  unorthodox  method  to 
the  public  (particularly  to  those  in  the  immediate 
neighborhood  of  the  clinic)  is  again  a problem. 
Intake  policies  must  be  studied  to  determine  which 
type  of  “untreatable’’  can  fit  into  the  group.  Some 
“untreatables”  are  not  chronic  aggressives.  Can 
other  types  of  “untreatables”  fit  into  this  type  of 
program  and  be  helped  ? 

The  challenge  to  work  through  these  problems  as 
well  as  to  improve  techniques  in  relation  to  treatment 
of  this  kind  of  child  is  being  taken  up  more  and  more. 
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Group  plans  on  a day-care  and  residential  basis  are 
becoming  increasingly  prevalent;  some  run  on  an 
intensive  basis,  some  supportive,  some  for  schizo- 
phrenics,  some  for  heterogenous  types  of  “untreat- 
able”  disorders,  some  where  the  basic  emphasis  is  on 
research.  ISIuch  is  expected  to  be  gleaned  which 


can  increase  the  productivity  of  such  programs.  It 
is  established  that  the  general  approach  is  fruitful. 
The  method  very  generally  described  here  is  one  of 
the  attempts  felt  to  be  most  promising  and  reward- 
ing with  one  group  of  otherwise  “untreatable’' 
children. 


Angina  Pectoris  Treatment  Improves 


One  generation  ago  the  diagnosis  of  angina  pec- 
toris was  almost  a death  sentence;  in  30  years  it 
tnay  be  a rare  condition,  according  to  a New  York 
cardiologist. 

.\ngina  pectoris,  a severe  pain  in  the  chest  which 
sometimes  carries  with  it  a feeling  of  suffocation 
and  a fear  of  impending  death,  is  cne  of  the  mo.st 
painful  effects  of  coronary  artery  disease.  Arterio- 
sclerosis produces  a narrowing  of  the  arteries  of  the 
heart  which  reduces  the  normal  flow  of  the  blood 
through  the  heart.  Effort  or  excitement  may  cause 
.spasms  in  the  heart  arteries  which  then  produce 
pain. 

In  a signed  editorial  in  the  December  22  Journal 
of  the  American  ISIedical  Association,  Dr.  Arthur 
^I.  Master  of  iSIount  Sinai  Hospital  said  there  have 
been  many  improvements  in  the  treatment  of  angina 
pectoris,  but  the  major  change  has  been  one  of 
approach  to  the  condition.  It  is  now  realized  that 
arteriosclerosis  is  a disease  like  any  other  and  is 
not  an  inevitable  process  of  aging.  As  a result  there 
has  been  an  unparalleled  surge  of  research,  and  a 
more  optimistic  outlook  has  developed  among  phy- 
sicians and  patients  with  angina. 

Thirty  years  ago  the  severe  pain  that  the  patient 
suffered,  the  little  understood  prevention  of  anginal 
pain  and  the  condition’s  inadequate  treatment  en- 
gendered fears  that  could  not  be  dispelled.  The 
agonizing  dread  then  associated  with  angina  resulted 
largely  from  the  existing  economic  and  psychological 
factors.  A man  did  not  dare  be  absent  from  work 
or  he  would  lose  his  job,  so  he  ignored  the  pain  and 
kept  working,  thus  delaying  diagnosis  and  treat- 
ment. The  late  diagnosis  and  “almost  universal 
inadequacy  of  treatment”  gave  the  impression  that 


angina  jjectoris  was  totally  and  permanently  dis- 
abling. 

However,  since  then  the  entire  approach  to  pre- 
vention and  treatment  has  improved.  Now  nitro- 
glycerin is  given  to  prevent  the  pain,  not  just  to  stop 
it  once  it  begins.  Formerly  as  a last  resort,  some 
patients  underwent  thyroid  gland  surgery.  Now 
'similar  effects  may  be  obtained  by  using  radioactive 
iodine.  Moderate  use  of  tobacco  is  no  longer  banned. 
With  the  improved  techniques  in  anesthesia  and  sur- 
gery, patients  can  now  undergo  most  major  operations 
with  safety.  .A.nd  they  can  even  take  plane  trips, 
because  of  the  development  of  pressurized  airplane 
cabins  and  antimotion  sickness  drugs. 

d he  designation  of  coronary  disease  and  angina 
is  no  longer  a stigma,  Dr.  blaster  said.  Its  presence 
generates  caution,  but  not  panic.  Lighter  work 
is  now  available  for  persons  with  heart  disease.  Un- 
reasonable fear  of  heart  trouble  is  on  the  wane,  and 
people  are  no  longer  afraid  to  be  seen  leaving  a 
cardiologist’s  office.  In  fact,  “to  discuss  one’s  elec- 
trocardiogram is  as  acceptable  as  to  discuss  one’s 
analyst.” 

However,  until  a sj^ecific  prevention  and  treatment 
of  coronary  artery  disease,  and  in  turn  angina  pec- 
toris, has  been  developed,  general  measures  aimed 
at  keeping  the  patient  comfortable,  at  a reasonable 
weight,  and  free  from  tension  remain  of  great  im- 
portance. 

“These  measures  together  with  a confident  out- 
look will  prolong  the  life  of  the  patient.  Thirty 
years  hence  it  is  likely  that  enzymes,  hormones  and 
other  perhaps  as  yet  unidentified  biochemical  agents 
will  make  angina  pectoris  a truly  rare  condition.” 
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MACK  I.  SHANHOLTZ,  }^r,D. 

State  Health  Commissioner  of  Virginia 


Suggested  Home  Accident  Prevention 
Activities 

Home  accident  mortality  and  morbidity  rates  today 
present  a serious  national  problem,  one  calling  for 
planned  and  organized  preventive  action.  Some- 
one is  permanently  disabled  by  a home  accident 
I every  four  minutes.  The  underlying  causes  of  home 
! accidents  can  usually  be  traced  to  environmental 
hazards  or  unsafe  actions,  or  a combination  of  both. 
To  be  effective,  preventive  measures  must  encom- 
pass the  control  or  elimination  of  both  types  of 
i causes.  Health  department  responsibility  in  this 
field  has  been  recognized  by  all  leading  public  health 
organizations. 

From  the  close  relationship  public  health  agen- 
cies enjoy  with  the  individual  and  his  home  en- 
vironment, it  clearly  follows  that  prevention  of 
home  accidents  warrants  the  specific  attention  of 
state  and  local  health  departments.  Important  in 
this  connection  is  the  fact  that  public  health  per- 
sonnel are  trained  in  the  fundamentals  of  disease 
prevention  and  can  adapt  these  principles  to  acci- 
dent prevention.  ^Moreover,  control  measures  are 
readily  adaptable  to  normal  health  department  pro- 
grams. Essentially,  prevention  of  home  accidents 
must  be  regarded  as  an  activity  of  the  local  health 
department.  The  Public  Health  Service  and  the 
State  Department  of  Health  can  offer  consultation 
and  assistance  in  planning  a control  program  l)ut 
the  actual  work  must  be  carried  on  at  the  local 
level.  No  one  professional  group  in  a health  de- 
partment can  be  solely  responsible  for  the  prevention 
j of  home  accidents;  the  efforts  and  cooperation  of 
^ ever}’  staff  member  are  required. 

The  immediate  objectives  of  health  department 
workers  must  be  the  elimination  from  the  home,  so 
far  as  is  possible,  those  conditions  which  cause 
accidents  and  the  training  of  people  to  act  in  a safe 
manner  within  the  home  environment.  The  prob- 
lems in  this  field  do  not  differ  materially  from  those 
involved  in  any  public  health  program  where  special- 
ized training  of  the  professional  staff  is  necessary. 
VVe  must  create  public  interest  in  the  problem  and 
then  be  ready  to  impart  the  “technical”  information 
that  is  needed.  Home  safety  concerns  the  health 
and  welfare  of  everyone  and  a program  of  preventive 


measures  should  be  a community  ])roject.  .\  I(Kal 
safety  council  is  an  excellent  body  through  whicli 
non-official  group  efforts  can  be  organized.  Its 
membership  represents  a cross-section  of  industry, 
traffic-safety  interests,  civic  groups,  youth  organiza- 
tions, farm  groups,  and  others.  The  Red  Cross, 
through  programs  of  class  instruction,  can  train 
volunteers  for  effective  leadership  in  community 
home  accident  prevention  activities.  It  may  be  neces- 
sary for  the  health  departments  to  stimulate  the 
interest  of  groups  in  home  safety. 

The  following  outline  suggests  activities  that  a 
local  department  may  consider  and  adapt  to  the 
needs  of  the  area  concerned : 

1.  Tabulate  and  analyze  existing  records  to  de- 
termine the  local  problem.  I'his  can  be  done 
by  reviewing  home  accident  death  certificates 
for  the  past  five  years.  These  cases  can  then 
be  classified  by  age,  sex,  type  of  accident, 
and  seasonal  variations  in  accidents.  An  in- 
vestigation of  deaths  due  to  home  accidents 
will  provide  much  information. 

2.  Use  of  the  Home  .Accident  Fatality  Report, 
distributed  by  the  National  Office  of  Vital 
Statistics,  is  an  excellent  means  of  acquiring 
factual  information.  The  public  health  nurse 
or  the  sanitarian  may  obtain  the  information 
to  complete  this  form  from  family,  physician, 
funeral  director,  medical  examiner,  or  some 
other  person  who  may  have  knowledge  of  the 
accident. 

.3.  Promote  reporting  of  home  accidents  through 
schools,  hospitals,  medical  societies,  industries, 
official  agencies,  service  clubs,  civic  groups,  and 
during  routine  home  visits  by  members  of  the 
health  department  staff. 

4.  Make  a routine  epidemiological  investigation 
of  fatal  and  non-fatal  home  accidents  reported 
from  all  sources. 

5.  Develop  an  in-service  training  program  to 
acquaint  all  personnel  with  the  problem:  types 
and  characteristics  of  home  accidents,  acci- 
dent hazards  and  methods  of  eliminating  them, 
causes  of  morbidity  and  mortality. 

6.  Participate  in  safety  inspection  of  public 
buildings,  including  schools  and  hospitals. 
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7.  Develop  techniques  with  the  local  medical 
society  whereby  accident-prone  individuals 
can  be  recognized  and,  if  possible,  treated  by 
attending  physicians.  Arrangements  might  be 
made  with  mental  hygiene  or  guidance  clinics 
to  refer  such  persons  for  study. 

S.  Special  educational  activities  (in  addition  to 
the  educational  aspects  of  activities  noted 
above) : 

a)  Secure  the  cooperation  of  other  agencies 
having  related  interests,  \\'elfare.  Hous- 
ing, Fire,  Building,  etc. 

b)  Seek  active  supTX)rt  of  civic  and  profes- 
sional groups,  architects,  builders,  manu- 
facturers, home  economists  and  other  edu- 
cators. 

c)  Release  stories  of  unusual  accidents,  warn- 
ings against  seasonal  accidents,  statistics. 


vSculpture  Tools 

Tools  used  by  sculptors  to  rough  clay  are  now 
being  used  by  doctors  to  smooth  away  acne  scars. 
The  tools  are  forged  steel  rasps  having  a central 
handle  with  variously  shaped  toothed  working  sur- 
faces at  each  end.  They  are  available  at  most 
sculpture  supply  houses.  Another  rasp,  sold  as  a 
“corn  and  callus”  instrument  by  notion  stores,  is 
also  used. 

Their  use  is  tlie  latest  development  in  derma- 
brasion (skin  planing)  in  which  acne,  chickenpo.x, 
smallpo.x  and  shingles  scars  can  be  removed,  or  at 
least  improved,  by  abrading  the  scarred  areas. 
Earlier  technicjues  used  sandpaper  or  revolving  wire 
brushes. 

Dr.  Douglas  Torre,  a New  York  dermatologist, 
described  the  new  technique  and  its  use  on  24  pa- 
tients in  the  December  Archives  of  Dermatology,  an 
•American  Medical  -Association  publication. 

^^’hile  the  new  technique  is  slower  and  requires 
more  work  by  the  doctor  than  the  wire-brush  tech- 
nique, it  is  simpler,  cheapyer  and  less  subject  to 
mishap.  It  also  has  many  advantages  and  none  of 
the  disadvantages  of  the  sandpaper  method. 


etc.  Obtain  the  interest  and  support  of 
newspapers,  radio  and  television  stations, 
and  of  advertising  agencies. 


Monthly  Report 

OF  THE 

Bure.au 

OF 

COM.MUNIC.ABLE 

Dise..\se 

Control 

Jan.- 

Jan.- 

Dec. 

Dec. 

Dec. 

Dec. 

1956 

1955 

1956 

1955 

Brucellosis 

1 

0 

32 

30 

Diphtheria 

2 

9 

32 

45 

Hepatitis  (Infectious) 

34 

37 

486 

1056 

Measles 

285 

572 

23996 

4573 

Meningococcal  Infections 

8 

15 

91 

105 

Meningitis  lOther) 

10 



157 



Poliomyelitis 

10 

11 

229 

336 

Rabies  In  Animals 

22 

27 

299 

373 

Rocky  Mt.  Spotted  Feyer 

1 

3 

53 

50 

Streptococcal  Infections 

468 

337 

5790 

6516 

Tularemia 

3 

11 

23 

26 

Typhoid  Feyer 

2 

4 

58 

48 

Skin  Planing 

In  the  new  technique  local  anesthesia  is  injected 
into  the  area  to  be  abraded.  The  rasps  are  used  in 
a crisscross  and  circular  motion.  In  the  wire-brush 
method,  the  skin  is  “frozen”  and  then  abraded  with 
the  motor-driven  wire  brush  which  is  manipulated 
in  short  strokes.  One  advantage  of  the  rasp  method 
over  the  wire-brush  technique  is  that  the  scarred 
area  can  be  evaluated  during  the  operation  since  the 
skin  is  not  “frozen”  by  an  anesthetic. 

The  results  in  the  24  patients  varied  from  an 
estimated  20  to  75  per  cent  improvement  in  appear- 
ance of  the  skin.  One  patient  was  treated  by  sand- 
paper, wire  brush  and  rasp  on  different  occasions 
with  no  “appreciable  difference”  in  the  end  result. 
On  eight  occasions  the  wire  brush  was  used  initially 
and  the  rasp  was  used  later  to  even  out  the  abraded 
area  and  shade  off  tlie  edges.  In  fact,  Dr.  Torre 
usually  uses  both  the  rasp  and  wire  brush,  preferring 
the  wire-brush  technique  when  large  areas  are  to  be 
done,  and  the  rasp  for  smaller  areas  and  for  “fin- 
ishing off”  after  using  the  wire  brush. 

Dr.  Torre  is  on  the  staff  of  the  New  York  Hospital 
and  Cornell  University  Aledical  Center. 
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Delegates  to  the  American  Medical  As- 
sociation 

Your  delegates  to  the  American  Medical  Associa- 
|i  tion  Convention  in  Seattle,  November  27-30,  left 
Chicago  on  the  Northwest  Airlines  Stratocruiser, 
and  after  being  in  the  air  for  cjuite  a while,  were 
[i  notified  that  we  would  not  land  in  Seattle  but  in 
' Portland,  Oregon,  due  to  the  “California  Smog” 
which  the  people  in  Washington  stated  they  never  had 
I before.  But,  after  a midnight  ride  from  Portland 
to  Seattle  Wi  hours),  we  finally  arrived  at  the 
Olympic  Hotel  at  2:00  A.  IM. 

Often  one  hears  that  the  American  Medical  Asso- 
ciation is  run  by  the  Beard  of  Trustees  or  a clique. 
This  is  entirely  false,  and  we  trust  that  many  of 
you  wall  avail  yourselves  of  the  ojjportunity  to  see 
the  House  of  Delegates  in  session  at  the  New  York 
meeting  in  June  1957.  When  a delegate  from  any 
state  presents  a resolution,  it  is  given  a number  and 
is  read  before  the  entire  House  at  the  first  meeting, 
after  which  it  is  referred  to  a reference  committee. 
Any  member  of  the  A.M.A.  is  permitted  to  attend 
this  meeting  of  the  House  of  Delegates  but  is  not 
allowed  the  privilege  of  speaking  on  the  floor  which 
is  reserved  for  delegates.  However,  when  the  resolu- 
tion is  considered  by  the  reference  committee,  the 
next  day,  any  member,  whether  he  be  a delegate  or 
not,  is  allowed  to  speak  as  much  as  he  wishes,  for 
or  against  the  resolution.  The  reference  committee 
then  votes  whether  to  accept  the  resolution  as  is,  or 
reject  it,  or  recommend  something  different  to  the 
House.  It  is  then  presented  to  the  House  by  the 
reference  committee  to  be  voted  on.  Here,  any 
delegate  may  speak  on  the  motion  before  a vote  is 
taken. 

Registration  at  the  Seattle  meeting  exceeded  all 
conservative  expectations.  The  total  registration  was 
6,282,  which  included  2,813  physicians.  The  high- 
est physician  registration  was  from  Seattle,  of  course, 
with  878.  Washington  State  followed  with  805, 
Oregon  190,  and  California  154.  Virginia  had  6 
registrations. 

IMedical  ethics,  veterans  medical  care,  radio-active 
isotopes,  continuance  of  the  A.M.A.  interim  session, 
hospitalization  for  patients  with  alcoholism  and  a 
report  of  the  Committee  on  Medical  Practices  were 
among  the  wide  variety  of  subjects  acted  upon  by 
the  House  of  Delegates. 
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Dr.  Edward  M.  Gans  of  Harlowton,  Montana, 
was  named  as  the  1956  General  Practitioner  of  the 
\ ear.  Dr.  Gans,  who  is  80  years  old,  has  practiced 
medicine  for  51  years  and  has  been  in  Harlowtown 
for  the  past  44  years. 

Strongly  condemning  government  intervention  in 
medicine.  Dr.  Dwight  H.  Murray,  of  Napa,  Cali- 
fornia, A.IM.A.  President,  told  the  opening  session 
that  “the  medical  profession,  along  with  business 
and  industry,  is  caught  between  those  who  desire  to 
promote  sound  government  programs  and  those  who 
desire  even  more  intensely  to  perpetuate  party  poli- 
tics. Unfortunately,  in  recent  years,  a benevolent 
federal  government  appears  more  attractive  to  the 
voting  public  than  the  preservation  of  individual 
freedoms.  Medicine  must  do  its  utmost  to  reverse 
this  trend.” 

Subject  of  greatest  interest  was  the  proposed  ten- 
section  revision  of  the  Principles  of  Medical  Ethics 
originally  submitted  at  the  June  1956  Annual  Meet- 
ing in  Chicago,  where  final  action  was  deferred  until 
the  Seattle  session.  The  proposed  short  version  of 
the  Princij)les  was  re-submitted,  with  some  changes 
based  on  suggestions  received  since  last  June  by  the 
Council  on  Constitution  and  By-Laws.  The  House 
of  Delegates,  however,  decided  to  refer  the  matter 
back  to  the  Council  on  Constitution  and  By-Laws  for 
further  study  and  consideration.  The  reference  com- 
mittee report  adopted  by  the  House  included  the 
following  statements:  Careful  consideration  was 
given  to  the  Preamble  and  the  ten  sections  of  the 
proposed  Principles.  The  Preamble  and  seven  of 
the  ten  sections  appear  to  be  acceptable  in  their 
present  form. 

Sections  6 and  7 were  not  acceptable  as  presented, 
either  to  the  group  which  appeared  at  the  hearing 
or  to  your  reference  committee.  Out  of  the  general 
discussion  the  reference  committee  received  the  crys- 
talized  opinion  that  at  least  four  more  areas  needed 
more  specific  attention  in  Sections  6 and  7.  These 
are:  1.  Division  of  fees;  2.  The  dispensing  of  drugs 
and  appliances;  3.  The  corporate  practice  of  medi- 
cine; and  4.  Greater  emphasis  concerning  the  rela- 
tionship between  physicians  and  patients-. 

In  addition,  the  reference  committee  felt  that  the 
wording  of  Section  10  could  be  improved  if  amended 
to  read  as  follows:  “The  responsibilities  of  the 
physician  extend  not  only  to  the  individual  but  also 
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to  society  and  deserve  his  interest  and  participation 
in  activities  which  have  as  their  objective  the  im- 
pjrovement  of  the  health  and  welfare  of  the  indi- 
vidual and  the  community. 

In  view  of  the  above,  your  reference  committee 
believes  that  the  proposed  Principles  of  Medical 
Ethics  should  be  referred  back  to  the  Council  on 
Constitution  and  By-Laws  for  further  study  and 
consideration.  Also  the  committee  recommended  that 
this  study  be  completed  at  least  si.x  weeks  prior  to 
the  June  session  and  the  new  version  be  published 
in  the  Journal  in  order  that  all  interested  physicians 
might  have  an  opportunity  to  comment  thereon. 

The  House  revised  policy  on  veterans 

medical  care  by  endorsing  in  principle  the  follow- 
ing, suggested  by  the  Council  on  Medical  Service: 
^^'ith  respect  to  the  provision  of  medical  care  and 
hospitalization  benefits  for  veterans  in  Veterans  Ad- 
ministration and  other  federal  hospitals  that  new 
legislation  be  enacted  limiting  such  care  to  veterans 
with  peacetime  or  wartime  service  whose  disabilities 
or  diseases  are  service  incurred  or  aggravated. 

This  action  eliminates  the  temporary  exceptions 
which  were  made  in  the  June,  1953,  policy  regard- 
ing wartime  veterans  who  are  unable  to  defray  the 
expenses  of  necessary  hospitalization  for  non-service 
connected  cases  of  tuberculosis  or  psychiatric  or  neu- 
rological disorders.  In  making  the  policy  change, 
the  House  approved  this  supplementary  statement: 
Me  recognize  the  laws  and  administrative  extensions 
of  the  law  that  are  now  in  operation.  We  feel  that 
under  the  circumstances  it  will  be  to  the  best  inter- 
ests of  the  public  in  general,  and  veterans  in  par- 
ticular, if  medical  societies,  county  and  state  as  well 
as  national,  develop  committees  to  assist  in  guaran- 
teeing V.A.  hospital  admission  to  service  connected 
cases.  While  the  present  law  exists,  we  should  help 
assure  that  veterans  whose  illness  constitutes  eco- 
nomic disaster  will  not  be  displaced  by  those  suffering 
short-term  remediable  ills  which,  at  the  worst,  con- 
stitute financial  inconvenience. 

In  another  action  concerning  veterans,  the  House 
passed  two  resolutions  condemning  as  unlawful  the 
practice  of  Veterans  Administration  hospitals  which 
admit  patients  who  are  covered  by  workmens  com- 
p>ensation  insurance  or  by  private  health  insurance 
and  render  bills  for  the  cost  of  their  care.  Both 
resolutions  requested  the  .A..M..\.  to  take  action  to 
bring  about  a discontinuance  of  such  practices  by 
V.\  hospitals,  and  each  of  them  instructed  the  .Asso- 
ciation Secretary  to  obtain  from  each  State  testimony 


or  records  of  each  known  case  that  violates  V.A  Regu-  • 
lation  6047  Dl.  1 

The  House  rescinded  that  June  1951  action  which  I 
limited  the  hospital  use  of  radium  and  radioactive  ' 
isotopes  to  a board  certified  radiologist.  It  approved  ( 
the  following:  1.  In  any  hospital  in  which  a patient  j 
is  to  receive  radium  or  the  products  of  radium  or 
artificially  produced  isotopes,  there  should  be  a 
duly  appointed  Committee  on  Radium  and  Artifi- 
cially Produced  Radioisotopes  of  the  hospital  pro-  l| 
fessional  staff.  This  committee  should  include,  but  1{ 
not  necessarily  be  limited  to,  the  following  qualified  i 
physicians:  a radiologist,  a surgeon,  an  internist,  , 
a gynecologist,  an  urologist  and  a pathologist.  This  I 
committee  should  have  available  such  competent 
consultation  of  other  physicians  and  scientific  per-  ; 
sonnel  as  may  be  required.  Where  this  is  not  prac- 
ticable, the  hospital  staff  should  consult  the  nearest 
Committee  on  Radium  and  .Artificially  Produced 
Radioisotopes.  2.  The  use  of  Radium  and  Isotopes 
for  diagnostic  or  therapeutic  purposes  shall  be  re- 
stricted to  qualified  physicians  so  judged  by  this 
Committee  of  the  professional  staff.  3.  It  is  rec- 
ommended that  procurement,  storage,  dosimetry 
control  and  inventory  of  all  radioactive  isotopes  for 
the  use  of  the  hospital  staff  and  radiological  safety 
control  be  centralized,  and  where  administratively 
possible,  centralization  to  be  located  in  the  Depart- 
ment of  Radiolog}'.  4.  It  is  recommended  that  the 
Board  of  Trustees  assign  to  the  appropriate  council 
or  committee  the  continuous  study  of  the  problems 
of  radiological  safety  control  in  the  use  of  the  radium 
and  its  products  and  artificially  produced  radio- 
active isotopes  for  diagnostic  or  therapeutic  purposes. 

Rejecting  a resolution  which  recommended  dis- 
continuance of  the  interim  sessions  or  clinical  meet- 
ings, the  House  adopted  a reference  committee  report 
as  follows:  ^^'e  believe  that  the  interim  sessions 
should  be  continued  because  of  the  public  relations 
value  of  these  meetings  to  the  .Association  and  the 
educational  value  to  physicians  and  the  general  pub- 
lic in  the  various  geographical  areas  involved. 

The  House  recommended  that  a statement  be 
brought  to  the  attention  of  the  Council  on  Medical 
Education  and  Hospitals,  the  Joint  Commission  on 
.Accreditation  of  Hospitals  and  the  .American  Hos- 
pital .Association  to  include  the  following:  The 
Council  on  Mental  Health  urges  hospital  admin- 
istrators and  the  staffs  of  hospitals  to  look  upon 
alcoholism  as  a medical  problem  and  to  admit 
patients  who  are  alcoholics  to  their  hospitals  for 
treatment,  such  admission  to  be  made  after  due 
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examination,  investigation  and  consideration  of  the 
individual  patient.  Chronic  alcoholism  should  not 
be  considered  as  an  illness  wliich  bars  admission 
to  a hospital,  but  rather  as  qualification  for  admis- 
sion when  the  patient  requests  such  admission  and 
is  cooperative.  The  chronic  alcoholic  in  an  acute 
phase  can  be,  and  often  is,  a medical  emergency. 

In  approving  a progress  report  of  the  Committee 
on  Medical  Practices,  the  House  amended  one  of 
its  directives  to  read  as  follows  in  order  to  remove 
any  legal  objections:  The  A.M.A.  representatives 
on  the  Joint  Committee  on  Accreditation  of  Hos- 
pitals be  instructed  to  stimulate  action  by  that  body 
leading  to  the  warning,  provisional  accreditation, 
or  removal  of  accreditation  of  community  or  general 


hospitals  which  e.xclude  or  abitrarily  restrict  hospital 
privileges  for  generalists  as  a class  regardless  of 
their  individual  professional  competence  where  such 
])olicies  adver.sely  affect  the  (juality  of  patient  care 
rendered.  Any  action  taken  should  be  only  after 
appeal  to  the  Commission  by  the  county  medical 
society  concerned.  'I'he  House  also  approved  a rec- 
ommendation that  a study  group  be  formed  to  con- 
sider the  best  Inickground  preparations  for  general 
practice,  and  it  urged  that  such  action  be  imple- 
mented as  soon  as  practicable. 

Vincent  Archer,  M.D. 

W.  Linwood  Ball,  M.D. 

Delegates 


Highway  Safety 


Two  American  Medical  Association  publications 
have  challenged  physicians  to  be  more  than  just  doc- 
tors to  injured  motorists — to  become  leaders  in  the 
whole  field  of  road  safety. 

An  editorial  and  article  in  the  October  27th  A.M.A. 
Journal  and  a guest  editorial  in  the  October  A.M.A. 
Archives  of  Internal  Medicine  outlined  the  role  of 
physicians  in  the  fight  against  a “disease”  that  is 
killing  persons  at  the  rate  of  one  every  14  minutes 
and  injuring  someone  ever}'  25  seconds  in  the  PbS. 

Success  in  meeting  the  problem  of  ever-increasing 
injury  and  death  on  the  highways  will  require  the 
cooperation  of  “the  best  minds  in  medicine,  high- 
way engineering,  and  car  design.” 

Physicians  may  be  the  logical  leaders  in  a co- 
ordinated movement  because  of  their  biological 
science  background  and  their  intimate  knowledge  of 
crash  effects  and  problems  of  human  behavior  that 
might  figure  in  smashups,  the  Journal  article  quoted 
Dr.  Fletcher  D.  Woodward,  Charlottesville,  Va.,  as 
saying.  He  is  chairman  of  the  A.M.A.’s  new  com- 
mittee on  medical  aspects  of  automobile  injuries  and 
deaths.  In  fact,  the  more  some  physicians  look  into 
traffic  safety  the  more  they  seem  to  see  the  possibility 
of  a new  medical  specialty,  which  one  general  prac- 
tioner  has  suggested  be  called  “medicotrafficology.” 


Dr.  Jacob  Kulow'ski,  St.  Joseph,  Mo.,  said  in  the 
Archives  that  all  branches  of  medicine  and  surgery 
must  cooperate  in  both  the  treatment  and  prevention 
of  auto  accident  injuries.  Physicians  who  have  ob- 
served the  seriousness  of  some  auto  injuries  should 
turn  their  attention  to  accident  prevention  through 
better  medical  standards  of  driver  licensing  and  the 
maintenance  of  driver  fitness.  They  should  take  a 
more  active  interest  in  medico-legal  problems  result- 
ing from  accidents,  he  said. 

The  Journal  editorial  pointed  out  that  doctors 
can  help  reduce  accidents  by  approving  and  support- 
ing necessary  research  and  by  furnishing  informa- 
tion to  automotive  designers  on  injuries,  survivals, 
and  deaths. 

Physicians  have  a responsibility  to  prevent  injury 
to  individual  patients,  the  editorial  said.  They  must 
warn  persons  not  to  drive  after  taking  drugs  with 
a sedative  effect,  and  that  conditions  such  as  severe 
pain  or  itching,  while  not  direct  accident  hazards, 
can  produce  disturbances  that  may  divert  a driver’s 
attention. 

In  addition,  physicians  can  promote  a sense  of 
civic  responsibility  by  supporting  sound  traffic  safety 
programs  and  safety  councils  in  their  local  communi- 
ties, the  editorial  concluded. 
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Book  Announcements 


Books  received  for  review  are  promptly  acknowl- 
edged in  this  column.  In  most  cases,  reviews  will 
be  published  shortly  after  the  acknowledgment  of 
receipt.  However,  we  assume  no  obligation  in  return 
for  the  courtesy  of  those  sending  us  same. 

Home  Health  Emergencies.  A Guide  to  Home  Nurs- 
ing and  First  Aid  in  Family  Health  Emergencies. 
Medical  Department.  The  Equitable  Life  Assurance 
Society  of  the  L'nited  States.  New  York.  1956.  256 
pages. 

Low-Fat  Cookery.  By  EATilLYN  S.  STEAD  and  GLO- 
RIA K.  IVARREN,  Dietitian.  With  an  Introduc- 
tion by  Eugene  A.  Stead.  Jr..  M.D..  and  James  Y. 
Warren.  ISI.D.  Illustrated  by  Frank  Sieminski. 
The  Blakiston  Division.  McGraw-Hill  Book  Com- 
pany. Inc.,  New  York.  1956.  xv-lS4  pages.  Cloth. 
Price  S3. 95. 

Educating  Spastic  Children.  The  Education  and 
Guidance  of  the  Cerebral  Palsied.  By  F.  ELEANOR 
SCHONELL.  M.A..  Ph.D.,  Formerly  Research  Fel- 
low. University  of  Alabama.  Department  of  Pedia- 
trics and  Child  Health.  Philosophical  Library,  New 
York.  1956.  xv-242  pages.  Cloth.  Price  S6.00. 

Sleep.  By  MARIE  CARMICHAEL  STORES.  Doctor 
of  Science.  London;  Doctor  of  Philosophy.  Munich; 
etc.  Philosophical  Library,  New  York.  1956.  154 
pages.  Cloth.  Price  S3. 00. 


Principles  of  Clinical  Electrocardiography.  By  MER- 
VIN  J.  GOLDMAN,  M.D.,  Assistant  Chief  of  the 
Medical  Service  and  Cardiologist.  Oakland  Veterans 
Administration  Hospital,  Oakland;  Assistant  Clin- 
ical Professor  of  Medicine,  L’niversity  of  California. 
School  of  Medicine.  Lange  Medical  Publications. 
Los  Altos.  California.  1956.  310  pages.  Illustrated. 
Price  S4.50. 


Practical  Pediatrics  Dermatology.  By  MORRIS  LEI- 
DER.  M.D.,  Associate  Professor  of  Dermatology  and 
Syphilology,  New  York  University  Post-Graduate 
Medical  School;  Visiting  Physician.  Bellevue  Hos- 
pital; etc.  St.  Louis,  The  C.  V.  Mosby  Company. 
1956.  433  pages.  With  280  photographs  and  13 
drawings.  Cloth.  Price  $10.50. 


Bone  Structure  and  Metabolism.  Ciba  Foundation 
Symposium.  Editors  for  the  Ciba  Foundation — 
G.  E.  W.  Wolstenholm.  O.B.E.,  M.A.,  M.B..  B.Ch., 
and  Cecilia  M.  O’Connor.  B.Sc.  Little.  Brown  and 
Company.  Boston.  1956.  xli-299  pages.  With  121 
Illustrations.  Cloth.  Price  $8.00. 


Paper  Electrophoresis.  Ciba  Foundation  Symposium. 
Editors  for  the  Ciba  Foundation — G.  E.  W.  Wolsten- 
holme,  O.B.D..  M.A..  M.B..  B.Ch.,  and  Elaine  C.  P.  | 
Millar,  A.H.-W.C.,  A.R.I.C.  Little,  Brown  and  Com- 
pany,  Boston.  1956.  224  pages.  With  74  Illustra- 
tions. Cloth.  Price  $6.75. 

The  Philosophy  of  Medicine.  By  WILLIAM  R.  LAIRD,  j 
M.  D.  Education  Foundation.  Inc.,  Charleston,  West  1 
Virginia.  1956.  64  pages.  Price  $3.00.  | 

I 

The  Patient  Speaks.  Mother  Story  Verbatim  in  Psy-  i 
choanalysis  of  Allergic  Illness.  By  HAROLD  A.  ( 
ABRAMSON.  ]M.  D.,  Associate  Attending  Physi-  | 
cian  and  Chief  of  the  Allergy  Clinic,  The  INIount  | 
Sinai  Hospital.  New  York  City;  Research  Psychia-  : 
trist.  Biological  Laboratory.  Cold  Spring  Harbor; 
etc.  Vantage  Press,  New  York.  1956.  xxi-239  pages. 
Cloth.  Price  $3.50. 

Bene  Structure  and  Metabolism.  Ciba  Foundation 
Svmposium.  Editors  for  the  Ciba  Foundation — 

G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B..  B.Ch.. 
and  Cecilia  M.  O’Connor,  B.Sc.  Little.  Brown  and 
Company.  Boston.  1956.  xii-299  pages.  With  121 
Illustrations.  Cloth.  Price  $8.00. 

This  is  a comprehensive  report  of  an  international 
conference  held  by  the  Ciba  Foundation  in  London 
in  1955.  These  meetings  have  become  noted  for 
their  informality,  and  this  carries  over  into  the 
published  proceedings. 

As  in  previous  Ciba  Foundation  Symposia  much 
of  interest  also  can  be  found  in  the  lively  discussions 
stimulated  by  the  research  reports.  These  discus- 
sions are  presented  in  full,  and  provide  additional 
speculation  and  argument.  Recent  studies  and  com- 
ments on  bone,  vitamin  D,  calcium,  phosphorus  and 
parathyroid  hormone  are  included. 

L.  D.  Abbott,  M.D. 
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Miscellaneous 
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Sheltering  Arms  Hospital 

Sheltering  Arms  Hospital  has  for  many  years 
meant  just  that,  “sheltering  arms”  to  a great  number 
of  Virginia  citizens  who  are  unable  to  pay  for  hos- 
pitalization, all  of  whom  are  referred  by  their  family 
doctors.  Upon  arrival,  patients  are  made  to  feel  that 
it  is  their  hospital  and  the  attending  physician  their 
own  personal  physician.  At  Sheltering  Arms  a j)a- 
tient  has  the  benefit  of  consultation,  x-ray  studies 
and  laboratory  investigation  equal  to  that  available 
in  private  hospitals,  and  all  at  no  cost  to  the  patient. 
A patient  also  receives  nursing  care  which  is  as  good 
as  that  found  in  any  hospital  in  the  Commonwealth. 
Major  surgerj’  is  performed  and  diagnostic  problems 
are  handled  by  a number  of  the  most  competent 
physicians  in  Richmond  who  charge  no  fee  for  their 
services. 

Although  the  State  of  Virginia  has  an  active 
Welfare  Department  to  provide  free  medical  care 
for  the  completely  indigent,  there  are  many  border- 
line cases  which  do  not  qualify  under  the  state 
welfare  program,  and  it  is  for  these  individuals 
that  Sheltering  Arms  performs  its  invaluable  serv- 
ices. This  is  particularly  true  in  the  case  of  pro- 
longed illness  in  a family  of  less  than  average  in- 
come, and  for  the  patient  whose  term  of  illness  has 
exhausted  his  hospitalization  insurance.  Free  hos- 
pitalization at  Sheltering  Arms  in  these  instances 
often  prevents  the  proverbial  “straw  that  broke  the 
camel’s  back”. 

The  Hospital  serves  the  entire  State  of  Virginia. 
From  October  1955  to  October  1956,  Sheltering 
Arms  cared  for  925  patients  from  the  counties  and 
703  patients  from  the  City  of  Richmond.  Of  these 
cases,  394  were  major  surgical,  176  were  minor  sur- 
gical, and  376  were  medical.  The  cost  to  the  Hos- 
pital per  patient  is  as  follows: 

For  one  day ? 13.77 

For  one  week 96.39 

For  one  year 5,012.28 

The  cost  of  supplying  and  maintaining  linen  on 
one  bed  for  a single  year  is  $150.00. 

In  view  of  present  day  costs  it  is  surprising  that 
Sheltering  Arms  can  continue  to  operate  on  a free 
basis.  The  budget  for  the  coming  year  is  $290,000. 
The  amount  of  $154,500  is  expected  from  the  fol- 
lowing sources:  the  endowment  income,  from  City 


of  Richmond  and  County  liealth  funds,  and  from 
interested  organizations.  For  the  difference  of  $135,- 
500,  Sheltering  Arms  is  dependent  entirely  upon  the 
generosity  of  the  public.  The  Hospital  has  Ijeen 
operating  with  a deficit  for  the  past  six  years. 

Recently,  through  a mutual  exchange  of  facilities, 
many  modern  technical  diagnostic  aids  have  been 
made  available  to  Sheltering  Arms  Hospital  patients 
by  the  Medical  College  of  Virginia.  The  facilities 
of  the  Medical  College  blood  bank  are  also  available 
to  Sheltering  Arms.  Each  patient  is  reciuested  as 
part  of  the  application  requirement  to  have  one  pint 
of  blood  donated  at  the  Medical  College  of  Virginia 
in  his  or  her  name.  If  this  patient  does  not  need 
the  blood,  the  pint  is  added  to  the  overall  credit  of 
Sheltering  Arms.  Referring  physicians  are  asked  to 
encourage  this  blood  program  and  to  emphasize  the 
importance  of  donating  the  initial  pint  of  blocd. 

This,  then  is  a brief  look  at  Sheltering  Arms  as  it 
functions  today,  the  only  completely  free  general 
hospital  in  Virginia  and  unique  among  hospitals  of 
the  world.  It  is  hoped  that  all  physicians  of  the 
state  will  lend  their  support,  cooperation  and  good 
will. 

Harold  W.  Felton,  M.D. 

Editor’s  Note:  The  above  account  of  the  unique  con- 
tribution made  by  the  Sheltering  Arms  Hospital  to  the 
citizens  of  Virginia  was  prepared  by  Dr.  Felton  at  the 
request  of  the  Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia.  Dr.  Felton  was  resident  at  the  Hospital  but 
is  now  located  for  practice  at  Deltaville,  Virginia. 

Heart  Fund  Campaign 

Plans  for  launching  the  1957  Heart  Fund  cam- 
paign in  Virginia  February  1 to  raise  $325,000  are 
nearing  completion,  Ted  Dalton,  Radford,  state  cam- 
paign chairman,  has  announced.  The  campaign 
continues  through  February.  A total  of  $236,000 
was  raised  last  year. 

The  Virginia  Heart  Association  and  its  chapters 
are  affiliated  with  the  American  Heart  Association. 
These  groups  combine  forces  to  sjronsor  heart  re- 
search, education,  and  community  services. 

In  Virginia,  the  Heart  Fund  is  supporting  research 
projects  at  the  Medical  College  of  Virginia  and  at 
the  University  of  Virginia  School  of  IMedicine.  Also, 
the  Heart  Fund  is  supporting  cardiovascular  fel- 
lowships in  internal  medicine  at  these  two  institu- 
tions. The  fellowship  at  the  Medical  College  of 
Virginia  is  held  by  Dr.  H.  Page  Mauck,  Jr.,  Rich- 


VoLUME  84,  February,  1957 


97 


mond,  and  the  one  at  the  University  of  Virginia  is 
held  by  Dr.  Ceilous  Williams.  A fellowship  in 
cardiovascular  surger}-  at  each  of  these  centers  has 
been  established  to  begin  July  1 of  this  year. 

As  is  well  known  in  the  medical  profession,  re- 
search has  made  notable  advances  over  the  heart 
diseases,  and  significant  gains  have  been  made  in 
diagnosis,  care,  and  treatment  of  patients  suffering 
from  many  forms  of  these  diseases.  Dramatic  prog- 
ress has  been  made  through  surgery  to  correct  defects 
of  the  heart  and  its  great  vessels. 

Through  the  various  educational  programs  the 
results  of  research  are  passed  on  to  the  public. 
Through  the  Heart  Association’s  program  of  profes- 
sional education,  new  knowledge  about  the  heart 
diseases  is  made  available  to  physicians  and  mem- 
bers of  related  professional  groups  for  the  benefit 
of  heart  disease  sufferers. 

The  Virginia  Heart  Association  conducts  cardiac 
nursing  institutes  to  provide  nurses  current  profes- 
sional information  on  various  phases  of  cardio- 
vascular diseases.  Monthly  and  quarterly  profes- 


sional publications  are  sent  to  more  than  1,100 
physicians  and  to  medical  schools,  schools  of  nurs- 
ing, hospitals,  and  medical  libraries  throughout  Vir- 
ginia. 

Heart  associations  are  bringing  to  physicians 
through  their  medical  societies,  leading  .speakers  in 
the  cardiovascular  field.  Under  this  program.  Dr. 
Paul  Dudley  White  was  sponsored  at  the  last  annual 
Scientific  Session  of  the  Virginia  Academy  of  Gen- 
eral Practice. 

Physicians  and  physician  groups  may  borrow 
professional  education  aids  from  Heart  associations. 

Through  its  program  of  public  education,  the 
Heart  Association  seeks  to  eliminate  needless  fears 
and  misconceptions.  It  encourages  early  diagnosis 
and  treatment. 

The  benefits  of  research  are  brought  to  individuals 
through  community  heart  j^rograms  as  well  as 
through  their  physicians.  These  programs  are  de- 
signed to  protect  healthy  hearts  and  to  enable  heart 
sufferers  to  live  as  useful  and  productive  members 
of  society. 


Hospital  Beds 


The  number  of  general  hosintal  beds  in  the  United 
States  increased  by  200  per  cent  from  1909  to  1955, 
and  now  there  are  4.2  beds  for  every  1,000  persons 
in  the  nation,  according  to  Health  Information 
Foundation.  In  1909  the  ratio  was  2.5  beds  per 
1,000  persons. 

In  the  December  issue  of  its  monthly  statistical 
bulletin.  Progress  in  Health  Services,  the  Founda- 
tion points  out  that  “general  hospital  facilities  are 
coming  ever  closer  to  the  4.5  per  1,000  ratio  tradi- 
tionally considered  a standard  measure  of  need.” 

In  1940,  according  to  the  bulletin,  19  states  were 
below  the  national,  average  of  3.5  beds  per  1,000 
population,  and  39  states  were  under  the  accepted 
standard  of  4.5.  Last  year,  21  states  were  below  the 
national  average  of  4.2  and  29  under  the  4.5  ratio. 

“What  would  seem  to  be  of  greater  significance, 
however  is  that  in  1940,  14  states  had  less  than  3 


general  hospital  beds  per  1,000  population  (3  states 
had  less  than  2 beds  per  1,000),  but  by  1955,  none 
of  the  states  had  less  than  3 beds  per  1,000  popula- 
tion.” 

The  Mountain  States,  with  an  average  of  4.9  beds 
for  every  1,000  persons,  rank  above  both  the  nation- 
wide and  standard  ratios,  the  bulletin  reports,  and 
“stand  in  striking  contrast’’  to  the  East  South  Cen- 
tral States  where  the  ratio  is  only  3.2.  Utah  and 
Mississippi  have  the  fewest  hosj^ital  beds — 3.1  per 
1 ,000  population. 

Differences  in  bed-population  ratios,  the  Founda- 
tion reports,  are  related  to  degree  of  urbanization,  per 
capita  income  and  community  development.  By 
counties,  for  example,  the  number  of  beds  in  gen- 
eral hospitals  and  nursing  homes  tends  to  increase 
in  accordance  with  per  capita  income. 
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THE  SIX- YEAR-OLD  DOCTOR  DRAFT  ACT  will  expire  July  1,  and,  barring  any 
new  emergency,  the  Defense  Department  has  announced  it  will  not  ask  Congress  for 
an  extension.  Instead,  the  Defense  Department  plans  to  ask  for  an  amendment  to  the 
regular  draft  to  provide  for  the  selective  call  up  of  doctors  under  age  3 5 who  have 
been  deferred  to  complete  their  education.  These  physicians  have  an  obligation  under 
the  regular  draft  for  two  years  of  service  unless  exempted  for  specific  reasons. 

Meanwhile,  to  encourage  young  doctors  to  take  their  military  training  after  leaving 
medical  school  and  possibly  elect  to  make  military  medicine  a life-time  career,  the 
services  are  sponsoring  intern  and  residency  training  programs.  Under  this  special  de- 
ferment plan,  doctors  promise  active  service  at  a later  date. 

THE  WORLD  MEDICAL  ASSOCIATION  and  the  Health  Resources  Advisory  Com- 
mittee of  the  Office  of  Defense  Mobilization  have  asked  the  AMA  and  its  constituent 
societies  to  do  everything  possible  to  help  Hungarian  physicians  entering  this  country 
after  fleeing  their  homeland.  In  a letter  to  all  members  of  the  United  States  Com- 
mittee, Dr.  Louis  H.  Bauer,  Secretary  General  of  the  WMA,  requested  that  every  effort 
be  made  to  find  places  of  "useful  employment  for  Hungarian  refugees  with  medical 
qualifications”. 

The  Health  Resources  Advisory  Committee  adopted  a resolution,  urging  "every  Ameri- 
can health  organization  and  educational  institution  to  make  every  effort  to  lend  its 
aid  and  resources  toward  the  reestablishment  of  our  new  professional  colleagues  in  situa- 
tions commensurate  with  their  professional  status.  . . . To  the  dignity  of  political  and 
personal  freedom,  let  us  help  give  them  the  dignity  of  professional  status.” 

Medical  societies  have  been  requested  to  ascertain  whether  any  Hungarian  physicians 
have  come  into  their  communities  and,  if  so,  plan  some  program  for  them  so  that  their 
professional  talents  will  be  utilized  in  the  most  effective  way  possible. 

PHYSICIANS  ARE  OFTEN  ASKED  just  what  scholastic  average  is  necessary  for  a 
student  to  enter  medical  school.  According  to  a recent  report  by  the  AMA,  13.6  per 
cent  of  the  students  who  entered  the  nation’s  76  approved  four-year  medical  schools 
during  the  195  5-56  academic  year  had  a "C”  college  grade  average. 

Over  a six-year  period,  70.6  per  cent  of  the  entering  students  had  a "B”  average  while, 
over  the  same  period,  about  15.8  per  cent  had  the  enviable  "A”  average. 

The  report  explained  that  "College  academic  achievement  as  measured  by  scholastic 
records  is  only  one  factor  among  many  utilized  in  the  selection  of  medical  students.” 


THE  CHAMBER  OF  COMMERCE  OF  THE  UNITED  STATES  is  about  to  launch 
a unique  legislative  project  of  interest  to  physicians.  A team  of  experts,  headed  by 
National  Chamber  President  John  S.  Coleman,  will  strike  out  across  the  country  in 
February  aboard  a chartered  plane,  spurring  business  men  and  professional  people 
into  more  intensive  action  on  issues  before  the  new  Congress, 

Mr.  Coleman  states  "We  intend  to  take  national  issues  to  be  dealt  with  in  the  85  th 
Congress  to  the  doorsteps  of  the  people  themselves,  all  over  the  nation.”  He  goes  on 
to  say  "We  want  to  give  them  a clear  understanding  of  these  issues,  to  explain  their 
background,  and  to  demonstrate  why  it  is  in  tlie  interest  of  everyone  to  organize  and 
be  prepared  to  present  their  views  and  recommendations  as  the  issues  claim  the  atten- 
tion of  Congress,” 

Many  of  the  issues  to  be  discussed  at  these  all-day  meetings  affect  medicine  and  the 
profession.  Programs  up  for  discussion  and  study  include  the  Hoover  Commission  rec- 
ommendations; government  in  the  health  insurance  business,  either  directly  or  indi- 
rectly; social  security;  government  spending,  and  taxes — subjects  of  vital  interest  to 
medicine. 

QUESTIONN AIRES  to  determine  the  scope  of  activity  in  various  areas — including 
public  education,  community  service,  society  projects,  meetings,  personnel  and  finances 
— will  be  distributed  early  this  year  by  the  American  Medical  Association  to  all  county 
medical  societies.  This  fifth  biennial  survey  of  county  medical  society  activities  is 
being  undertaken  by  the  Council  on  Medical  Service  and  the  Department  of  Public 
Relations  with  the  assistance  of  other  AMA  departments.  More  than  1,200  county  so- 
cieties supplied  information  for  the  195  5 survey,  and  it  is  hoped  that  an  even  larger 
number  will  complete  the  1957  questionnaire. 

SEVERAL  NEW  FILMS  are  now  available  to  component  societies.  The  President’s 
Committee  for  Traffic  Safety  has  announced  release  of  eight  new  films  which  explain 
the  importance  of  the  Action  Program  to  reduce  traffic  accidents.  The  purpose  of 
the  program  is  to  map  out  exactly  how  everyone,  including  physicians,  can  effectively 
support  a well-planned  drive  to  reduce  traffic  accidents.  The  films  and  a descriptive 
folder  can  be  oEtained  from  the  President’s  Committee  for  Traffic  Safety,  General  Serv- 
ices Building,  Washington  25,  D.  C. 

The  third  of  the  Upjohn  closed-circuit  TV  programs  is  also  available.  This  one  covers 
the  borderlines  of  cancer  (problems  in  the  management  of  doubtful  lesions)  and  a 
progress  report  on  an  oral  hypoglycemic  agent.  Inquiries  should  be  addressed  to  P.  O. 
Box  2710,  Washington,  D.  C. 


CONTRIBUTE  NOW  TO  THE 
AMERICAN  MEDICAL  EDUCATION  FOLINDATION 


Woman’s  Auxiliary . . . . 


President Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect Mrs.  John  R.  St.  George,  Portsmouth 

Vice-Presidents Mrs.  Maurice  Bray,  Suffolk 

Mrs.  J.  Rollins  McGriff,  McLean 
Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary Mrs.  James  R.  Grinels,  Richmond 

Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer . Mrs.  Robert  H.  Detvviler,  Arlington 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 


Richmond. 

The  annual  Christmas  party  of  the  Auxiliary  to 

I the  Richmond  Academy  of  Medicine  was  held  at 
the  home  of  ISIrs.  \V.  Linwottd  Ball  on  December 
14th.  ISIrs.  William  F.  Grigg,  Jr.,  and  Mrs.  George 
Snead  were  co-chairmen  in  charge  of  the  arrange- 
1 ments  and  tea.  Mrs.  Theodore  R.  Mack  was  chair- 
I man  of  flower  arrangements.  Toys  were  collected 
I to  be  distributed  to  needy  children  through  the  Child 
Welfare  Agency. 

Edith  B.  Brooks 
Publicity  Chairman 

From  the  Publications  Chairman. 

I am  happy  to  tell  you  I have  had  greetings  and 
news  from  the  following  State  .Auxiliaries  since  the 
last  issue  of  the  Virginia  Medical  Monthly — .Arizona, 
Colorado,  Utah,  Rhode  Island,  New  York,  Tennessee, 
South  Dakota,  and  Georgia.  I am  including  an 
article,  l)orrowed  from  a rjuote  in  the  Utah  News 


Bulletin  of  March,  1955,  entitled  “'I'he  Fife  of  a 
Doctor’s  Wife — .An  .Art  and  a Career”. 

Atroini.^  Drewry  McG.  Pe.wson 
Publications  Chairman 

The  Life  of  a Doctor’s  Wife — An  Art  and  a 

Career, 

Public  Relations  start  with  the  individual.  Each 
one  of  us  is  engaged  in  public  relations  24  hours  a 
day.  AA’e,  as  doctor’s  wives,  are  the  j)icture  windows 
through  which  the  public  views  the  profession.  'Phere 
is  no  detour  around  public  attitude.  It  is  discour- 
aging at  times  to  realize  how  prone  the  ]>ul)lic  is 
to  j)Ounce  on  doctor’s  families  for  their  frailties.  A'ou 
do  not  speak  as  yourself,  but  as  the  doctor's  wife, 
to  be  quoted,  or  misquoted,  according  to  the  chari- 
tability  and  intelligence  of  the  quoter. 

Being  a doctor’s  wife  is  both  an  art  and  a career. 
f)ur  program  is  one  of  education  and  cooi)eration — 
education  of  ourselves,  cooperation  with  our  com- 
munit}'.  We  should  ask  ourselves,  “.Are  we  courteous? 
.Are  we  thoughtful?  .Are  we  interested  in  others? 
.Are  we  willing  to  do  more  than  our  share  in  volun- 
teer work  f Are  we  informed  in  the  needs  of  our 
community?  Can  we  intelligently  discuss  civic 
problems?  Do  we  use  common  sense  and  always 
exhibit  good  manners?  Do  we  remember  to  do  that 
extra  something  that  always  wins  us  friends?’’  .As 
the  Greeks  said,  “Know  yourself”,  the  Romans, 
“Be  yourself”,  the  Christians,  “Give  yourself”. 


New  Multiple  Patch  Test 


Two  dermatologists  have  described  a new  tech- 
ni(|ue  requiring  only  an  elastic  bandage,  several 
gauze  squares  and  old  .x-ray  film,  for  running  at  least 
10  simultaneous  jiatch  tests  for  allergies. 

Dr.  Raymond  .A.  Osbourn,  W ashington,  D.C.,  and 
Dr.  Thomas  W.  Tusing,  A'ienna,  Va.,  said  in  the 
-American  Aledical  .Association’s  Decemljcr  .Archives 
of  Dermatolog}-  that  their  multijde  ]iatch  method  is 
rapid,  convenient,  and  uncomplicated. 

1 hey  Li-se  an  elastic  bandage  18  to  20  inches  long, 
which  is  cut  into  strips  and  to  which  gauze  stjuares 
are  attached,  giving  it  a gridiron  a[)j)earance.  Te.st 
materials — creams,  saturated  felt  pads  or  pieces  of 
cloth — are  aj>plied  to  the  gauze  squares.  Open 


spaces  between  the  squares  keep  the  test  materials 
from  spreading. 

The  whole  bandage  is  placed  on  the  upi)er  arm 
and  held  in  place  with  adhesive  tape  or  a self- 
sealing gauze  requiring  no  tajie. 

The  doctors  also  make  a chart  with  which  to  read 
the  results  of  the  tests.  The  chart  is  something  like 
the  cut-out  key  used  to  grade  intelligence  tests. 
The  chart  made  frcm  an  old  x-ray  film,  has  open- 
ings cut  to  fit  the  outline  of  the  gauze  squares  of 
the  bandage.  .After  removing  the  bandage,  the  plate 
is  placed  over  the  area  covered  by  the  bandage 
and  the  .skin  contact  areas  are  easilv  located. 
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Correspondence . . . . 


The  Fluoridation  Hassle. 

To  THE  Editor: 

In  your  editorial  entitled  ‘‘The  Fluoridation 
Hassle"  you  referred  to  me  and  to  the  Association 
of  American  Physicians  and  Surgeons.  Since  your 
information  was  incomplete  and  inaccurate,  I ap- 
preciate the  opportunity  of  correcting  any  misinter- 
pretation and  misunderstanding  which  your  fourtli 
paragraph  may  have  created. 

Since  the  membership  of  .\.\PS  includes,  and  al- 
ways has  included,  many  outstanding  members  of 
the  -American  medical  profession  (all  mem- 

bers), I feel  it  grossly  incorrect  and  totally  un- 
justified to  refer  to  the  .\ssociation  and  this  writer 
in  the  same  paragraph  with  certain  cultists.  To 
emphasize  the  impropriety  of  this  implication,  I 
will  list  a few  of  our  members  with  whom  you  may 
be  personally  acquainted. 

Dr.  Clyde  H.  Frederickson.  Past  President  of 
Montana  Medical  .Association. 

Dr.  Fount  Richardson,  President,  .Arkansas  Aled- 
ical  -Association, 

Dr,  F.  H.  AIcDaniel,  Past  President,  -Arkansas 
Medical  .Association. 

Dr.  M.  O.  Rouse,  President,  Te.xas  Aledical  .As- 
sociation. 

Dr.  Charles  F.  Farrell,  President,  Rhode  Island 
Medical  .Association, 

Dr,  -A,  P,  Peeke,  President,  South  Dakota  Medi- 
cal -Association. 

Dr.  T.  C.  Terrell,  Past  President,  Texas  Medical 
-Association. 

Dr.  C.  E.  Umphrey,  Past  President,  Michigan 
Medical  Society. 

Dr.  John  K.  Glen.  .AAI.A  Texas  Delegate  and 
Past  President,  Harris  County  (Houston)  Aled- 
ical  Society. 

Dr.  Fouis  M.  Orr,  Chairman.  .AM.A  Committee 
on  Federal  Aledical  Services  and  Vice  Speaker, 
House  of  Delegates  of  .AAI.A. 

Dr.  Donald  B.  Koonce,  President,  North  Caro- 
lina Aledical  .Association. 

Dr.  William  H.  Prioleau,  President,  South  Caro- 
lina Aledical  .Association. 

Dr.  Donald  Cass,  California  Delegate  to  .AM.A. 

Dr.  Ralph  W.  Jack,  Past  President,  Florida  Med- 
ical -Association. 

Dr.  John  R.  Fowler,  Past  President.  .American 
-Academy  of  General  Practice. 


Dr.  William  B.  Hildebrand,  Past  President, 
-American  .Academy  of  General  Practice. 

Dr.  Cyrus  W.  .Anderson.  President,  Denver  Coun- 
tv Medical  Society  and  Former  Director,  .Amer- 
ican -Academy  of  General  Practice. 

Dr.  lames  F.  Kelly,  Past  President,  Nebraska 
Aledical  .Association. 

Dr.  Warren  F.  Bernstorf,  Past  President.  Kansas 
Aledical  .Association. 

Dr.  Denton  Kerr,  President-Elect,  Texas  Medical 
-Association. 

Dr.  hred  W.  Wittich,  Past  Secretary,  Interna- 
tional College  of  -Allergy. 

Dr.  -Amos  R.  Koontz,  President,  The  .Association 
of  Alilitary  Surgeons  of  the  Fnited  States. 

Dr.  Edwin  F.  Zander,  Past  President,  Fouisiana 
Medical  .Association. 

Dr.  Samuel  J.  AIcClendon,  San  Diego  .AAI.A  Del- 
egate. 

Dr.  Edward  M.  Gans,  Harlowton,  Montana,  Gen- 
eral Practitioner  of  the  A’ear  of  .AM.A. 

Dr.  Paul  Davis,  Past  President,  Ohio  State  Med- 
ical -Association. 

Dr.  Herbert  Salter,  Past  President,  Ohio  -Academy 
of  General  Practice. 

I could  add  many,  many  others.  I am  certain  you 
do  not  care  to  place  them  in  the  same  classification 
(which  is  done  by  referring  to  the  .Association  in 
tlie  same  paragraph)  with  the  Illinois  Chiropractic 
-Association. 

The  resolution  to  which  you  refer  is  based  upon 
the  principles  set  forth  in  the  Code  of  Medical  Prac- 
tice adopted  by  the  .A.APS,  as  a statement  of  prin- 
ciple upon  which  all  actions  are  evaluated.  The 
resolution  to  which  you  referred  deals  with  prin- 
ciple, not  with  any  scientific  evaluation. 

I regret  you  did  not  know  about  the  .A.APS.  Many 
very  outstanding  .Americans  know  the  organization 
well.  Gur  annual  meetings  have  been  addressed 
once  or  more  by  each  of  the  following,  as  well  as  by 
many  other  extremely  outstanding  citizens. 
Governors 

J,  Bracken  Fee  of  L’tah 

Hugh  White  of  Alississijipi 

Dan  Thornton  of  Colorado 
Senators 

Robert  -A,  Taft  of  Ohio 

-Allen  J.  Ellender  of  Fouisiana 

Herbert  R.  O’Conor  of  Maryland 
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Carl  T.  Curtis  of  Nebraska 
Everett  McKinley  Dirksen  of  Illinois 
John  W.  Bricker  of  Ohio 
Edwin  C.  Johnson  of  Colorado 
John  L.  McClellan  of  Arkansas 
William  E.  Jenner  of  Indiana 

Representatives 

Ralph  W.  Gwinn  of  New  York 
B.  Carroll  Reece  of  Tennessee 

Other  Outstanding  Speakers 

Dr.  Louis  Alesen,  Past  President,  California 
State  Medical  Association. 

Dr.  George  S.  Benson,  President  of  Harding  Col- 
lege. 

Leonard  E.  Read,  President,  Foundation  for  Eco- 
ncmic  Education. 

Dr.  Clarence  IManion,  Former  Dean  of  Notre 
Dame  Law  School. 

John  T.  Flynn,  noted  author  and  libertarian. 

Dr.  Melchoir  Palyi,  economist  and  author. 

Arthur  L.  Conrad,  President  of  Heritage  Founda- 
tion. 

\\'illis  E.  Stone,  President,  American  Progress 
Foundation. 

Brig.  Gen.  Bonner  Fellers,  National  Director  of 
For  America. 

Corinne  Griffith,  Repeal  of  the  16th  Amendment. 
George  N.  Craig,  Past  National  Commander  of 
American  Legion. 

Dr.  Richard  L.  Meiling,  Director  of  Medical 
Service,  Department  of  Defense  (1950). 
Thurman  Sensing,  Executive  Vice  President, 
Southern  States  Industrial  Council. 

Dr.  F.  A.  Harper,  Economist,  Foundation  for  Eco- 
nomic Education. 

Frank  Chodorov,  Editor  of  The  Freeman,  author 
of  many  books  and  articles. 

Dr.  E.  Merril  Root,  author,  Professor  of  English 
Literature,  Earlham  College. 

These  men  know  .\APS  well  and  think  it  is  doing 
a good  job. 


\\'e  do  not  deserve  the  implied  discredit  by  the 
fact  that  you  could  not  find  the  AAPS  listed  in  the 
AM.\  Directory.  As  you  know,  the  AM.\  Directory 
lists  scientific  organizations.  The  AAPS  does  not 
deal  with  scientific  matters  which  are  more  than 
adequately  covered  by  tlie  AMA,  State,  County  and 
Specialty  scientific  organizations.  A.\PS  confines 
its  activities  to  socio-economic,  legislative  and  pub- 
lic relations  matters  as  they  involve  the  medical 
profession  and  the  American  public  as  a whole. 

Membership  is  entirely  voluntary.  Only  phy- 
sicians eligible  for  membership  in  the  AM.\  may 
join.  We  have  thousands  of  members  scattered 
through  every  state,  in  every  principal  city  and 
town. 

I regret  that  a sincere  attempt  was  not  made  to 
contact  me  or  the  central  office  of  the  Association. 
My  name  is  listed  in  the  Directory.  Had  this  been 
done,  a gross  injustice  as  well  as  much  misunder- 
standing and  misinterpretation  could  have  been 
avoided. 

An  opportunity  to  inform  you  and  your  sub- 
scribers more  fully  about  the  organization  would  be 
appreciated. 

With  kindest  regards,  I remain 

James  L.  Doenges,  M.D. 

Immediate  Past  President  of  the 
Association  of  American  Physicians 
and  Surgeons,  Inc. 

Editor’s  Sote:  The  editorial  referred  to  appeared  in 
the  October  issue  of  the  Virginia  Medical  Monthly.  The 
Illinois  Chiropractic  Society  and  the  Association  of 
.American  Physicians  and  Surgeons  were  mentioned  in 
the  same  paragraph  solely  because  of  the  fact  that  to  the 
knowledge  of  the  writer  they  were  the  only  organizations 
that  had  taken  a stand  in  opposition  to  fluoridation.  The 
writer  assumed  from  the  name  of  the  organization  that 
the  .Association  of  .American  Physicians  and  Surgeons  was 
a scientific  body.  Dr.  Doenges’  communication  states  that 
this  is  not  true.  The  writer  regrets  that  he  was  not 
aware  of  this  when  the  editorial  was  prepared.  He  con- 
tinues to  believe,  however,  that  decisions  on  matters  of 
health  and  disease  prevention  should  be  made  on  the 
basis  of  scientific  knowledge. 
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The  American  Medical  Education  Foundation 

w wTT  7HAT  DOES  IT  cost  to  educate  a man?  Ear  more  than  the  tuition  a student 
' ’ must  pay.  The  difference  must  come  from  those  who  recognize  the  value 
of  higher  education  and  who,  by  their  supjxjrt,  invest  in  its  continuance  and  in  our 
way  of  life.” 

The  above  quotation  referred  to  education  generally.  What  would  the  author  have 
said  about  medical  education — the  most  expensive  form  of  higher  training?  The 
medical  school  consumes,  on  an  average,  30  to  40%  of  the  budget  of  the  parent  univer- 
sity, yet  it  enrolls  less  than  10%  of  the  students.  The  tuition  paid  by  the  medical 
student  defrays  only  one-fifth  of  tlie  costs  of  his  education.  ^Mlere  is  tlie  remaining 
four-fifths  to  come  from? 

The  Medical  Society  of  Virginia  has  been  fortunate  in  having  an  active  committee 
soliciting  funds  for  the  A.M.E.E.  under  the  chairmanship  of  Dr.  Marcellus  A.  John- 
son, III,  of  Roanoke.  It  must  Ije  remembered  that  those  |>hysicians  who  contribute 
to  the  support  of  medical  schools  are  also  making  an  additional  contribution  toward 
improved  public  relations  for  the  profession. 

Last  year  Dr.  James  P.  King,  President  of  The  Medical  Society  of  Virginia,  made 
an  analysis  of  the  contributions  by  Virginia  physicians  to  the  A.M.E.E.  in  1955  as 
compared  to  the  eleven  other  southern  states  to  the  south  and  west  of  Virginia.  The 
figures  for  the  first  five  in  each  category  were  as  follows: 


.Amount  of  Contril)utions  (A.M.E.E.  and  .\lumni) 

1.  North  Carolina $57,640.65 

2.  Texas 41,845.09 

3.  Virginia 24,999.10 

4.  Florida  24,357.87 

5.  Alabama  12,482.00 

Number  of  Contributors 

1.  Texas 1494 

2.  North  Carolina 1162 

3.  Florida  697 

4.  Virginia  608 

5.  Kentucky 535 

Contrilmtions  Per  Physician  by  States 

1.  North  Carolina 14.73 

2.  Virginia  6.85 

3.  Florida 4.79 

4.  Kentucky  4.79 

5.  Texas  4.78 

Per  cent  of  Physicians  Contributing  by  Stales 

1.  North  Carolina 30'% 

2.  Kentucky 20% 

3.  Virginia 17%, 

4.  Texas 17%. 

5.  Florida 15% 
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It  is  iiotevvorthy  that  although  Virginia  did  not  lead  in  any  of  the  above  compila- 
tions, this  State  did  not  fall  below  the  upper  one-third  in  any  category.  Nationally 
1 he  Medical  Society  of  Virginia  was  one  of  nine  state  societies  to  receive  the  Award 
of  Meiit,  given  by  the  Board  of  Directors  of  the  A.M.E.F.  for  outstanding  gifts  of 
time  or  money. 

In  a recent  letter  to  Dr.  King,  the  Executive  Secretar}-  of  the  A.M.E.E.,  John  W'. 
Hedback  wrote,  in  part,  as  follows: 

“It  may  be  of  interest  to  you  to  know  that  Virginia  is  ahead  as  of  October  31  sub- 
stantially this  year  in  comparison  with  1955.  On  October  31  of  1955  the  A.M.E.E. 
had  processed  $5830.00  from  physicians  in  Virginia.  On  October  31  of  1956  Virginia 
physicians  have  contributed  $7504.00  through  the  A.ALE.E.  to  the  medical  schools.” 

This  sum  no  doubt  was  increased  materially  during  the  last  three  months  of  1956 
and  does  not  include  direct  alumni  contributions  which  totalled  $16,089.10  in  1955. 

Our  position  is  improving  but  there  is  ample  room  for  a broader  and  more  generous 
participation  by  the  physicians  of  Virginia.  That  we  still  are  dragging  our  feet  is 
shown  by  Ihe  fact  that  each  of  our  two  medical  schools  in  1955  received  more  than 
the  total  amount  donated  by  all  the  physicians  in  Virginia. 

Our  schools  need  our  helj).  Contribute  through  the  A.M.E.E. 

H.J.W. 


Radiation  Hazard:  Fact  or  Fantasy? 

T T TOOK  the  fury  of  the  atomic  bomb  to  bring  to  the  attention  of  non-radiologic 
medical  and  lay  circles  what  had  been  of  concern  to  the  modern  radiologist  from 
the  first  day  of  his  training  to  that  last  day  when  he  permanently  lays  aside  his  apron 
and  goggles:  the  potential  harm  of  ionizing  energy.  But,  like  the  chain  reaction,  this 
newly  found  interest  of  others  could  get  out  of  hand. 

Rumblings  have  been  heard  in  the  medical  literature  about  the  develoj)ment  of 
malignancies  from  benign  conditions  in  the  bones,  female  pelvis,  etc.,  that  had  been 
[ireviously  treated  by  x-ray.  The  rumblings  have  become  louder  with  the  recent 
reports  of  development  of  thyroid  cancer  and  leukemia  following  by  many  years  the 
modest  irradiation  of  thymic  “enlargement”  and  other  benign  states  of  childhood. 
^^’hile  a direct  causal  relationship  is  hard  to  prove  rigorously,  such  reports  Iry  com- 
petent observers  should  cause  one  to  stop  and  reflect. 

'Fhe  significantly  higher  incidence  of  leukemia  in  radiologists  as  ojjposed  to  other 
physicians  has  been  known  for  years.  There  is  now  good  evidence  that  the  radiolo- 
gist’s life  is  considerably  shorter  than  that  of  other  physicians,  and  not  because  of 
his  susceptibility  to  the  diseases  usually  considered  “post-exposure”,  such  as  leukemia 
and  cancer,  but  all  causes  of  death. 

There  can  be  no  ciuestion  about  it:  ionizing  radiation  is  nothing  but  destructive 
in  varying  degrees,  certainly  genetically,  but  probably  also  in  non-germinal  tissues  as 
well.  Any  upper  limit  of  safe  exposure  as  offered  by  our  special  learned  societies 
is  nothing  more  than  an  informed  guess,  so  far  has  our  knowledge  of  the  physical 
sciences  outstripped  the  biological.  Any  limit  offered  today  is  subject  to  revision, 
probably  downward,  tomorrow.  No  one  can  deny  the  possibility  that  generations  yet 
unborn  will  contain  vast  numbers,  even  the  majority,  of  dyskinetic,  driveling  defectives, 
with  eventual  domination  by  a few  whose  progenitors  were  the  hill-dw'ellers  of  today 
who  had  no  traffic  with  the  city  and  all  its  magic. 

As  opposed  to  this  horrendous  speculation  for  the  future  on  the  one  hand,  we  see 
the  life-saving  actualities  of  the  roentgen-ray  every  day  on  the  other.  Two  intact 
generations  since  Conrad  Roentgen  might  afford  us  some  little  comfort  about  the 
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future.  The  prudent  course  would  demand  the  more  intelligent  use  of  the  ray,  rather 
than  its  avoidance.  It  would  be  senseless  to  have  a patient  die  from  cancer  of  the 
colon  by  avoiding  a barium  enema  so  that  he  could  transmit  untouched  germ-plasm 
to  his  descendants.  It  would  be  imprudent  to  use  less  artfully  traumatizing  radiation 
therapy  with  its  permanently  injured  tissues,  in  place  of  the  more  artfull}-  traumatizing 
surgery  with  essentially  complete  restitutio  ad  integram  of  the  tissues,  if  both  methods 
were  ecjually  effective.  The  desiderata  of  the  medical  use  of  ionizing  radiations  are 
two:  (1)  such  procedures  be  necessary  for  the  patient’s  welfare  and  not  to  satisfy 

medical  curiosity,  and  (2)  such  procedures  be  done  under  the  best  of  circumstances. 

^\’hat  are  the  best  of  circumstances  in  diagnostic  radiology?  The  well-conceived 
radiologic  exploration  in  the  well-prepared  patient  eliminates  unnecessary  examina- 
tions, both  initial  and  repeated.  The  concej^tion  must  be  bilateral : let  the  clinician 
consult  with  the  radiologist  about  his  problem.  Two  things  ensue  from  such  a 
policy.  ( 1 ) a more  rational  radiologic  approach  to  the  patient  with  economy  in  num- 
ber of  roentgens,  and  (2)  an  increased  yield  per  roentgen  expended  because  the 
radiologist’s  intellectual  appetite  has  been  whetted. 

The  responsibility  of  the  user  of  x-ray  equipment  to  sjiare  the  roentgens  to  himself 
and  the  patient  is  large.  It  has  l>een  estimated  that  only  about  one  in  thirty  of  the 
j>rofessional  users  of  x-ray  apparatus  have  si)ecial  and  comprehensive  radiological 
training. 

Probably  the  tluoroscope  is  the  greatest  of  all  disseminators  of  unnecessary  roentgens. 
It  is  only  a matter  of  tim.e  when  all  x-ray  departments  will  have  image  amplifiers 
that  will  greatly  reduce  this  hazard.  However,  as  now  constituted,  the  fluoroscope 
is  a cheap,  easy  to  operate  apparatus,  and  ])rovides  a satisfactory  “gimmick”.  Only 
those  should  use  it  who  have  knowledge  of  the  effects  of  target-skin  distance,  filtra- 
tion, milliamperage,  field-size  and  voltage;  who  are  willing  to  take  at  least  one-half 
hour  from  a busy  day  to  adapt  the  eyes  satisfactorily  every  time  they  use  the  ma- 
chine, rather  than  to  resort  to  increasing  the  milliamperage. 

riie  fluoroscope  supplies  primarily  data  on  dynamics  and  function,  and  is  not 
to  be  regarded  as  a cheap  and  convenient  substitute  for  acquiring  the  anatomic 
detail  of  the  radiograph. 

Necessary  radiography  can  be  made  safer  radiography  by  strict  coning,  use  of 
added  filtration,  higher  voltages,  low  milliampere-seconds,  and  shielding  of  the 
gonads  whenever  possible.  Radiography  should  be  in  the  hands  only  of  those  who 
understand  these  principles.  Possibly,  mass  surveys  should  Ire  re-evaluated  in  respect 
to  the  relation  of  yield  and  exposure. 

In  short,  this  is  a plea  for  meeting  intelligently  the  roentgenophobic  neurosis  that 
can  envelope  us. 

Christian  V.  CixixriNo,  M.  D.,  F.  F.  R. 
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Society  Proceedings . . . . 


Arlington  County  Medical  Society. 

New  officers  for  this  Society  for  1957  are:  Presi- 
dent, Dr.  K.  Charles  Latven;  president-elect,  Dr. 
T.  A.  McGavin;  vice-president,  Dr.  Stephen  J. 
Sheehy;  secretary,  Dr.  W.  Leonard  Weyl;  treasurer. 
Dr.  W.  Leete  Stone;  and  member-at-large.  Dr.  Her- 
mann F.  Diamant. 

Fredericksburg  Medical  Association. 

Dr.  John  Rose  has  been  elected  as  president  of 
tliis  Association  for  1957.  Other  officers  are  Dr. 
Lloyd  Moss,  vice-president,  and  Dr.  C.  P.  Barnett, 
secretary-treasurer. 

Medical  Society  of  Northern  Virginia. 

This  Society  met  on  December  11th  in  Strasburg, 
under  the  presidency  of  Dr.  H.  P.  Maccubbin,  W'in- 
I Chester.  discussion  of  Physicians  Liability  In- 
. surance  was  given  by  Mr.  James  Ale.xander,  .Agent 
for  St.  Paul  Mercury  Indemnity  Company,  and 
I Mr.  Rol)crt  1.  Howard,  E.\ecutive  Secretarv  of  The 
Medical  Society  of  Virginia.  Dr.  William  B.  Craw- 
ford, M'oodstock,  gave  a case  presentation  of  two 
gastric  lesions.  Dr.  George  J.  Baylin,  Duke  Uni- 
i versity,  was  the  guest  speaker,  liis  sui)ject  being 
“X-ray  in  Diagnosis  of  Abdominal  Disease”. 

Officers  elected  for  1957  are:  President,  Dr.  M. 
J.  W.  White,  Luray;  vice-president.  Dr.  Fred 
Maphis,  Strasburg;  and  secretary-treasurer.  Dr.  D. 
P.  McCarty,  Front  Royal. 

Richmond  Academy  of  General  Practice. 

.'Vt  the  meeting  of  the  Academy  on  Januarv  14tli, 
Dr.  Richard  W.  Crossen  succeeded  Dr.  Charles  G. 
Young  as  president.  Other  officers  elected  are:  presi- 


dent-elect, Dr.  Charles  L.  Williams;  vice-jmesident, 
Dr.  M'ayne  C.  Campbell;  secretary,  Dr.  A.  .\.  Houser, 
Jr.;  and  treasurer.  Dr.  Fleming  W.  Gill.  Elected 
to  the  Board  of  Tru.stees  were  Dr.  William  C.  Gill, 
Jr.,  and  Dr.  William  P.  Morrisette. 

The  Hampton  Roads  Orthopedic  Society 

Held  its  regular  meeting  on  December  10th  at 
the  Portsmouth  Naval  Hospital.  Interesting  case 
rejiorts  were  presented  and  discussed.  Dr.  A.  S. 
Stephenson  presented  a thirty  years  old  white  female 
who  had  an  injury  to  her  hip  at  eleven  years  of 
age  and  fusion  at  the  age  of  twelve.  He  also  pre- 
sented a case  of  osteoblastic  lesion  of  the  proximal 
humerus  with  co-existing  suljdeltoid  bursitis.  Dr. 
J.  S.  'Fhiemeyer  presented  the  case  of  a ten  year 
old  male  who  had  chondromalacia  of  the  i)atella  of 
the  knee.  Dr.  V.  L.  Purlia  gave  a case  of  a fift} 
year  old  male  who  had  calcification  of  the  distal  six 
inches  of  the  femora  and  proximal  parts  of  the 
tibiae.  Dr.  .-V.  A.  Kirk  presented  the  case  of  a corn 
picker  hand  with  transmetacari)al  amputation  and 
avulsion  of  the  skin  of  the  palm  and  dorsum. 

Seaboard  Medical  Association. 

At  the  annual  meeting  of  this  Association  held  in 
Rocky  Mount,  N.  C.,  the  first  week  in  December,  Dr. 
George  Carroll,  was  elected  president.  Other  officers 
are:  vice-jjresidents.  Dr.  Everett  Sawyer,  Elizabeth 
City,  N.  C.,  Dr.  Howard  Masters,  Richmond,  Dr. 
John  R.  Chambliss,  Rocky  Mount,  and  Dr.  Henry 
Gardner,  Franklin;  and  secretary-treasurer.  Dr. 
James  M.  Habel,  Jr.,  Suffolk. 

The  next  annual  meeting  of  this  Association  will 
be  held  in  Suffolk  the  first  week  of  September. 
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Navs  Notes . . 


Calendar  of  Coming  Events 

American  Medical  Association — 12th  National  Conference  on  Rural  Health — 
Brown  Hotel,  Louisville,  Kentucky — March  7-9. 

American  College  of  Surgeons — Sectional  fleeting — The  Sheraton-Park  Hotel, 
Washington,  D.  C. — March  18-21. 

A.merican  .\c.^demy  of  General  Pr.actice — 1957  .\nnual  Scientific  .\ssembly — Kiel 
.\uditorium,  St.  Louis,  Missouri — March  25-28. 

N.vtional  Society  for  the  Prevention  of  Blindness — Annual  Conference — Hotel 
Statler,  New  York  City.  N.  Y. — .\pril  7-10. 

American  College  of  Physicians — 58th  .\nnual  Session — Boston,  Massachusetts — 
.April  8-12. 

-American  Trudeau  Socif;ty — 52nd  Annual  Aleeting — Kansas  City,  Missouri — 
May  6-9. 

A'irginla  .Ac-ADEMy  of  General  Practice — 7th  .Annual  Scientific  .Assembly — Hotel 
Roanoke,  Roanoke — May  24-26. 

.Aaierican  Medic.al  .Association — .Annual  Meeting — Waldorf-.Astoria  Hotel — New 
York — June  5-7. 

The  AIedical  Society  of  A'irgini.a — .Annual  Meeting — Hotel  Shoreham,  Washington, 
D.  C. — October  27-50. 


New  Members. 

Since  the  list  published  in  the  January  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  Aledical  Society  of  A’irginia ; 
William  Agee  Cook,  Jr.,  M.D.,  Lynchburg 
William  Swindell  Credle,  M.D.,  Bristol 
Ward  Cleveland  Curtis,  AI.D.,  Bucks,  .Ala. 
Theodore  Granger  Denton,  M.D.,  Richmond 
Charles  Ross  Duncan,  Al.D.,  Radford 
George  Fred  Elsasser,  AI.D.,  Portsmouth 
John  William  Giesen,  M.D.,  Radford 
Joseph  Livingstone  Glick,  AI.D.,  Staunton 
Nicholas  Helu,  M.D.,  Front  Royal 
Frank  Imboden  Hobbs,  ALD.,  Lynchburg 
Thomas  Richards  Johns,  II,  AI.D.,  Charlottesville 
Alatthew  Lyle  Lacy,  II,  AI.D.,  South  Hill 
William  .Andrew  Alacllwaine,  AI.D.,  Waynesboro 
Robert  AI.  AIcDonald,  AI.D.,  Harrisonburg. 
Dennis  .Alfred  James  Alorey,  AI.D.,  Richmond 
Levi  Old,  Jr.,  AI.D.,  Charlottesville 
Lonis  L.  Schurter,  AI.D.,  Galax 
James  Lawrence  Stringfellow,  AI.D.,  Bristol 
Samuel  Nimrod  Whitacre,  AI.D.,  Winchester 

Dr.  Showalter  Honored. 

Dr.  Joseph  T.  Showalter,  Christiansburg,  has  been 
named  Southwest  A’irginia’s  Alan  of  the  Year  for 
1956.  He  received  the  award  in  a special  broadcast 
over  Radio  Station  WR.AD,  the  sponsoring  agency. 


Portrait  Unveiled. 

.A  painting  of  Dr.  O.  L.  Ramsey,  beloved  Gretna 
physician,  was  unveiled  at  the  Ramsey  Alemorial 
Aledical  Center  on  December  9th.  Described  as  the 
last  of  the  “horse-and-bugg}'”  doctors  of  his  section. 
Dr.  Ramsey  devoted  more  than  forty-five  years  of 
[irofessional  service  to  his  community.  The  Ale- 
morial Aledical  Center  was  started  in  1954  and 
completed  the  following  year  and  the  portrait  will 
hang  in  the  reception  hall. 

Salem  Rescue  Squad. 

Drs.  Shelton  Carey,  Russell  Smiley  and  F.  B. 
AIcKinney,  Jr.,  have  been  elected  as  medical  advisors 
to  the  Salem  Rescue  Squad. 

Diagnostic  Use  of  Radioiodine. 

•A  one-week  intensive  course  in  the  “Diagnostic 
Use  of  Radioiodine  (1-151)”  will  be  given  Alarch 
18-22,  at  Georgetown  L’niversity  Aledical  Center, 
Washington,  D.  C.  This  course,  open  to  authorized 
physicians,  will  meet  .AEC  qualifications  for  diag- 
nostic 1-151.  Further  information  may  be  obtained 
from  Dr.  B.  J.  Duffy,  Jr.,  Georgetown  University 
Hospital,  Washington  7,  D.  C. 

Dr.  G.  B.  Setzler, 

Pennington  Gap,  has  been  apix)inted  district  chair- 
man of  finance  of  the  Jefferson  Forest  Boy  Scouts. 
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Virginia  Council  on  Health  and  Medical  Care. 

At  the  annual  meeting  held  in  Richmond,  January 
7th,  Mr.  Ed  P.  Phillips  was  elected  i)resident;  Dr. 
Benjamin  Rawles,  Jr.,  first  vice-chairman;  Dr. 
William  N.  Hodgkin,  second  vice-chairman;  Mrs. 
iMaynard  M.  Emlaw,  secretary;  and  Dr.  R.  Black- 
well  Smith,  Jr.,  treasurer. 

Dr.  Ira  L.  Hancock, 

Creeds,  has  been  ajjpointed  by  Governor  Stanlev 
to  the  State  Hospital  Board.  The  appointment,  sub- 
ject to  confirmation  by  the  General  .\ssemblv,  is  for 
the  unexpired  term  ending  June  30,  1959. 

Dr.  Andrew  F.  Giesen 

Has  been  elected  president  of  the  Radford-Mont- 
gomery  Chapter  of  the  Virginia  Society  for  Cripjded 
Children  and  .“Adults. 

Waynesboro  Community  Hospital. 

Officers  for  the  medical  staff  of  this  Hospital  are: 
Dr.  \\’illiam  A.  Macllwaine,  president;  Dr.  S.  R. 
Penn,  vice-president;  Dr.  J.  Powell  .\nderson,  treas- 
urer; and  Dr.  Beverley  J.  Loesch,  secretarv. 

Lynchburg  General  Hospital. 

Dr.  Phillip  R.  Bryan  has  been  elected  chief  of 
staff  of  this  Hospital  for  the  coming  year. 

Staff  Members  Named. 

Dr.  G.  Edward  Calvert  has  been  elected  jmesident 
of  the  staff  of  Marshall  Lodge  Memorial  Hospital 
and  Guggenheimer  Memorial  Hospital,  Lynchburg. 
Dr.  Powell  G.  Dillard,  Jr.,  was  named  vice-presi- 
dent, and  Dr.  Edward  Stoll,  secretary. 

Mary  Washington  Hospital. 

Dr.  C.  A.  Nunnally,  Eredericksburg,  has  been 
named  president  of  the  medical  staff  of  this  hospital; 
Dr.  E.  R.  Ware,  vice-president;  and  Dr.  T.  Stacey 
Lloyd  re-elected  secretary-treasurer.  Dr.  C.  Y.  Cim- 
mino  was  named  as  the  representative  to  the  hospital 
Board  of  Managers. 

Dr.  Elizabeth  B.  Sherman, 

Front  Royal,  has  been  elected  vice-president  of 
the  Warren  County  Chapter  of  the  Virginia  Societ}' 
for  Crippled  Children  and  Adults. 

Virginia  Baptist  Hospital. 

Dr.  Frank  Buck  has  l)een  named  chief  of  staff  of 
this  L\nchburg  Hospital,  with  Dr.  Holcomb  Hurt 
as  assistant  chief  of  staff.  Dr.  Robert  Brickhouse 
is  secretar}-.  Drs.  Lloyd  Agnew,  Earl  Owen,  and 
Roljerc  Brickhouse  were  named  as  directors. 


Dr.  John  W.  Devine,  Jr., 

Lynchburg,  has  been  elected  State  Director  of  the 
Babe  Ruth  League  ba.^^ebal]  program  I)y  ^'irginia’.s 
14  leagues. 

New  Commissioner  of  Mental  Hygiene  and 

Hospitals. 

Dr.  Joseph  Barrett  has  resigned  as  State  Com- 
missioner of  Mental  Hygiene  and  Hospitals  and 
will  become  .sujjerintendent  of  Eastern  State  Hospital, 
\\  illiamsburg.  Dr.  Hiram  Wilson  Davis,  Hunting- 
ton,  \ a.,  has  been  ap])ointed  by  Governor  Stanley 
as  the  new  Commissioner.  He  will  assume  office 
on  the  1st  of  leljruary.  Dr.  Davis  is  a graduate  of 
the  Medical  College  of  ^drginia  and  formerly  li\-ed 
in  Richmond  and  W illiamsburg,  having  gone  to 
^^’est  Virginia  in  1950. 

Dr.  Barrett,  who  resides  in  Williamsburg  and  had 
been  commuting  to  Richmond,  held  the  position  of 
superintendent  of  Eastern  State  Hospital  before  com- 
ing Commissioner  in  1946. 

Dr.  Edward  E.  Haddock, 

Richmond,  has  been  elected  as  oriental  guide  of 
the  Acca  Temple,  Ancient  .Arabic  Order  of  the  Nobles 
of  the  Mystic  Shrine. 

Dr.  William  Bickers, 

Richmond,  has  been  presented  “an  award  of  ap- 
|)reciation  in  recognition  of  meritorious  service”  by 
the  Virginia  Division  of  the  Salvation  Army.  He 
has  given  twenty  years  of  voluntary  obstetrical  serv- 
ice to  the  Evangeline  Booth  Home  and  Hospital 
where  he  is  chief  of  the  staff. 

Dr.  E.  G.  Gill, 

Roancke,  has  returned  from  New  York  where  he 
took  an  intensive  course  in  Corneal  Transplant  Sur- 
gery given  by  Dr.  Ramon  Castroviejo  at  the  New 
York  Universit}-  Postgraduate  Medical  School. 

Annual  Scholarship  Contest. 

The  Foundation  of  the  .American  Society  of  Plastic 
and  Reconstructive  Surgery  announces  the  Eighth 
.Annual  Scholarship  Contest.  Two  prizes  of  $1,000 
and  $750  will  be  awarded  to  the  two  best  essays  upon 
original  research  in  plastic  surgery  to  plastic  sur- 
geons who  have  been  in  practice  less  than  five  years. 
Two  other  awards,  consisting  of  silver  plaques,  will 
be  awarded  to  the  best  research  in  plastic  surgery 
by  (1)  a plastic  surgeon  who  has  been  in  practice 
more  than  five  years,  and  (2)  a researcher  outside 
the  field  of  plastic  surgery. 

For  full  information,  write  Dr.  Clarence  Straatsma, 
President,  5 East  83rd  Street,  New  A'ork  City. 
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American  Board  of  Obstetrics  and  Gynecol- 
ogy- 

The  next  scheduled  examinations  (Part  II)  oral 
and  clinical  for  all  candidates  will  be  conducted  at 
the  Edgewater  Beach  Hotel,  Chicago,  by  the  entire 
Board  from  May  16  through  25.  Formal  notice  of 
the  exact  time  of  each  candidate’s  examination  will 
be  sent  him  in  advance  of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I exam- 
inations will  be  notified  of  their  eligibility  for  the 
Part  II  examinations  as  soon  as  possible. 

Inter-American  Medical  Convention. 

The  Second  Inter-American  Medical  Convention 
will  convene  at  the  Hotel  El  Panama,  Panama  City, 
Republic  of  Panama,  April  3-5.  The  program  will 
be  wide  in  scope  and  on  the  order  of  a state  medical 
convention  in  the  United  States.  Speakers  will  be 
from  North  and  South  America  and  all  papers  will 
be  translated  into  both  English  and  Spanish. 

For  further  information,  write  to  Dr.  William  T. 
Bailey,  Chairman  of  the  Convention  Executive  Com- 
mittee, Box  O,  Ancon,  C.  Z. 


Obituaries . . . . 


Dr.  Guy  Rothwell  Fisher, 

Prominent  physician  of  Staunton,  died  January 
15th.  He  was  a native  of  New  Hope,  Augusta 
County,  and  sixty-seven  years  of  age.  Dr.  Fisher 
graduated  from  the  Medical  College  of  Virginia  in 
1912,  following  which  he  received  a M.  S.  degree  in 
eye,  ear,  nose  and  throat  treatment  from  Columbia 
University  Medical  School.  He  was  a prominent 
Mason  and  was  a past  illustrious  i)otentate  of  Acca 
Temple,  Ancient  .A.rabic  Order  of  the  Mystic  Shrine 
at  Richmond.  Dr.  Fisher  had  l)een  president  of  the 
staff  of  Kings  Daughters  Hosi)ital  in  Staunton. 

Dr.  Fisher  was  w’ell  known  in  medical  circles  in 
the  State,  having  served  as  President  of  the  Augusta 
County  Medical  Society  and  the  Medical  Society  of 
the  Valley  of  Virginia.  He  was  I’resident  of  The 
Medical  Society  of  Virginia  in  1948  and  had  always 
taken  an  active  part  in  the  affairs  of  the  Society,  serv- 
ing on  the  Council  and  on  numerous  committees.  Dr. 
Fisher  was  the  “politician”  of  the  Society  and  it  was 
just  understood  that  he  would  be  chairman  of  the 
nominating  committee  at  each  annual  meeting. 
Everyone  knew  him  and  everyone  loved  him — a smile 


Wanted. 

Two  full  time  and  two  part  time  (25  hours)  phy- 
sicians to  work  at  2000  bed  Medical,  Surgical  and 
Neuropsychiatric  Hospital  in  Medical  and  Cultural 
locality.  Full  time  salary  range  $6000  to  $10,- 
000  plus  retirement,  insurance,  leave,  and  other  gov- 
ernment benefits.  Citizenship  and  a state  license 
required.  Contact  Manager,  VA  Hospital,  Roanoke 
17,  Virginia.  (Adv.) 

Experienced  Obstetrician, 

Now  completing  gynecological  requirements  for 
Board,  desires  Virginia  location.  Prefer  association 
or  group.  Consider  solo  or  purchase  of  retiring 
physician.  1940  University  of  Virginia  graduate. 
-Available  summer  of  1957.  Personal  interview  de- 
sired. Reply  H.  H.  Gist,  M.D.,  3395  Scranton  Rd., 
S.  W. .Cleveland  9,  Ohio.  (Adv.) 

For  Rent. 

Doctor’s  Suite.  New,  modern,  air-conditioned  four 
office  building  in  Newport  News.  Ideal  location, 
near  hospital.  Write  4^10,  care  the  Monthly,  P.  O. 
Box  5085,  Richmond  20,  Va.  (Adv.) 


and  a handshake  were  always  ready  at  any  and 
everytime  you  saw  him. 

Dr.  Murray  Dick, 

Newport  News,  died  November  30th,  at  the  age 
of  fifty-two.  He  was  a graduate  of  the  Medical 
College  of  Virginia  in  1932.  Dr.  Dick  limited  his 
practice  to  Ear,  Nose  and  Throat.  He  had  been  a 
member  of  The  Medical  Society  of  Virginia  for 
twelve  years. 

Dr.  Joseph  Lyons  Miller, 

d'homas.  West  Virginia,  died  January  6th,  at  the 
age  of  eighty-one.  He  was  a graduate  of  the  former 
I'niversity  College  of  Medicine,  Richmond,  in  1900. 

Dr.  Miller  w'as  well  known  in  Virginia  and  more 
jwrticLilarly  in  Richmond,  as  it  was  the  presentation 
of  his  collection  of  rare  medical  books  and  other 
items  which  formed  the  nucleus  of  the  Library  of 
the  Richmond  Academy  of  Medicine.  His  portrait 
w’as  presented  to  the  .Academy  in  1949.  He  was  a 
a member  of  the  Virginia  Historical  Society  and  a 
student  of  the  history  of  the  Virginias  and  Ken- 
tucky. 
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Illustration  by  Hans  Elias 

Rolicton  Diuresis  Maintains 
Continuous  Edema  Control 


The  efficacy  of  Rolicton  (brand  of  amiso- 
metradine)  in  maintaining  diuresis  in  the  ede- 
matous patient  has  been  established  on  an 
average  dosage  of  one  tablet  b.i.d.  Larger 
doses  may  be  given  as  initial  therapy  and  as 
maintenance  therapy  in  edema  difficult  to 
control.  Many  patients  will  respond  to  one 
tablet  daily. 

“The  margin  of  safety  and  the  diuretic  index  is 
certainly  an  improvement  over  the  use  of  oral  mer- 
curial diuretics.”! 

Avoiding  “Peaks  and  Valleys” 

A highly  desirable  effect,  and  one  which 
has  been  made  possible  with  Rolicton,  is  the 
maintenance  of  continuous  diuretic  effective- 
ness day  after  day  over  an  extended  period, 
to  avoid  the  up-and-down  weight  pattern 
typical  of  other  edema-control  methods. 


“There  was  an  obvious  stabilization  of  weight 
in  practically  all  of  the  patients  under  observation, 
and  previous  wide  fluctuations  in  poundage  disap- 
peared.’- 

Mercury-Sparing 

Typical  of  the  Rolicton  diuresis  pattern  is 
the  ability  of  the  drug  to  reduce  and,  in  a 
large  percentage  of  patients,  to  eliminate  the 
need  for  mercurials  parenterally. 

“.  . . the  drug  represents  a most  useful  addition 
to  our  armamentarium  in  the  treatment  of  edema, 
not  only  because  it  can  be  given  orally  . . . but  more 
so  because  it  permits  [us]  to  replace  or  to  spare  the 
. . . mercurials. ”3 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

1.  Asher,  G.:  Personal  communication,  June  23,  1956. 

2.  Settel,  E. ; A Clinical  Evaluation  of  a New  Oral  Diuretic, 
Rolicton,  Postgrad.  Med.,  Feb.  1957,  in  press. 

3 Goldner,  M.  G.:  Personal  communication,  June  29,  1956. 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

established  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 
William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 

Nettie  X.  Nicholas^  R.N.,  Superintendent  of  Nurses 
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SAINT  ALBANS 


A PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD,  VIRGINIA 


James  K.  Morkow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS : 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 
Medical  Consultant 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 


ilWJl-HL  I Ml  II  — ■■  ww—  I ,1.  inn—  ■ ,R.ll  ■! 

Westbrook.  Sanatorium 


Rl  CHMO  N D 


established iga  • • > Vi RGlNt^  , 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — -electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Stajj  ANDERSON,  M.D.,  PresiHenI 

REX  BLANKINSHIP,  M.D.,  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 
CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 

Psychologist 


R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  Views  Sent  On  Request  - P.  0.  Box  1514  - Phone  5-3245 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Announces  to  the  Profession 

THIRTIETH  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

April  1 fo  April  6,  1957 

GUEST  SPEAKERS 

Seymour  Alpert,  M.D Washington,  D.  C.  Howard  P.  House,  M.D.,  F.A.C.S. 

Edward  A.  Carr,  Jr.,  M.D Ann  Arbor,  Mich.  Los  Angeles,  Calif. 

James  H.  Dogcart,  M.D London,  England  Jay  G.  Linn,  Jr.,  M.D.,  F.A.C.S Pittsburgh,  Pa. 

Harold  F.  Falls,  M.D Ann  Arbor,  Mich.  Frank  W.  Newell,  M.D.,  F.A.C.S Chicago,  111. 

Frederick  A.  Figi,  M.D.,  F.A.C.S..  Rochester,  Minn.  Hugh  L.  Ormsby,  M.D.  Toronto,  Canada 

Samuel  Fo.mon,  M.D New  York,  N.  Y.  Harry  L.  Rogers,  M.D.  Philadelphia,  Pa. 

Dan  M.  Gordon,  M.D.,  F.A.C.S.__New  York,  N.  Y.  .\l3Ert  D.  Ruedemann,  M.D.,  F.A.C.S. 

Elmer  Hess,  M.D.,  F.A.C.S Erie,  Pa.  Detroit,  Mich. 

Maynard  Hine,  M.D Indianapolis,  Ind.  Frank  B.  Walsh,  M.D Baltimore,  Md. 

Barnes  Woodhall,  M.D.,  F. A. C.S._.  Durham,  N.  C. 

For  further  information  write: 

Superinfendent,  P.  O.  Box  1789  Roanoke,  Virginia 


Professional  ISnrsing  Care 

TERRACE  HILL 


TERRACE  HiLL  NURSING  HOME,  Dial  3-3993 


Wide,  Long  Hallways 


Comfortable  Lounges 

Each  Guest  Under  Care  of  Own  Doctor. 

Professional  care  supervised  by  trained  nurse.  Doctors  ordem 
carefully  follov;ed.  /Vo  parking  problem.  Regularly  inspected 
by  City  Health  Department.  For  additional  information 

Write  or  Call  Supeririteftdent 


Part  View  of  Park  Grounds 


TERRACE  HILL  was  specifically 
bu.lt  for  a Nursing  Home.  Superb  24 
hours  daily  care.  Under  supervision 
of  a Registered  Nurse  and  Resident 
Exteme.  Quiet  atmosphere.  Trained 
Dietitian.  Ac.ommodates  50  guests 
Private  and  semi-private  rooms  with 
lavatories  Rates  $45.00  to  $75.00 
weekly  for  room,  biau'd  and  general 
nursing  care.  Your  inspection  invited. 


Nursing  Home,  Inc. 

nderstanding  Care** 


2112  MONTEIRO  AYE.,  RICHMOND,  VA. 


.\roiind  the  Clock 

NURSING  CARE 


Convalescents 
Chronic  Cases 
Elderly  People 
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ST.  LUKE’S  HOSPITAL 

75tli  ANNIVERSARY 
1882  - 1957 

• 1000  West  Grace  Street 
Richmond,  Virginia 


McGUIRE  CLIMC 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH.  M.D. 

WM.  H.  HARRIS.  JR.,  M.D. 
JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER.  M.D. 


Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON.  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H,  LEE.  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR..  M.D. 
JOSEPH  W.  COXE  III,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR.,  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN,  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX.  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR..  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D 
JOHN  L.  THORNTON,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 


Free  Parking  for  Patrons 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgert’,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


ADDRESS : JULIA  'VTAGNER  "VYATERS,  R.N.,  Administrator  408  North  12th  Street 


■ I 

t 

i 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

4° 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


MEDICINE  IN  VIRGINIA 

17th,  18th  and  19th  Centuries 

By  Wyndham  B.  Blanton,  M.D. 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

3 Volumes  for  $5.75 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
P.  0.  Box  5085  Richmond  20,  Va. 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  June  12,  1957. 
The  examinations  will  be  held  in  the  same  hotel 
June  13,  14.  and  15,  1957,  inclusive.  All  appli- 
cations and  other  documents  pertaining  to  ihe 
examinations  or  to  matters  to  be  discussed  by 
the  Board  must  be  on  file  in  the  Secretary’s 
office  on  or  before  May  28,  1957.  The  Secretary 
of  the  Board  is  Dr.  K.  D.  Graves,  631  First 
Street,  S.W.,  Roanoke,  Virginia. 
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Appalachian  J|aU  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly , claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  -APPALACHIAN  H-ALL,  Asheville,  N.  C. 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfeed  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brow.n,  III,  M.D. 
John  D.  Call.  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W,  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs.  M.D. 
Spotswood  Robins.  M.D. 

Edwin  B.  Parkinson,  M.D. 

David  C.  Forrest,  M.D. 

Orthopedics: 

Beverley  B.  Clary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr..  M.D. 

Ophthalmology,  Otolaryngology: 

W.  L.  Mason.  M.D. 

Anesthesiology 

Wn.LiAM  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery : 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 

Fred  M.  Hodges.  M.D. 

L.  0.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr.  M.D. 

Pathology : 

James  B.  Roberts,  M.D. 

Phvsiotherapy : 

Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 


Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personai  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  coopierative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  fhe  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyrighf  1955  H.N.  Afford,  Atfanto,  Go. 
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A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-potients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 


Registered  by  Amerieoa  Medical  Association 


Out-Patient  Clinic  .. 
Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Year  round  private 
home  and  school  for 

Homestead 

School 

infants,  children  and 
adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

fF rite  for 

booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

FREE  UNION 

VIRGINIA 

PHYSICIANS  AND  PSYCHIATRISTS  FOR 
CALIFORNIA  STATE  STREAMLINED 
EMPLOYMENT  PROCEDURE: 

By  interview  only  (no  written  examinations).  In- 
terviews held  periodically  in  California  and  nationwide. 
Wide  choice  of  positions  in  15  large  State  hospitals, 
institutions,  and  veteran  homes.  40  hour  week,  liberal 
vacation,  and  other  benefits  including  generous  re- 
tirement annuities.  Annual  salary  increases.  Three 
salary  groups;  $10,860  to  $12,000;  $11,400  to 
$12,600;  $12,600  to  $13,800.  (landidates  must  be 
U.  S.  citizens  and  in  possession  of,  or  eligible  for, 
California  license.  For  full  information  write  to  Miss 
Carmack,  Supervisor,  Medical  Recruiting,  Box  A, 
State  Personnel  Board,  801  Capitol  Avenue,  Sacra- 
mento, California. 


PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration -Ar 


^ Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.6.F.U.  specifications. 

• We  ore  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  moke  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  book/ef,  'The  Preservation  of  fhe  Function  of  the 
Foot  Bofoncing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

J 


3SrOSE  OOLD 


each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetytsalicylic  Acid  (2Mt  gr.)  • 162.0  mg. 
Phenobarbitat  (V4  gr.)  • • • « 16.2  mg. 

Hyoscyamlne  Sulfate  . • • • 0.031  mg. 
Prophenpyrldamlne  Maleate  • • 12.6  mg. 

Phenylephrine  Hydrochloride  • 10.0  mg. 
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PROTEIN  PREVIEWS 


Knox  “Food  Exchange”  Diet  Enlists  the  Cooperation 
of  Your  DIABETIC  Patients  for  Dietotherapy 


Overcoming  Today’s  No.  1 Nutritional  Problem 


1.  This  Knox  booklet  is  based  on  nutritionally-tested  Food 
Exchanges'  and  demonstrates  that  variety  is  possible  for 
diabetic  diets. 

2.  The  easy-to-understand  Food  Exchanges  simplify  dietary 
control  for  the  diabetic  by  eliminating  calorie  counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient,  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  Each  booklet  presents  in  addition  16  pages  of  appetizing, 
kitchen-tested  recipes. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 
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SYMPTOMATIC 


ACHROCIDIN 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Tablets 

and 

Syrup 


Achrocidin  is  particularly  valuable  in  treating  acute 
respiratory  infections  during  epidemics  or  when  ques- 
tionable middle  ear,  pulmonary,  nephritic,  or  rheumatic 
signs  are  present. 

Achrocidin  offers  early,  potent  therapy  against  such 
disabling  complications  as  otitis  media,  sinusitis,  bron- 
chitis to  which  the  patient  may  be  highly  vulnerable  at 
this  time. 

Included  in  the  comprehensive  achrocidin  formulation 
are  the  analgesic  components  recommended  for  prompt 
relief  of  common  cold  symptoms. 

Adult  dosage  for  achrocidin  Tablets  and  new,  caffeine- 
free  achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  Prescription  Only 
Each  tablet  contains: 

Achromycin®  Caffeine  30  mg. 

Tetracycline  125  mg.  Salicylamide  150  mg. 

Phenacetin  120  mg.  Chlorothen  Citrate  25  mg. 


LEDERLE  laboratories  division.  AMERICAN 


CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 

*Trademark 
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relieves  the  discomfort  of  colds 


'TABLOID' 

'EMPIRIN' 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  '“rniseruble” period  by: 

• Reuuciiiii  fever 

• Con  troll  in  tj  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 

prompt  symptomatic  relief  ot  colds  whh  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 


No.  3 


No.  4 


.Lli  BURROUGHS  WELLCOME  & CO.  (U.  S.A.)  INC.,  Tuckahoe,  n.  y. 
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Hydrospray 

<HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCIN) 


NASAL. 

SUSPENSION 


Anti-inflammatory — 
Decongestant —Antibacterial 


MAJOR  ADVANTAGES:  New  synergistic  anti-inflammatory,  decongestant 


and  antibacterial  formula.  High  steroid  content  assures  effective  response. 


I 

I Topically  applied  hydrocortisone*  in  therapeutic 

j concentrations  has  been  shown  to  afford  a sig- 

nificant degree  of  subjective  and  objective  im- 
I provement  in  a high  percentage  of  patients 

' suffering  from  various  types  of  rhinitis.  Hydro- 

spray provides  Hydrocortone  in  a concentra- 
I tion  of  0.1  % plus  a safe  but  potent  decongestant, 

Propadrine,  and  a wide-spectrum  antibiotic, 

I Neomycin,  with  low  sensitization  potential.  This 

combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
[ ■ nasal  allergies  which  results  in  a degree  of  relief 

that  is  often  greater  and  achieved  faster  than 
[ when  any  one  of  these  agents  is  employed  alone, 

k INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 

I motor  rhinitis,  perennial  rhinitis  and  polyposis. 

j REFERENCE:  1.  Silcox,  L.  E.,  A.M.A 

I . 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base) . 


MERCK  SHARP  ft  DOHME 

DIVISION  OF  MERCK  8 CO  . INC. 
PHaADElPHIA  I.  PA. 


1.  Arch.  Otolaryng.  60:431.  Oct.  1954. 
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At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


rPATTERSONfl 


SAFE  SERVICE  DRUC  STORES 


Prescription  Specialists 


Lynchburg,  Va.  Martinsville,  Va. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N.  C. 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 


John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


each  coated  tablet: 

Phenacetin  (3  gr.) 134.0  mg 

Acetylsalicylic  Acid  (2H  gr.)  . 162.0  mg 
Phenobarbital  gr.)  ....  16.2  mg 

Hyoscyamine  Sulfate  ....  0.031  mg 
Prophenpyrldamine  Mateate  • • 12.6  mg 

Phenylephrine  Hydrochloride  • 10.0  mg 


For  rhf 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exliisively  (Ipticni 
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a new  measure  AXT  in  therapy 

of  overweight 


PRELUDIN 

(brand  of  phenmetrazine  hydrochloride) 


® 


...reduces  risk  in  reducing 


A totally  new  development  in  onorexigenic  therapy,  Preludin  substan- 
tially reduces  the  risks  and  discomfort  in  reducing. 

Distinctive  in  its  Chemistry:  Preludin  is  a totally  new  compound  of  the  oxozine 
series. 

Distinctive  in  Effectiveness:  In  three  years  of  clinical  trials  Preludin  has  consist- 
ently demonstrated  outstanding  ability  to  produce  significant  and  progressive  weight 
loss  through  voluntary  effortless  restriction  of  caloric  intake. 

Distinctive  in  Tolerance:  With  Preludin  there  is  a notable  absence  of  palpitations 
or  nervous  excitement.  It  may  generally  be  administered  with  safety  to  patients  with 
diabetes  or  moderate  hypertension. 

For  your  patient's  greater  comfort:  Preludin  curtails  appetite  without  destroying 
enjoyment  of  meals... causes  a mild  evenly  sustained  elevation  of  mood  that  keeps 
the  patient  in  an  optimistic  and  cooperative  frame  of  mind. 

Recommended  Dosage:  One  tablet  two  or  three  times  daily  taken  one  hour  before 
meals.  Occasionally  smaller  dosage  suffices. 

Preludin®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square,  pink  tablets  of  25  mg. 

Under  license  from  C.  H.  Boehringer  Sohn,  Ingelheim. 


GEIGY  PHARMACEUTICALS 
Division  of  Geigy  Chemical  Corporation  ■ Ardsley,  N.Y. 


BEIGY 


\ 


lEMAPHl 

L 

PLUS 

J 

MISERABLE  COLD 

each  coated  tablet: 

Phenacetln  (3  gr.) 194.0  mg. 

Acetylsalicyllc  Acid  (3^  gr.)  • 162.0  mg. 
Phenobarbital  (%  gr.)  ....  16.2  mg, 

Hyoscyamlne  Sulfate  . . • • 0.031  mg. 
Prophenpyrldamine  Maleate  . • 12.6  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


In  very  special  cases 
a very  superior  brandy... 
specify 

★ ★ ★ 


Hllflf 


COGNAC  BRANDY 

84-  Proof  I Schieffelin  & Co.,  New  York 


Complete 

Printing  and  Binding  Service 

Coiiiraercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-13  15  North  Fourteenth  Street  RICHMOND,  VIRGINIA 
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(Prednisolone  ferfiory-butylocetate.  Merck) 

for  relief  that  lasts -longer 


Osteoarthritis 
/ Acute  gouty  arthritis 
1 Bursitis 
Tendinitis 
Trigger  finger 

Peritendinitis  o . • 

Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 

, Rheumatoid  arthritis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 

" T^sfisor  fascia  lata 

Collateral  ligament 
strains 

^ Radiculitis 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra'- 
T.B.A. — 20  mg./cc.  of  predniso- 
lone r<ffn'ary-butylacetate,  in 
5-cc.  vials. 


e 

MERCK  SHARP  R DOHMC 

DIVISION  or  MERCK  ft  CO..  INC. 
PHILADELPHIA  I . PA. 


2.  Hollander,  J.  L.,  Paper  read  at  conference  in  Neu;  York  C:/y,  May  31  and  June  /,  1955 
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is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 

Natural 

0.2  Gram 

# 

(approx.  3 gr-ains)  , 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  wUl  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

finical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 

Boston  18,  Mass. 

Q4 


BORN  1820... 

STILL  GOING  STRONG 

Johnnie 
'alker 


BLENDED  SCDTCH  WHISKY  t 


...from  Two 
Outstanding  Cases  i 

RED  LABEL  • BLACK  LABEL  i 

Both  86.8  Proof  1 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  E\ery  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  AValker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 


CANADA  DRY  GINGER  ALE.  Inc..  New  York,  N.  Y.,  Sole  Importer 
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DOCTOR 

Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 

lU  TUU  AKC 

COMPLETE 

RELEASE  OF  CAPITAL 

PIEDMONT 

New  Automobiles 

Any  Make 

No  Worries  Over 

PLAN 

Taxes-Fees 

FOR  THE 

Service  Cost 

Insurance 

MEDICAL 

Repairs 

License  Fees 

PROFESSION 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

EXCLUSIVELY 

Tire  Replacements 

Inspection  Registration 

For  Most  of  You,  All 

This  Is  100%  Tax  Deductable 

Fees 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coverage 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 

Purchased  In  Your 
Heme  Town 


We  are  as  near  as  your  Telephone! 

If  You  Would  Like  to  H ave  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc 

P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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ALGLYN 


dihydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
^\lglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Gm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TabletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


IVl3lglyn  Compounci,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Gm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarbital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxv  aluminum  aminoacetate,  0.5 
Gm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avoii- 
oble  on  request 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490, 1954. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.;  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,  1949. 


PH 


ARMACEUTICAL  COMPANY 

CHATTANOOGA  9.  TENNESSEE 
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EVERY  WOMAN 


WHO  SUFFERS 


IN  THE 


MENOPAUSE 


DESERVES 


premarin; 


widely'  used 
natural,  oral 


estrogen 


AYERST  LABORATORIES 


New  York,  N.  Y.  • Montreal,  Canada 
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/kfr  ihe 
paiieni  in 
everyday  j^raciice 


© well  suited  for  prolonged  therapy 

0 well  tolerated,  nonaddictive,  essentially  nontoxic 
^ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

O chemically  unrelated  to  chlorpromazine  or  reserpine 
O does  not  produce  significant  depression 
@ orally  effective  within  30  minutes  for  a period  of  6 hours 

IndtCcUlOTlS*  anxiety  and  tension  states,  muscie  spasm. 


Tranquilizer  with  muscle-relaxanl  action 


DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  New  Brunswick, 


2-metkyl-2-n-propyl-l, 3 -propanediol  dicarbamate — U.S.  Patent  2,72At720 
supplied:  400  mg.  scored  tablets.  Usual  dose:  2 or  2 tablets  t.i.d. 
Literature  c.r.i  Samples  Available  on  Request 


CM-3706-R2 


THE  MILTOWN  MOLECHLS 
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1 when  you  want  broad  spectrum  antibiotic  therapy  with 

! added  safety  for  the  many  common  respiratory,  gastro- 

1 

I intestinal  and  urinary  tract  infections  . . . the  product 
I to  prescribe  is 

I MYSTECLIN 

j Squi  bb  Tetracycline  - Nystatin 

j the  ONLY  broad  spectrum  antibiotic  preparation  with 
I added  protection  against  monilial  superinfection 


j when  you  want  specific  antibiotic  therapy  for  infections 
j caused  by  Candida  albicans  (monilia)  . . . the  product 
I to  prescribe  is 

MYCOSTATIN 

Squibb  Nystatin 

' the  ONLY  effective  and  safe  antifungal  antibiotic  available 

1 

I 

I 


•MtCOST*T 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 
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PART  OF  EVERY  AMERICAN'S  SAVINGS 
BELONGS  IN  U.  S.  SAVINGS  BONDS 


hinnvhat  for 


An  old  l.'VDY  living 
near  Henderson.  N. 
in  1859  was  shocked 
at  the  way  the  four 
men  had  arrived— and 
said  so.  Such  sensihle- 
looking  men  in  such 
an  outlandish  vehicle! 

But  John  \^ise  and 
his  crew,  perched  up 
in  a tree,  were  far  too 
happy  to  listen. 

Caught  hy  a storm, 
their  aerial  balloon 
had  almost  plunged  beneath  the  angry  waves  of 
Lake  Ontario.  Then,  after  bouncing  ashore,  they 
had  crashed  wildly  through  a mile  of  tree-tops  be- 
fore stopping  in  one. 

Now.  his  poise  regained,  \'i  ise  stood  up  to  pro- 
claim: "Thus  ends  the  greatest  balloon  voyage 
ever  made.’’  He  liad  come  1200  miles  from  St. 
Louis  in  19  hours,  setting  a record  unbroken  for 
60  years. 

He  had  also  proved  his  long-held  theory  of  an 
earth-circling,  west-east  air  current— and  that  was 
far  more  important  to  him.  For  \^  ise  was  no  carni- 
val balloonist.  He  was  a pioneer  scientist  of  the  air, 
a man  whose  inquiring  mind  and  courageous  spirit 
helped  start  the  vast  forward  march  of  American 
aviation. 

In  America's  ability  to  produce  such  men  as 
John  ^^ise  lies  the  secret  of  her  real  wealth.  For  it 
is  a wealth  of  human  ability  that  makes  our  coun- 
try so  strong.  And  it  is  this  same  wealth  that  makes 
her  Savings  Bonds  so  safe. 

168  million  Americans  hack  Lf.S.  Savings  Bonds 
— back  them  with  the  best  guarantee  you  could 
possibly  have.  Your  principal  guaranteed  safe  to 
any  amount— your  interest  guaranteed  sure— by  the 
greatest  nation  on  earth.  If  you  want  real  security, 
buy  U.S.  Savings  Bonds.  Get  them  at  your  bank  or 
through  the  Payroll  Savings  Plan  where  you  work. 
And  hold  on  to  them. 


The  V.  S.  Government  does  not  pay  jor  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  tcith  the  Advertising  Council 

and  the  Magazine  Publishers  oj  America, 
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ViRGiNT.A  NIedic.al  NIoxthly 


PENTOTHAL®  Sodium 

(Thiopental  Sodium  for  Injection,  Abbott) 


Twenty  years  of  use,  over  2500  published  reports— seldom 
in  the  history  of  medicine  has  a single  drug  enjoyed  the 
acceptance  accorded  Pentothal  Sodium.  This  modern 
intravenous  anesthetic  is  more  than  just  thiopental  sodium. 

It  is  thiopental  sodium  plus  the  most  exacting  controls 
. . . plus  adaptability  to  widely  varying  practices  . . . plus 
the  most  thoughtfully  planned  dosage  forms.  Priceless  pluses, 
these,  making  Pentothal  Sodium  an  agent  of 
choice  the  world  over  in  intravenous  anesthesia.  U.buott 


contributing  to  ...  Si  world-wide  acceptance  unmatched 

in  modern  intravenous  anesthesia 


|. OLVME  84,  February,  1957 
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Have  you  seen  these  latest  facts 
on  the  cost  of  medical  care? 


VET.  NEW  DRUGS  H«VE  GREATLY  LOWERED 

death  rates  for  many  diseases 


PNEUMONIA 


These  are  some  of  the  reasons 
why  today,  more  than  ever  before 
prompt  and  proper  medical  care 
may  well  be  one  of  the 
biggest  bargains  of  your  life! 


Many  of  your  patients,  Doctor,  are  among 
the  millions  of  people  who  have  seen  this 
newest  Parke-Davis  advertisement  on  the 
cost  of  today’s  more  effective  medical 
care.  W’e  believe  that  this  sensible-talking  ad 
—the  latest  in  a continuing  P-D  series  appear- 
ing in  LIFE,  TIME,  SATURDAY  EVENING  POST  and 

today’s  health— dramatically  confirms  our  year- 
long public  service  message  to  your  patients: 
“prompt  and  proper  medical  care  may  well  turn  out  to 
be  one  of  the  biggest  bargains  of  your  life’.’ 

You  may  be  assured  that  Parke-Davis  national  adver- 
tising will  continue  to  be  in  our  mutual  best  interests  . . . designed  to  give  your 
patients  a better  understanding  of  costs  and  a clearer  appreciation  of  the  effec- 
tiveness of  modern  medical  care.  PARKE,  D.AVIS  & COMPANY,  Detroit  32,  Michigan. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


SURGERY  and  ALLIED  SUBJECTS 

A two  months  combined  surgical  course  comprising  sur- 
gery, traumatic  surgery,  abdominal  surgery,  gastroentero- 
logy, proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  operations,  examination 
of  patients  preoperatively  and  postoperatively,  and  follow- 
up in  the  wards  postoperatively.  Pathology,  radiology, 
physical  medicine,  anesthesia.  Cadaver  demonstrations  in 
rurgical  anatomy,  thoracic  surgery,  proctology,  orthopedics. 
Operative  surgery  and  operative  gynecology  on  the 
cadaver : attendance  at  departmental  and  general  con- 
ferences. 

EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full  lime  refresher  course 
consisting  of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions ; operative  eye,  ear,  nose  and  throat  on  the  cadaver ; 
clinical  and  cadaver  demonstrations  in  bronchoscopy, 
laryngeal  surgery  and  surgery  for  facial  palsy  ; refraction  ; 
radiology ; pathology,  bacteriology  and  embryology ; 
physiology : neuro-anatomy ; anesthesiology ; physical 

medicine ; allergy,  as  applied  to  clinical  practice.  Ex- 
amination of  patients  preoperatively  and  follow-up  post- 
operatively in  the  wards  and  clinics.  Attendance  at 
departmental  and  general  conferences. 


RADIOLOGY 

A comprehensive  review  of  the  physics  and  higher 
mathematics  involved,  film  interpretation,  all  standard 
general  roentgen  diagnostic  procedures,  methods  of  ap- 
plication and  doses  of  radiation  therapy,  both  x-ray  and 
radium,  standard  and  special  fluoroscopic  procedures,  A 
review  of  dermatological  lesions  and  tumors  susceptible 
to  roentgen  therapy  is  given,  together  with  methods  and 
dosage  calculation  of  treatments.  Special  attention  is 
given  to  the  newer  diagnostic  methods  associated  with 
the  employment  of  contrast  media,  such  as  bronchography 
with  Lipiodol,  uterosalpingography,  visualization  of  car- 
diac chambers,  perirenal  insufflation  and  myelography. 
Discussions  covering  roentgen  departmental  management 
are  also  included;  attendance  at  departmental  and 
general  conferences. 

SURGICAL  PATHOLOGY 

A systematic  series  of  lectures  is  presented  covering  the 
lesions  encountered  in  the  practice  of  surgery.  These  are 
illustrated  with  fresh  material  from  the  operating  room, 
gross  specimens  from  the  museum  and  kodachrome  and 
micro-piojected  slides.  The  latest  advances  in  blood 
grouping  and  transfusion  reactions;  didactic  procedures, 
such  as  frozen  sections,  surgical  biopsies,  sponge  biopsies, 
and  aspiration  of  body  fluid  and  secretions,  are  outlined. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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When  a new  drug  is  bom,  its  healing 
power  must  get  to  those  who  need  it — 
fast.  That’s  the  first  consideration. 

But  at  the  outset  it  is  expensive  to 
produce.  Therefore  the  price  you  pay 
for  it  at  first  may  seem  high. 

But  as  soon  as  it  can  be  produced 
in  volume  . . . down  goes  the  price. 
Sulfas,  penicillin,  new  antibiotics 
illustrate  this  principle. 


PEOPLES, 

fTdrug  stores 


INC 


, One  of  a Series  of  Newspaper 
Directed  to  Your  Patients 
I and  Our  Customers 


Peoples  pharmacists  carefully  follow 
your  doctor’s  prescription  accurately, 
speedily.  You  can  be  sure  Peoples 
will  be  quick  to  pass  along  any  price 
reductions.  And,  your  prescription 
is  priced  with  uniform  economy. 

PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


® t»5«  PEOPLES 
DRUG  STOACS,  INC* 


added  certainty 
in  treatment 
of  respiratory 
infections 


new  multi-spectrum  synergistically  strengthened  antibiotic  formulation 
SiGMAMYCiN  adds  certainty  in  antibiotic  therapy,  particularly  for  the  90%  of  patients 
treated  at  home  or  in  the  office  where  sensitivity  testing  may  not  be  practical,  and  provides: 
a new  maximum  in  therapeutic  effectiveness,  a new  maximum  in  protection  against  resist- 
ance, a new  maximum  in  safety  and  toleration. 

Supply:  Capsules,  250  mg.  (oleandomycin  83  mg.,  tetracycline  167  mg.).  Bottles  of  16 
and  100. 

. . . and  for  a new  maximum  in  palatability 

New  mint-flavored  Sigmamycin  for  Oral  Suspension,  1.5  Gm.  in  2 oz.  bottle;  each  5 cc.  tea- 
spoonful contains  125  mg.  (oleandomycin  42  mg.,  tetracycline  83  mg.).  ‘Trademark 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
World  leader  in  antibiotic  development  and  production 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


(hydrocortisone-bacjtracin-tyrothricin- 

NEOMYCIN  BENZOCAINE  TROCHES) 


Adult  or  juvenile,  your  patients  vYith  sore  throats 
vyIII  welcome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
inflammatory, anti-infective  and  analgesic  proper- 
ties that  promptly  alleviate  distressing  mouth  or 
throat  irritation  whether  caused  by  infection, 
mechanical  injury  or  allergic  reaction.  And 
HYDROZETS  taste  so  good,  it’s  hard  to  believe 
they’re  medicine. 

Formula:  Each  HYDROZETS  Troche  contains  — 
2.5  mg.  ‘H YDROCORTONE’  to  reduce  pain,  heat 
and  swelling;  50  units  Zinc  Bacitracin,  1 mg. 
Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  Vials  of  12  troches. 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & CO..  INC..  PHILADELPHIA  1.  PA. 


i 
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. . best  results  were  obtained  with  women 
55  to  53  years  of  age,  who  complained  of 
anxiety,  insomnia,  chronic  fatigue  and 
despondency. 


in 


Many  physicians  have  reported  favorable  results  with 
‘Compazine’  in  the  mild  or  moderate  mental  and  emotional 
conditions  often  associated  with  the  menopause. 

For  example,  in  a series  of  84  patients,  Knoch  and  Kirk 
report  outstanding  results  in  women  35  to  55.  The  authors 
state  that  after  ‘Compazine’  treatment,  these  women  “were 
no  longer  fatigued,  were  sleeping  well,  had  increased  energy 
and  showed  a lively  interest  in  their  surroundings.” 

'Compazine’  is  S.K.F.’s  new  tranquihzer  and  antiemetic  for 
everyday  practice. 

‘Compazine’  has  shown  minimal  side  effects. 


Compazine 

a true  trauquiliziug  agent 

Smith,  Kline  & French  Laboratories,  Philadelphia 

I.  Knoch,  H.R.,  and  Kirk,  R.:  Proclorperazine — A New  Agent  for  .'he 
Treatment  of  Psychic  Stress,  in  manuscript. 

*Trademark  for  proclorperazine,  S.K.F. 
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EXTENSIVELY  CONFIRME 
BACTERIAL  RESISTANCE 
IS  SELDOM  ENCOUNTERS 


OUTSTANDING  EFFICACY  OVER  THE  YEARS 

Extensive  clinical  evidence^'-^  reflects  the  antimicrobial  efficac 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  against  a wide  vd 
of  pathogens,  including  those  that  are  resistant  to  other  antibiotic  agen 
fact,  recent  reports^*®’-^  indicate  that  even  after  prolonged  exposu 
CHLOROMYCETIN,  resistance  seldom  develops  in  strains  of  staphylo 
and  of  other  pathogens  sensitive  to  the  antibiotic. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dysc 
ha%  e been  associated  with  its  administration,  it  should  not  be  used  indiscriminately 
minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  s 
be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES 
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PERCENTAGE  OF  NONRESISTANT  STRAINS 

OF  STAPHYLOCOCCUS  AUREUS 

SENSITIVE  TO  CHLOROMYCETIN 

AND  THREE  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 

PER  CENT  SENSITIVE 
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NO.  OF  STRAINS: 
1950-1953:  120 
1954:  107 
1955:  135 
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♦This  graph  is  adapted  from  a five-year  study  by  Rantz  and  Rantz.” 
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Successful  appetite  control 
begins  in  the  supermarket 

If  your  overweight  patient  can  resist 
the  temptation  to  buy  high  calorie 
snacks,  he’s  well  on  the  road  to  suc- 
cessful weight  reduction.  You  will 
find  that  one  Dexedrine*  Spansule 
sustained  release  capsule  taken  in 
the  morning  controls  appetite  all  day 
long— both  at  mealtimes  and  in  the 
supermarket. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate, 
S.K.F.  tT.M.  Reg.  U.S.  Pat.  Off. 


I 
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in  dysmenorrhea 


Pavatrine^  with  Phenoharbital 

12S  mg.  15  mg. 

• relaxes  the  hypertonic  uterus  thus  relieving  pain 

• furnishes  gentle  sedation 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 
of  menstruation.  
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COMPOUND 

(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 

no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs ! 


BRI-LJkDONNA  A1.KAL.OID8 
AUONE 


LD  90%^ 
*15  mg.  dose 
of  spasmolytic 
proved  lethal 
in  90%  of 
test  animals 


IB  MO.  ALKALOIDS 


SeULADONIMA  ALKALOIDS 
WITH 

ALUMINUM  HYDROXIDE 


AI(OH), 
w/spasmolytic 
substantially 
reduces  spasmolytic 
drug  effect 


BELLADONNA  ALKALOIDS  WITH 
DIHYDROXY  ALUMINUM  AMINOACETATE 

(alolyn*.  brayten) 


Alglyn 

adsorbed  only 

7% 

of  alkaloids 


IB  MO.  ALKALOIDS 
200  MO.  AL  (oh). 


IB  MO.  ALKALOIDS 
200  MO.  ALOLYN 


COMRARtSON  OR  -^SORPTIVE  PROPERTIES  OR  AUtOH),  AND  ALGLYN 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  acfsorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 

For  both  rapid  and  prolonged  antacid  effect,  with  consistently 
effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 
for  treatment  of  peptic  ulcer  and  epigastric  distress. 


each  tablet  contains 

dihydroxy 

aluminum 

aminoacetate,  o.a  om« 

N.N.R. 

belladonna 

alkaloids  o.i«a  mo. 

(as  sulfates) 

phenobarbital  le.a  mo. 


Also  supplied:  alglyn*  (dihydroxyiluml- 
num  aminoacetate,  N.N.R.  0.5  Gm  per  tablet). 
BELGLYN*  (dihydroiy  aluminiim  aminoacetate. 
N.N.R.,  O.SGm.and  belladonna  alkaloids, 0.162  mt. 
per  tablet). 


Specialities  for  the  Medical  Profession  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  antiarthritic,  antirheumatic 
benefits  of: 

1.  Prednisolone  buffered — the  newest  and  most  po- 
tent of  the  “predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate — the  newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
tion of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combination  is  good  because  there 
is  little  likelihood  of  sodium  retention,  potassium 
depletion  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  additional  important  therapeutic  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthritics,  making  them  more  amenable  to  other 
rehabilitation  measures. 


Tlierapeulic  benefits  of  MEPROLONE  compared  with  traditM 


relieves 

pain 

suppresses 

inflam- 

mation 

relates 

muscle 

eases 

anxiety 

Salicylates 

✓ 

y 

Muscle  relaxants 

yi 

Tranquilizers 

Steroids 

y 

MEPROLONE 

✓ 

y 

y 

y 

/.  Mtprohamate  is  the  only  tranquil 
muscle-relaxan 


arthritis,  bursitis,  synovitis,  tenosynovitis,  myor 
sitis,  fibromyositis,  neuritis,  acute  and  chronic 
pain,  acute  and  chronic  primary  and  seconder) 
and  torticollis,  intractable  asthma,  respiratory 
allergic  and  inflammatory  eye  and  skin  disorders 
tenance  therapy  in  disseminated  lupus  eryth 
periarteritis  nodosa,  dermatomyositis  and  scle 


INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  i)  muscle 
spasm  c)  anxiety  and  tension  d)  discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Striimpell  disease).  Still’s  disease,  psoriatic  arthritis,  osteo- 


SUPPLIED:  Multiple  Compressed  Tablets  in 
100  in  two  formulas  as  follows:  Meprolone-1 
of  prednisolone,  200  mg.  of  meprobamate  and  . 
dried  aluminum  hydroxide  gel.  Meprolone-2- 
2.0  mg.  of  prednisolone  in  the  same  formula. 


t I 1 1 ' f r V r yi  'BiW'i  B e < w m - 
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NO  OTHER 


ANTIRHEUMATIC 

PRODUCT 

PROVIDES  AS  MANY 
BENEFITS  AS 


MEPRO 

PREDNISO 


BAMATE 

l-O  N E:,  buffered 


THE  ONLY 


ANTIRHEUMATIC, 

ANTIARTHRITIC 

THAT  SIMULTANEOUSLY 

RELIEVES: 

1.  MUSCLE  SPASM 

2.  JOINT  INFLAMMATION 

3.  ANXIETY  AND  TENSION 

4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  Sc  DOHME 

DIVISION  OF  MERCK  ft  CO..  INC.  PHILADELPHIA  I.  PA. 


UEP&OLONX  tj  cbc  trade-ffivk  of  Merck  & Co..  Ictc 


One  of  a Series  of  Newspaper 
Directed  to  Your  Patie7its 
and  Our  Customers — 


He’s  off  to  a good,  healthy  start  in  life! 
One  of  modern  medicine’s  crowning 
achievements  has  been  the  greater  chance 
given  to  the  newly  born  for  surviving 
infancy.  Obstetricians  can  do  more  for 
Mother  before  childbirth.  Pediatricians 
give  skilled,  specialized  attention 
diuing  Baby’s  early  years.  Increased 
knowledge  goes  band  in  hand  with  the 
new  drug  products  being  prescribed 
by  doctors,  and  dispensed  by  America’s 
druggists.  Peoples  pharmacists  work 
only  with  the  finest,  freshest  ingredients  — 
skillfully,  accurately.  And,  your 
prescription  is  priced  with 
uniform  economy. 


PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


ALLERGIES... 


Meti-steroid  benefits  are  potentiated  in 


METRETON 


* 


TABLETS 

with  stress  supportive 
vitamin  C 


METI-STEROro  — ANTIHISTAMINE  COMPOUND 

NASAL  SPRAY 
prompt  nasal  comfort 
without  jitters  or  rebound 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders— even  in  the  presence  of 

cardiorenal  and  hepatic  insufficiency. 

COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


•T.M.  MT.J.It? 


when  the 

threat  of  infection 

smoulders  under  those 
upper  respiratory  symptoms, 
especially  in  cases  of  mixed 
or  doubtful  etiology. 


provides  chemoprophylactic  agents  as  well  as  relieves  the  symptoms 


antibacterial 

antiallergic 

expectorant 

bronchodilator 

antispasmodic 


Each  teaspoonful  (5  cc.)  provides: 

Sulfadiazine 0.166  Gm. 

Sulfamerazine 0.166  Gm. 

.Sulfamethazine  0.166  Gm. 

Pyrilamine  Maleate 6.25  mg. 

Phenyltoloxamine  Dihydrogen  Citrate  6.25  mg. 

Glyceryl  Guaiacolate 50.0  mg. 

Ephedrine  Sulfate 5.0  mg. 


Supplied:  in  4. Ounce  and  Pint  bottles. 

Stocked  by  all  wholesale  druggists. 

sample 

and  complete  literature  — write  . . . 

The  TILDEN  Company 

New  Lebanon,  N.  Y. 

Oldest  Manufacturing 
Pharmaceutical  House  in  America 
* Founded  1824 
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for  anxiety 
anti  tension  in 
everyday  practice 


O nonaddictive,  well  tolerated,  relatively  nontoxic 
O well  suited  for  prolonged  therapy 

© no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

© chemically  unrelated  to  chlorpromazine  or  reserpine 
© does  not  produce  significant  depression 
9 orally  effective  within  30  minutes  for  a period  of  6 hours 

/ruftcaftons;  anxiety  and  tension  states,  muscie  spasm. 


Tranquilizer  with  muscle-relarant  action 


DISCOVERED  AND  INTRODUCED 


BY^  WALLACE  LABORATORIES,  New  Brunaioickt  N,  J, 


2-methyU2-n~'propyl-l^S-'propanediol  dicarhamate — U.  S.  Patent  2,724^720 
supplied:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 


CM-d706-RS 


THE  MILTOWN  ® 
MEPROBAMATE  MOLECULE 
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Rauwiloid 

A Dependable  Antihypertensive 

“...bv  far  the  most  effective 

and  useful  orally  administered  agent  for  reducing  blood 
pressure  . . , fuUy  worthy  of  a trial  in  every  case  of 
essential  hypertension  in  which  treatment  is  thought 
necessary.  The  severe  cases,  which  always  need  treat- 
ment, are  as  likely  to  respond  as  the  mild.”^ 

1.  Locket,  S.:  Brit.  M.J. 

2:809  (Apr.  2)  1955. 

All  Effective  Tranquilizer,  too 

“ . . . rehef  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions.”-  Rauwiloid  is  outstanding  for  its 
ncnsoporific  sedative  action  in  a long  list  of  diseases 
burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  aL:  J.  Kansas 
M.  Soc.  57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


A logical  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  t\^pes 
of  hypertension.  In  combination  with 
more  potent  agents  it  prov^  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 

Rauwiloid  +Veriloid^ 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
{permits  long-term  therapy  wdth  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon)  and  3 mg.  Veriloid  (alkavervir). 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 

Riker  LOS  ANGELES 
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NOW  -EFFECTIVE  STEROID  HORMONE 
THERAPY  OF  RHEUMATIC  AFFECTIONS 
WITH  GREATER  SAFETY  AND  ECONOMY 


Pa  baf  ate 
Hydro 


FORMULA 

ch  tablet: 

^cortisone  (alcohol)  2,5  mg. 

isium  salicylate 0.3  Gm. 

t|$ium  para-aminobenzoate..  0.3  Gm. 

-bic  acid 50.0  mg. 


jAGE : Two  tablets  four  times  daily, 
jiional  information  on  request. 


X auaicitc-jni\-/,  me 

synergistic  antirheu- 
matoid  effects  of 
hydrocortisone, 
salicylate,  para-aminobenzoate,  and  ascor- 
bic acid  achieve  satisfactory  remission  of 
symptoms  in  up  to  85%  of  cases  studied 


— with  a much  higher  degree  of  safety 


— even  when  therapy  is  maintained  for 
long  periods 


— at  significant  economy  for  the  patient 


Each  tablet  of  Pabalate-HC  contains  2.5 
mg.  of  hydrocortisone  — 50%  more  potent 
than  cortisone,  yet  not  more  toxic. 


I 


A.  H.  ROBINS  COm  INC.  Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


S-ddcd.  CGrtS-inty  in  antibiotic  therap;; 

—particularly  for  that  90' 
of  the  patient  populatioii 
treated  in  home  or  offic 
where  sensitivity  testini; 

I 

may  not  be  practical . 


• effective  in  respiratory  infections 
[ding  the  25%  due  to  resistant 

• /lococci.^-^ 

.'FFECTIVE  in  dermatologic  and  mixed 
issue  infections  including  the  22% 
jant  to  one  or  more  antibiotics.^  ® 

i,  EFFECTIVE  in  genitourinary  infec- 
jincluding  the  61%  resistant  to  other 
ilotic  therapy. 2-® 

FFECTIVE  in  diverse  infections  includ- 
!ie  21%  due  to  resistant  pathogens.^-® 
> EFFECTIVE  in  tropical  infections  in- 
lig  those  complicated  by  heavy  bacte- 
pntamination  or  multiple  parasitisms.'^ 


1.  Carter,  C-  H.,  and  Maley,  M.  C.:  Antibiotics  Annual  1966- 
1957,  New  York,  Medical  Encyclopedia,  Inc.,  1967,  p.  51. 

2.  Shalowitz,  M,,  and  Sarnoff,  H.  S. : Personal  communication. 

3.  Shubin,  M.:  Personal  communication.  4.  La  Caille,  R.  A., 
and  Prigot,  A.:  Antibiotics  Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957,  p.  67.  5.  Winton,  S.  S..  and 
Cheserow,  E.:  Antibiotics  Annual  1956-1957.  New  York.  Medi- 
cal Encyclopedia.  Inc.,  1957,  p.  55.  6.  Cornbleet,  T. : Pei*sonal 
communication.  7.  Loughlin,  E.  H.:  Mullin,  W.  G.;  Alcinder,  L.. 
and  Joseph,  A.  A.:  Antibiotics  Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957.  p.  63. 

tthe  antimicrobial  spectrum  of  tetracycline 
extended  and  potentiated  with  oleandomycin 
(Matromycin®)  to  combat  resistant  strains  of 
pathogens — particularly  resistant  staphylococci 
—and  to  delay  or  prevent  the  emergence  of  new 
antibiotic-resistant  strains. 


^Imarayciii 


SUPPLY 

Capsules:  250  mg. 
(oleandomycin 
83  mg.,  tetracycline 
167  mg.).  Bottles 
of  16  and  100. 
new  mint-flavored 
Oral  Suspension: 
1.5  Gm.,  125  mg. 
per  5 cc.  teaspoonful 
(oleandomycin 
42  mg.,  tetracycline 
83  mg.)  2 oz.  bottle. 


iWV 


Rew  maxiirnnn 


therapeutic  effectiveness 


a new  maximum 
in  protection  against  resistance 


s new  maximum 

ifi  safety  and  toleration 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y 
World  leader  in  antibiotic  development  and  production 


Central  Antitussive  Effect  — mild,  dependable 
Topical  Decongestion  — prompt,  prolonged 

[Antihistaminic  and  Expectorant  Action 


Neo-Synephrine®  hydrochloride...... 

ThenfadilS  hydrochloride 

Dihydrocodeinone  bitartrate  

Potassium  guaiacol  sulfonate 

Ammonium  chloride 

Menthol  

Chloroform  ^ 

Alcohol ~~  ^ 


SYNEPHRICOL 


ANTITUSSIVE 


DECONGESTANT 


(4ct.)  cJMlmi, 


EX£MPT  NARCOTIC 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


OBSTETRICS  and  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics : lectures, 
prenatal  clinics ; attending-  normal  and  operative  de- 
liveries : detailed  instruction  in  operative  obstetrics 
(manikin).  X-ray  diagnosis  in  obstetrics  and  gynecology. 
Care  of  the  newborn.  In  Gynecology : lectures ; touch 
clinics ; witnessing  operations ; examination  of  patients 
pre-operatively ; follow-up  in  wards  post-operatively. 
Obstetrical  and  gynecological  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecology.  Operative  gyne- 
cology on  the  cadaver. 

PRACTICAL 

ELECTROCARDIOGRAPHY 

A two  w'eeks  part  time  elementary  course  for  the 
practitioner  based  upon  an  understanding  of  electro- 
physiologic  principles.  Standard,  unipolar  and  precordial 
electrocardiography  of  the  normal  heart.  Bundle  branch 
block,  ventricular  hypertrophy,  and  myocardial  infarction 
considered  from  clinical  as  well  as  electrocardiographic 
viewpoints.  Diagnosis  of  arrhythmias  of  clinical  signifi- 
cance will  be  emphasized.  Attendance  at,  and  participation 
in,  sessions  of  actual  reading  of  routine  hospital  electro- 
cardiograms. 


PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at  clinics  and 
lectures  ; instruction  in  examination,  diagnosis  and  treat- 
ment : pathology,  radiology,  anatomy,  operative  proctology 
on  the  cadaver,  anesthesiology,  witnessing  of  operations, 
examination  of  patients  preoperatively  and  postoperatively 
in  the  wards  and  clinics  ; attendance  at  departmental  and 
general  conferences. 

ANATOMY -SURGICAL 

a.  ANATOMY  COURSE  for  those  interested  in  prepar- 
ing for  Surgical  Board  Examination.  This  includes 
lectures  and  demonstrations  together  with  supervised 
dissection  on  the  cadaver. 

b.  SURGICAL  ANATOMY  for  those  interested  in  a 
general  Refresher  Course.  This  includes  lectures  with 
demonstrations  on  the  dissected  cadaver.  Practical 
anatomical  application  is  emphasized. 

c.  OPERATIVE  SURGERY  (cadaver).  Lectures  on  ap- 
plied anatomy  and  surgical  technic  of  operative  pro- 
cedures. Matriculants  perform  operative  procedures 
on  cadaver  under  supervision. 

d.  REGIONAL  ANATOMY  for  those  interested  in  pre- 
paring for  Suhspecialty  Board  Examinations. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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Specializing 

in  your  patients’  HOSPITAL,,  SURGICAL  and  MEDICAL 
insurance  problems  makes  the  local  AMERICAN  HEALTH 
AGENT  a valued  ^‘Doctor’s  Aide.” 


Complete 
Local  Service 
In 

Your  State 


Because  he  is  a specialist  who  focuses  his  attention  on 
Health  Insurance,  the  local  American  Health  Agent  has  won  a 
position  of  friendship  and  trust. 

As  a career  agent  in  his  chosen  field,  it  is  his  purpose  to  serve 
both  Doctor  and  patient  as  a true  “friend  in  need”  at  all  times, 
with  prompt  settlements,  efficient  service,  and  a sympathetic 
understanding  of  the  problems  of  the  rhedical  profession. 

American  Health 

INSURANCE  CORPORATION 

FIRST  NATIONAL  BANK  BUILDING,  BALTIMORE  2,  MD. 
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"DOCTOR" 


Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 
TO  YOU  ARE 
COMPLETE 

RELEASE  OF  CAPITAL 

New  Aut-omobiles 
Any  Make 

No  Worries  Over 

Taxes-Fees 

Service  Cost- 

Insurance 

Repairs 

License  Fees 

Towing  Cost 

Anti-Freeze 

Bottery  Replacements 

Tire  Replacements 

Inspection  Registration 
Fees 


PIEDMONT 

PLAN 
FOR  THE 

MEDICAL 

PROFESSION 

EXCmSIVELY 

For  Most  of  You,  All 
This  Is  100%  Tax  Deductable 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coverage 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 
Purchased  In  Your 
Home  Town 


We  are  as  near  as  your  Telephone! 

If  You  Would  Like  to  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 

P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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announcing . . . 

chemically  conditioned 

ACHROMYCIN  V 


ACHROMYCIN*  V 

Tetracycline  Buffered  with  Sodium  Metaphosphate] 
Chemically  Conditioned  To  Produce  Higher — Faster  Blood  Levels 


ACHROMYCIN  V combines  the  well-known  antibiotic  tetracycline  with 
metaphosphate  to  provide  greater  and  more  rapid  absorption  of  the 
antibiotic  in  the  intestinal  tract.  This  increased  absorption  is  evidenced 
by  significantly  higher  blood  levels  and  by  an  increase  in  the  excretion 
of  the  ingested  drug  in  the  urine.  It  is  thought  that  this  beneficial  absorp- 
tion is  brought  about  by  the  chelating  effect  of  the  metaphosphate  in 
the  intestinal  tract. 


•Reg.  U.  S.  Pat.  Off. 


Each  capsule  (pink)  contains:  Tetracycline  equivalent  to  250  mg. 
tetracycline  HCI;  Sodium  Metaphosphate  380  mg. 


The  chemical  structure  of  ACHROMYCIN  remains  unaltered.  How- 
ever, its  tetracycline  action  is  intensified.  Chemically  conditioned  with 
metaphosphate,  ACHROMYCIN  V offers  increased  clinical  efficiency. 
ACHROMYCIN  V is  indicated  in  all  conditions  indicated  for 
ACHROMYCIN  Tetracycline,  and  the  recommended  dose  remains  the 
same — one  gram  per  day  for  the  average  adult. 

ACHROMYCIN  V places  a newer,  more  effective  therapeutic  agent  in 
the  hands  of  the  physician. 


ACHROMYCIN  V 


chemically  conditioned  for 
greater  antibiotic  absorption 
faster  broad -spectrunn  action 


Available : 
Vials  of  16  and  Bottles 
of  100  Capsules. 
Each  capsule 
(pink)  contains : 


Tetracycline  equivalent 
to  tetracycline  HCI  . . . 

250  mg. 


Sodium  metaphosphate... 

380  mg. 


Dosage:  6 — Y mg. 
per  lb.  of  body  weight 
for  adults  and  children. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YO 


Children'sSizG 

BAYER 

aspirin 


A8  tablets 

25« 

^‘4GRS.Ea“ 


The  Best  Tasting  Aspirin  you  can  prescribe. 


The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25^5  Bottle  of  48  tablets  (IM  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway.  New  York  18,  N.  Y. 
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clinical  evidence"' indicates  that  to  augment  the 
therapeutic  advantages  of  the  “predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE  I 

CO-ADMINISTRA  TION 
MEANS 


Multiple 

Compressed 

Tablets 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W.. 

J.A.M.A.  160:613  (February 
25)  1956.  2.  Margolis,  H.  M. 

€t  al.,  J.A.M.A.  158:454  (June 
11)  1955.  3.  Bollet,  A.  J.  el  al., 

J.A.M.A.  158:459  (June  11) 

1955. 

‘CO-DELTRA*  and  ‘CO-H YI>ELTR.\*  are  trademarks  of  Merck  i Co.,  Inc. 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


(Prednisolone  Buffered) 


CoDeltra' 


(Prednisone  Buffered) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MEPCK  & CO  . iNC. 
PHILADELPHIA  I.  PA. 
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'Thorazine’  relieved 
this  patient’s  severe 
anxiety  and  helped 
her  to  gain  insight. 


•*No  X-ray 
sees  my 
cancer.** 
. nothing 
stops 
my  pain.** 


‘THORAZINE’  CASE  REPORT 

patient:  6o-year-old  female.  After  death  of  relative  from  cancer,  patient 
developed  severe  epigastric  pain,  was  convinced  pain  was  due 
to  hidden  malignancy  which  defied  the  X-ray.  Her  pain  was 
unresponsive  to  antispasmodics.  Her  severe  cancerphobia  was 
untouched  by  sedatives  and  she  refused  psychotherapy. 

response:  Complete  relief  from  pain  was  obtained  after  two  weeks  of 
‘Thorazine’  (25  mg.  q.i.d.).  Dosage  was  gradually  decreased  over 
the  next  two  months  to  a 25  mg.  tablet  on  retiring. 

Patient  then  stated  she  “knew  all  the  time  it  wasn’t  cancer.” 
‘Thorazine’  was  instrumental  in  providing  both  relief  and  insight 
when  “many  drugs  and  attempts  at  reassurance  had  failed.” 

This  case  report  is  from  the  files  of  the  patient’s  physician;  photo  profes- 
sionally posed. 

THORAZINE*  one  of  the  fundamental  drugs  in  medicine 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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LANOXIN’ 

brand 

DIGOXIN 

provides  the 

greater  margin  of  safety 

of  a brief  latent  period 
and  optiniiun  rate  of  elunination 

for  dependable 

digitalization  and  maintenanee 

Tablets: 0.25  mg.  (white)  and  0.5  mg.  (green) 

Pediatric  Elixir:  0.05  mg.  in  each  cc. 

Ampuls : 0.5  mg.  in  2 cc. 

•‘Lanoxin’  was  formerly  known  as  Digoxin  ‘B.  W.  & Co.’  The  new  name  has  been 
adopted  to  make  easier  for  everyone  the  distinction  between  digoxin  and  digitoxin. 

% BURROUGHS  WELLCOME  & CO.  {U.  S.  A.)  INC.,  Tuckahoe,  New  York 
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Problem-eaters,  the  underweight,  and  generally  below- 
par  patients  of  all  ages  respond  to  incremin. 

Incremin  offers  1-Lysine  for  protein  utilization,  and  es- 
sential vitamins  noted  for  outstanding  ability  to  stimulate 
appetite,  overcome  anorexia. 


Specify  incremin  in  either  Drops  (cherry  flavor)  or 
Tablets  (caramel  flavor).  Same  formula.  Tablets,  highly 
palatable,  may  be  orally  dissolved,  chewed,'or  swallowed. 
Drops,  delicious,  may  be  mixed  with  milk,  milk  formula, 
or  other  liquid;  offered  in  15  cc.  polyethylene  dropper 
bottle. 


Each  INCREMIN  Tablet 

or  each  cc.  of  incremin  Drops  contains: 

1 -Lysine  300  mg. 

Vitamin  B12  25  mcgm. 

Thiamine  (Bi)  >*'■  10  mg. 


Pyridoxine  (Be)  5 mg. 

(INCREMIN  Drops  contain  1%  al- 
cohol) 

“ Reg.  U.  S.  Pat.  Off. 


Dosage  only  1 incremin  tablet  or  10-20  incremin 
Drops  daily. 


A 
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among  nonhormonal  antiarthritics  . . . 

unexcelled  in 


GEIGY 

Ardsley,  New  York 


therapeutic  potency 


BUTAZOLIDIN 


(phenylbutazone  Ceicy) 


In  the  nonhormonal  treatment  of  arthritis 
and  allied  disorders  no  agent  surpasses 
Butazolidin  in  potency  of  action. 


Its  well-established  advantages 
include  remarkably  prompt  action, 
broad  scope  of  usefulness, 
and  no  tendency  to  development 
of  drug  tolerance.  Being 
nonhormonal,'  Butazolidin 
causes  no  upset  of  normal 
endocrine  balance. 

Butazolidin  relieves  pain, 
improves  function, 
resolves  inflammation  in : 

Gouty  Arthritis 
Rheumatoid  Arthritis 
Rheumatoid  Spondylitis 
Painful  Shoulder  Syndrome 


Butazolidin  being  a potent  therapeutic 
agent,  physicians  unfamiliar  with  its 
use  are  urged  to  send  for  detailed 
literature  before  instituting  therapy. 


Butazolidin®  (phenylbutazone 
Geigy).  Red  coated  tablets  of  100  mg. 
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4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are  ■ 
described  in  the  last  fourteen  pages  of  the  diet  booklet.  ■ 

. I 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in  * 

“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of  J 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic  I 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public  i 

Health  Service,  Department  of  Health,  Education  and  Welfare.  la-aBaiBaBUBBMHBBaaBaHuaBauBnBBaaaaaBaKBl 


1 . Color  coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally  tested  Food  Exchanges.* 

2.  The  easy-to-use  Food  Exchanges  (called  Choices  in 
booklet)  simplify  diet  management  by  eliminating  calorie 
counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 


Please  send  me doren  copies  of  the  new,  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 


Your  Name  and  Address. 


Chas.  6.  Knox  Gelatine  Co.,  Inc 
Professional  Service  Dept.  SJ-23 
Johnstown,  N.  Y. 


KNOX  PROTEIN  PREVIEWS 


..  .r - ' " 

\‘r 


ffiroblem 


Knox  “Choice  of  Foods”  Diet  Can  Help  Your 
HYPERTENSIVE  Patients  to  Reduce  and  Stay  Reduced 
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children  are  often  this  eager... 

Because  Rubraton  tastes  so  good,  most  children  actually  look  forward  to  taking 
it.  What  better  way  could  there  be  for  providing  these  essential  nutrients? 


Kubraton  is  indicated  for  combatting 
many  common  anemias  and  for  cor- 
recting mild  B complex  deficiency 
states.  It  may  also  prove  useful  for 
promoting  growth  and  stimulating 
appetite  in  poorly  nourished  children. 
(Not  intended  for  treatment  of  perni-. 
cious  anemia.) 

Dosage:  1 or  2 teaspoonfuls  t.i.d. 
Supply:  Bottles  of  8 ounces  and  1 pint. 


1 teaspoonful  (5  cc.)  supplies: 


Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

Vitamin  B,i  activity  concentrate 4 meg. 

Thiamine  mononitrate 1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride  0.5  mg. 


Alcohol  content:  12  per  cent 


^BUSftATON*®  tS  A SQUIBB  tRAOCHARH 


RUBRATON 


SQUIBB  IRON.  B COMPUEX  AND  S|2  VITAMINS  E 1. 1 X I R 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


J 
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so  much  easier  to  use  for«dandruff- 


that  patients  can  hardly  fail  to  benefit.. 


simple  as  A-B-C,  day  or  night  routine 

A— apply 
B— rub  in 

C—  brush  off,  or  rinse  off  if  desired] 


complicated 
shampoo  or  timing 
; procedures 


U -1-' 


effective  in  dry  or  oily  dandruff 

itching  and  stinging  respond  quickly 

scaling  and  crusting 
oiliness  of  scalp 


to 

^Sebizon 


Available  on  Rx  only  in  3 oz.  plastic  squeeze  tube,  / 

Sebizon,®  (onTiseborrheic  preparation)  contains 
10%  Sulfacetomide  Sodium  U.  S.  P. 


& 


H- 


•t 


PULVULES 

TUINAL 

combme  two  cardinal  features 
in  a single  preparation 


Available  in  three  con- 
venient strengths — 3/4, 
1 1/2,  and  3-grain  pul- 
vules. 


There  are  equal  parts  of  quick-acting  'Seconal 
Sodium’*  and  moderately  long-acting  'Amytal 
Sodium’ t in  each  Pulvule  Tuinal.  Assures  your 
obstetric  patient  quick,  sustained  amnesia;  your 
surgical  patient  relief  from  apprehension  and  fear. 

*‘Seconal  Sodium*  (Secobarbital  Sodium,  Lilly) 
t‘ Amytal  Sodium*  (Amobarbital  Sodium,  Lilly) 


723003 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Whole  No.  1257 


Guest  Editorial . . . . 


The  Non-Medical  Education  of  the  Doctor 


A FEW  DAYS  ago  your  guest  editor  received  a communication  from  an  old 
^ friend  who  is  now  President  of  the  American  College  of  Surgeons.  A reprint 

of  a recent  article  from  one  of  our  leading  medical  journals  was  enclosed.  The  open- 
ing line  of  an  operative  note  in  the  article  had  been  marked  and  commented  upon. 
The  line  read  as  follows:  “Having  been  premedicated  with  atropine  and  morphine 
. . .”  The  comment  read  as  follows:  “Shades  of  William  Osier!”  Some  of  you  have 
already  guessed  it.  Your  guest  editor’s  correspondent  was  none  other  than  the 
inimitable  Dan  Elkin,  who  in  his  Presidential  address  before  the  American  Surgical 
•Association  in  1952  made  an  eloquent  plea  for  the  study  of  the  humanities  in  the 
making  of  a doctor.  Others  have  made  similar  pleas.  Maybe  we  are  just  voices 
crying  in  the  wilderness.  It  is  discouraging  to  think  that  one  of  the  authors  of  the 
article  referred  to  above  has  gotten  far  enough  along  to  be  a member  of  both  the 
-American  Surgical  Association  and  the  Southern  Surgical  Association.  If  he  and  his 
co-authors  were  guilty  of  such  execrable  English,  one  would  think  that  the  editor 
of  the  rather  important  journal  in  which  the  article  was  published  would  have  corrected 
it 


The  case  just  cited  though  is  not;  unusual  these  days.  One  frequently  hears  leaders 
in  our  profession  mispronouncing  medical  terms  which  are  their  everyday  “stock  in 
trade”,  expressing  themselves  poorly,  and  showing  every  time  they  speak  that  they 
are  utterably  unable  to  make  clear  statements.  Lucidity  of  thought  and  expression, 
precision  and  accuracy  in  the  use  of  the  English  language,  which  we  once  took  for 
granted,  are  definitely  on  the  decline. 

Much  of  the  ])resent  day  medical  literature  is  in  marked  contra.st  with  the  fine 
diction  which  was  habitual  in  the  professors  of  our  better  medical  schools  of  40  or  50 
years  ago.  Those  professors  were  thoroughly  familiar  with  the  humanities  and  their 
lectures  were  often  enriched  by  classical  allusions.  If  Briinnehilde  were  mentioned 
in  a medical  lecture  today,  the  students  would  probably  think  that  some  new  brand 
of  German  beer  was  being  referred  to. 

Another  correspondent.  Dr.  William  E.  Ladd,  of  Boston,  recently  wrote:  “If  one 
contrasts  for  example  at  Hopkins  the  characters  of  Osier,  Halsted,  and  Y'elch  with 
their  successors,  or  at  Harvard,  Shattock,  Richardson,  or  Fitz,  or  at  Columbia  P & S, 
•Allen  Whipple  with  their  successors,  one  shudders  and  can  hardly  look  at  the  contrast 
without  a feeling  that  we  have  lost  something  important”. 

How  does  one  account  for  the  decline  in  culture  among  medical  men?  Possibly 


one  reason  is  that  the  competition  for  places  in  medical  schools  has  become  so  keen 
that  it  tends  to  make  students  in  college  put  all  their  time  on  subjects  allied  to  medi- 
cine, thus  sacrihcing  the  humanities.  Medicine  has  become  vastly  complex  and  the 
very  complexities  of  it  are  so  absorbing,  that,  unless  doctors  have,  early  in  life, 
developed  an  in'terest  in  cultural  subjects,  those  subjects  are  very  apt  to  be  neglected 
in  the  busy  hurly-burly  of  medical  practice. 

The  term  “pre-medical”  is  almost  a newcomer.  For  a long  time  there  have  been 
students  in  college  who  expected  to  study  medicine,  but  not  until  recent  decades  have 
they  considered  themselves  especially  as  pre-medical  students.  They  were  students 
getting  the  background  of  general  education,  which  everyone  considered  to  be  essen- 
tial for  a professional  man  of  any  sort.  The  term  “pre-medical”  is  a bad  one  because 
it  connotes  preparation  for  a technical  field,  whereas  the  ideal  is  for  every  man  who 
expects  to  study  medicine  to  be  an  educated  gentleman  before  he  even  considers 
aspiring  to  the  dignity  of  being  a disciple  of  Aesculapius. 

One  cannot  neglect  the  fact  that  our  general  educational  system  has  deteriorated 
in  the  last  forty  years.  Our  public  school  system  has  succumbed  to  so-called  Pro- 
gressive Education,  which  is  simply  an  alias  for  Hocus-Pocus.  This  has  resulted 
in  a multiplication  of  courses,  both  in  secondary  schools  and  colleges,  a great  many 
of  which  are  snap  elective  courses,  whereas  in  the  old  days  the  courses  were  almost 
e.xclusively  “solid  meat”  courses  into  which  one  could  sink  one’s  teeth  and  derive 
intellectual  sustenance.  There  is  no  royal  road  to  learning  and  anyone  who  wants 
to  get  a real  education  has  got  to  burn  the  midnight  oil  and  spend  hours  and  days, 
running  into  months  and  years,  communing  with  the  great  of  the  past.  Thus  is  cul- 
ture obtained.  One  cannot  simply  brush  up  against  a cultured  man  and  obtain  it  in 
that  way.  It  is  more  than  skin  deep  and  does  not  rub  off  easily. 

Happily  some  of  our  medical  schools  are  now  becoming  concerned  about  the  de- 
plorable lack  of  a knowledge  of  the  humanities  among  many  of  their  medical  students. 
Various  methods  have  been  suggested  for  correcting  this  defect.  It  could  be  very 
simply  corrected.  In  the  first  place,  the  medical  schools  could  easily  specify  that  a 
certain  number  of  courses  in  the  humanities  were  prerequisite  for  entrance  to  medical 
school,  just  as  they  now  specify  a certain  number  of  science  courses  as  entrance  pre- 
requisites. In  the  second  place,  they  could  accept  students  only  from  those  colleges 
which  have  demonstrated  that  they  turn  out  men  of  a broad  general  education. 

How  are  those  young  doctors  who  have  had  the  proper  preliminary  education  to 
find  time  to  keep  up  their  reading  throughout  life?  They  will  be  busy  with  their  prac- 
tice, with  medical  meetings,  hospital  staff  meetings,  committee  meetings,  with  keep- 
ing up  with  the  medical  literature,  and  with  writing  medical  papers  (we  hope).  Their 
days  and  nights  will  be  full.  However,  they  should  make  the  old  masters  their 
friends.  Much  non-medical  reading  can  be  done  by  utilizing  scraps  of  time.  Books 
should  be  kept  on  the  bedside  table.  A little  reading  can  be  accomplished  before 
one  falls  to  sleep.  A few  hours  can  usually  be  snatched  over  week  ends.  Vacations 
offer  additional  time.  By  utilizing  these  scraps  of  time,  it  is  amazing  how  much  can 
be  done  in  a year.  The  reward  will  be  entirely  out  of  proportion  to  the  effort — a 
knowledge  of  history  and  the  humanities  will  give  “a  pleasure  not  to  be  repented 
of”,  and,  in  the  words  of  Virgil  “Haec  olim  meminisse  juvabit”  (These  things  will 
be  pleasant  to  remember  hereafter). 

Amos  R.  Koontz,  M.D. 

1014  St.  Paul  Street 
Baltimore,  Maryland 


Editor’s  Note:  Dr.  Koontz  is  assistant  professor  of  surgerj'  at  Johns  Hopkins  Medical  School 
and  Hospital. 
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The  Pigmented  Mole  and  the 
Malignant  Melanoma 


■pREFATORY  TRIBUTE:  It  is  a signal  honor 
and  a cherished  responsibility  to  deliver  the  J. 
Shelton  Horsley  lecture.  The  man  and  the  surgeon, 
in  one,  has  left  an  indelible  impression  on  four  suc- 
cessive generations.  First,  as  a student  and  novitiate 
in  medicine  his  unusual  merits  were  recognized 
by  his  elders,  witness  his  scholastic  honors,  a Phi 
Beta  Kappa  membership,  an  assistantship  in  New 
York  to  the  great  John  Wyeth.  Second,  as  a prac- 
titioner of  the  healing  arts,  he  was  one  of  America’s 
great  general  surgeons,  indeed  if  not  the  last,  whose 
versatile  genius  enabled  him  to  operate  with  dex- 
terity, to  study  with  acumen  and  to  make  lasting 
contributions  in  such  divers  branches  as  gastro- 
intestinal, vascular,  plastic,  orthopedic,  urologic, 
neurologic,  and  gynecologic  surgery,  and  to  excel 
in  all.  His  preeminence  was  acknowledged  by  his 
contemporaries,  by  honorary  membership  in  inter- 
national societies,  by  the  conferral  of  honorarj'  de- 
grees from  centers  of  learning,  by  election  to  presi- 
dencies of  numerous  local  and  national  medical 
organizations.  Third,  as  a teacher  and  humanist, 
in  which  his  influence  was  directly  communicated 
to  those  fortunate  young  men  who  enjoyed  his  tutelage 
as  Professor  of  Surgery  and  the  interns  and  resident 
surgeons  whose  training  was  directed  by  him  during 
his  34  years’  incumbency  as  Surgeon  to  St.  Eliza- 
beth’s Hospital  in  Richmond.  His  influence,  more- 
over, was  indirectly  but  no  less  importantly  felt  by 
innumerable  young  surgeons  on  the  national  level; 
I remember  best  of  all  the  kindly  human  interest, 
the  encouraging  praise  and  the  generous  friendship 
he  so  unstintingly  gave  to  young  surgeons  such  as 
myself.  Fourth,  as  a surgical  innovator  of  new 
technical  methods,  as  a surgical  philosopher,  as  an 
author  of  numerous  books  and  more  than  250  scien- 
tific publications,  his  thoughts  and  contributions 
will  profoundly  influence  medical  generations  yet 
to  come.  I remember  him  anew  and  frequently  be- 
cause with  each  new  aspect  of  cancer  with  which 
I become  intrigued  a research  into  the  literature  finds 


The  J.  Shelton  Horsley  Lecture  delivered  at  the  Rich- 
mond Academy  of  Medicine,  April  13,  1954.  This  paper 
has  been  brought  up  to  date  since  it  was  presented. 


GEORGE  T.  PACK,  M.PT 
New  York,  New  York 

the  name  of  Horsley  identified  with  the  evolution 
of  knowledge  on  this  subject. 

Introduction  : I have  in  my  library  a volume 
of  “Miscellanies  in  Prose  and  Verse”  written  by 
Richardson  Pack  of  Oxford,  England  and  published 
by  E.  Curll  of  London,  in  1725.  Major  Pack  was 
a decidedly  minor  poet,  but  in  one  of  his  odes  to 
“Dear  Molly  Spring”,  he  begins  his  verse  entitled 
“Cupid  Not  Blind”: 

“Not  far  from  the  Hide*  lives  a Damsel,  so  Fair, 
I’d  Give  Her  my  Heart  for  one  Lock  of  her  Hair. 
Her  Cheeks  are  like  Roses  that  Blush  in  their 
Prime; 

Her  Lips  sweet  as  Cherries  just  Gathered  in  Time. 
To  Gaze  on  her  Eyes  might  an  Hermit  inflame; 
.\nd  Who  Looks  on  her  Moles  but  thinks  o’That 
same  ? 

Her  Waist  is  as  Taper  as  Mercury’s  Rod 

.\nd  the  Treasures  below  were  a Prize  for  a God.” 

Whereas  Richardson  Pack  was  inflamed,  as  were 
his  contemporaries,  by  the  beauty  of  a lady's  mole, 
the  present  author — some  230  prosaic  years  later — 
is  romantically  unmoved  by  any  of  them.  They 
have  given  him  nothing  but  trouble. 


The  ubiquitous  mole  and  the  inicjuitous  melanoma 
])resent  a strange  paradox  in  the  history  of  neoplastic 
diseases,  because  the  former  tumor  is  almost  uni- 
versally present  and  the  most  common  of  all  neo- 
plasms, whereas  the  latter  tumor  is  rare  and  the 
most  malignant  of  all  accessory  cancers.  Inasmuch 
as  the  vast  majority  of  malignant  melanomas  orig- 
inate from  preexisting  moles,  the  prevention  of  this 
cancer  could  be  accomplished  more  frequently  than 
for  any  other  malignant  neoplasm.  There  is  no 
more  rewarding  prophylaxis  against  cancer  than  its 
prevention  through  excisions  of  moles  considered 
dangerous. 

HISTOGENESIS  OF  MOLES  AND 
MELANOMAS 

Considerable  controversy  exists  concerning  the 

* A celebrated  wood  in  Suffolk. 
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origin  of  the  neval  cell  and  its  malignant  derivative, 
the  melanoma  cell.  In  the  early  history  of  the  study 
of  this  tumor  it  was  at  various  times  considered  to 
be  endothelial,  mesodermal  or  ectodermal.  Pierre 
Masson  established  the  concej^t  that  neval  and  mela- 
noma cells  are  common  derivatives  of  the  peripheral 
nervous  system  and  are  neuro-ectodermal  in  origin, 
having  a relationship  perhaps  to  the  complex  tactile 
end-organ  apparatus.  Pigmented  moles  and  malig- 
nant melanomas  may  occur  both  in  the  corium  and 
intra-epidermally,  but  even  in  the  fonner  instance  one 
usually  can  trace  a continuity  of  tumor  growth  in 
the  primary  lesion  to  the  stratum  germinativum. 
Those  melanomas  which  are  located  superficially 
and  are  largely  more  intra-epidermal  are  classified 
as  superficial  melanomas;  their  prognosis  is  com- 
parably much  better  than  for  the  type  which  shows 
invasion  of  the  corium.  Both  tjenign  nevi  and  malig- 
nant melanomas  occasionally  differentiate  to  form 
abortive,  bizarre  types  of  end-organ  apparati  such 
as  a peculiar  corpuscular  arrangement  of  cells  simu- 
lating the  IMeissnerian  corpuscles. 

-Arthur  C.  Allen  has  demonstrated  the  common 
origin  of  malignant  melanomas  from  the  junctional 
type  of  nevus  and  the  tumor  can  be  traced  in  con- 
tinunity  from  the  basal  and  adjacent  layers  of  epi- 
dermis. The  blue  nevus  of  Jadassohn-Tieche  is  a 
truly  mesodermal  structure,  composed  of  melano- 
blasts  which  seldom  undergo  malignant  degenera- 
tion. They  are  bluish,  black,  elevated,  superficiallv 
translucent  in  nature  and  present  a clinical  picture 
simulating  malignant  melanoma. 

REGIONAL  DISTRIBE’TION  OF  PIGMENTPID 
MOEES  AND  ^L\LIGNANT  MELANOMAS 

Utilizing  a group  of  1,000  adult,  white  males  and 
females  who  came  to  a diagnostic  clinic  for  prob- 
lems other  than  their  moles,  a survey  was  made  of 
the  frequency  and  regional  distribution  of  nevi  in 
this  group  and  a composite  scattergram  was  j)re- 
pared.  '1  his  study,  made  by  Lenson  and  Pack, 
showed  that  the  average  American  in  this  categor\- 
had  15  such  moles;  they  were  relatively  infrecjuent 
on  the  feet  and  on  the  genitals.  Pack  and  Gerber 
prepared  a similar  scattergram  showing  the  regional 
distribution  of  malignant  melanomas  in  1,225  pa- 
tients in  which  case  it  was  demonstrated  that  the 
malignant  melanoma  was  very  frequent  on  the  soles 
of  the  feet  and  (juite  commonly  located  on  the 
genitals  in  contradistinction  to  the  distribution  of 
pigmented  moles.  The  oljvicus  conclusion  which 
could  lie  reached  from  this  comparative  analysis 
was  the  greater  hazard  of  moles  occurring  on  the 


T.cble  I 


Incioe.n'Ce  of  Mel.vnom.c  According  to  Locwtion 


Location 

Number 

Per  Cent 

Total  Cases 

1,190 

100.0 

Head  and  Neck  

263 

22.1 

Eve 

56 

4.7 

Oronasal,  Esophagus 

21 

1.8 

Arm 

101 

8.5 

Palm 

16 

13 

Subungual 

35 

2.9 

Leg 

218 

18  3 

Sole 

107 

9.0 

Trunk  

288 

24.2 

Genitalia 

37 

3.1 

Anorectal 

19 

1.6 

Primarv  Site  L'nknown 

29 

2.4 

feet  and  genitals.  It  therefore  was  considered  proper 
to  advise  the  routine  removal  of  all  pigmented  moles 
occurring  in  these  particular  locations. 

The  incidence  of  malignant  melanomas  according 
to  location  is  such  that  22  per  cent  occur  in  the 
skin  of  the  head  and  neck,  24  |)er  cent  on  the  trunk, 
18  per  cent  on  the  legs  and  9 per  cent  on  the  soles. 

INFLUENCE  OF  RACE  AND  COMPLEXION 
Pigmented  moles  and  malignant  melanomas  are 
not  commonly  encountered  in  the  darker  races,  such 
as  the  Negro  and  Mongol.  Among  1,225  patients 
with  malignant  melanoma  there  were  only  17  Ne- 
groes, which  is  disproportionately  few  in  view  of  the 
large  Negro  population  in  New  York  City.  When 
melanoma  does  occur  in  the  Negro,  it  is  found  with 

T.vble  II 


Five-Ye.\r  End-Hesit.ts  in  the  Tre.vtment  of 
.Mel.\nom.\  According  to  Loc.vtion 


Location 

Total 

Cases 

Deter- 

minate 

Cases 

5 Years  Without 
Recurrence 

Number  Per 
Cent 

Total  Cases 

744 

575 

123 

21.4 

Head  and  Neck  . . 

173 

128 

23 

18.0 

Eve 

47 

35 

9 

25  7 

Oronasal 

17 

11 

1 

9.1 

Arm 

58 

46 

8 

17  4 

Palm 

11 

8 

7 

87.5 

Subungual 

24 

18 

7 

38.9 

Leg 

125 

98 

30 

30.6 

Sole 

59 

48 

15 

31.2 

Trunk 

162 

131 

18 

13  7 

Genitalia 

31 

25 

4 

16.0 

Anorectal 

Primarv  Site  Lt.- 

16 

10 

0 

0 0 

known 

21 

17 

1 

5.9 

greater  frequency  on  the  soles  of  the  feet,  in  the 
nail  bed,  and  even  in  the  oral  mucosa,  regions  which 
commonly  are  not  jngmented.  The  majority  of  malig- 
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nant  melanomas  occur  in  patients  who  are  either 
extremely  hlonde,  with  fair  skin  of  delicate  texture 
and  few  melanoblasts  so  that  they  bum  rather  than 
tan  on  exposure  to  sunlight,  and  with  eyes  that  are 
blue  or  hazel.  The  second  group  in  which  melanoma 
occurs  with  some  frequency  consists  of  those  indi- 
viduals who  are  redheaded  or  of  sandy  complexion, 
and  freckle  on  exposure  to  sunlight.  It  is  estimated 
that  only  about  1 1 per  cent  of  the  American  white 
population  are  of  this  coloration,  yet  more  than  80 
per  cent  of  patients  with  malignant  melanoma  have 
this  type  of  skin.  It  follows,  therefore,  as  a natural 
corollary  that  it  would  be  extremely  important  to 
remove  all  darkly  pigmented  moles,  especially  of  the 
junctional  type,  as  a prophylactic  measure  for 
blondes  of  this  coloration. 

Without  dwelling  on  the  details  of  this  investi- 
gation, it  may  be  stated  that  a study  of  the  type  and 
distribution  of  pigmented  moles  among  the  various 
races  such  as  Chinese,  Filipinos,  Indians  (India), 
Mestizos,  Maoris,  and  pure  blood  American  Indians 
of  the  Guarani  tribe  from  the  Chaco  in  Paraguay 
shows  a paucity  of  moles  in  these  dark-skinned 
peoples,  but  with  very  great  frequency  in  the  Mes- 
tizos of  mixed  White  and  Indian  blood.  The  ma- 
jority of  Negro  patients  with  malignant  melanoma 
are  largely  caucasoid  in  their  appearance.  Myron 
Gordon  has  shown  an  experimental  corollary  to  this 
clinical  observation  by  mating  the  Albino  Swordtail 
fish  with  a closely  related  species,  the  Spotted  Platy 
which  has  micromelanophores.  In  the  second  gen- 
eration macromelanophores  appeared,  and  in  the 
third  generation— according  to  the  Mendelian  ratio 
— true  malignant  melanomas  developed. 

THE  MANAGEMENT  OF 
PIGMENTED  MOLES 

The  removal  of  all  moles  of  suspicious  or  danger- 
ous character  should  be  done  in  infancy  or  childhood, 
before  the  possibility  of  malignant  transfonnation 
can  occur.  In  some  instances  the  melanoma  appears 
to  develop  from  otherwise  intact  skin  and  would, 
therefore,  be  melanoma  de  novo,  and  yet  we  cannot 
state  with  certainty  that  neval  cells  do  not  pre-exist 
as  they  may  not  have  been  in  a cluster  sufficiently 
large  or  with  sufficient  pigmentation  to  be  obvious 
to  our  vision.  Under  such  circumstances  it  is  con- 
ceivable, although  one  cannot  prove  that  a nevus  of 
microscopic  size  may  have  been  present.  The  trans- 
formation of  a mole  to  a malignant  melanoma  may 
occur  without  clinical  evidence,  and  metastases  may 
occur  to  regional  lymph  nodes  from  an  adjacent 
pigmented  skin  tumor  that  has  all  the  appearance 


of  benignity.  On  the  other  hand  in  the  case  of  a 
long-existent  pigmented  mole  that  has  not  changed 
its  character  and  then  suddenly  becomes  elevated 
or  increasingly  pigmented  or  ulcerated,  or  l)leeds  and 
is  attended  by  localized  discomfort  or  pain,  one  may 
assume  until  proven  otherwise  that  a malignant 
melanoma  is  in  the  process  of  formation. 

It  has  not  been  proved  that  trauma  by  clothing 
or  injuries  can  convert  a benign  nevus  into  a malig- 
nant melanoma.  The  ne\'us  is  a fairly  firm  struc- 
ture, whereas  the  melanoma  is  soft,  disorganized, 
vascular  and  readily  torn  with  slight  pressure  or 
irritation.  Hence,  the  probability  exists  that  the 
reputed  trauma  which  the  patient  believes  is  respon- 
sible for  the  development  of  the  melanoma  was  injury 
which  occurred  after  the  melanomatous  change  had 
developed  in  the  nevus.  All  nevi  which  are  of  a 
type  that  is  suspicious  or  showing  change  should  be 
surgically  excised  with  considerable  margin  and 
the  specimen  always  referred  to  a competent  tumor 
pathologist  for  microscopical  study.  It  has  not  been 


Table  III 

Five-Year  End-Re.sults  in  the  Treatment  of 
Melano.ma  According  to  Sex  and  Age 


Total 

Cases 

Deter- 

minate 

Cases 

5 Years  Without 
Recurrence 

Number  Per 
Cent 

Sex: 

Male 

372 

294 

46 

15.6 

Female 

372 

281 

77 

27.4 

A ge: 

Pubertal* 

86 

71 

16 

22.5 

.4dultt 

641 

495 

105 

21  2. 

*Ages  11  through  .30  years. 
t31  years  and  over. 


an  unusual  experience  to  see  patients  whose  moles 
were  pronounced  benign  by  pathologists  only  to  have 
metastatic  melanoma  appear  in  regional  lymph  nodes 
at  a later  date.  This  tragic  occurrence  necessitates 
a review  of  the  original  microscopical  sections  and 
a change  in  the  diagnosis.  A routine  microscopic 
study  of  every  pigmented  mole  that  is  excised  should 
be  done.  The  excision  in  all  instances  may  be 
conservative,  but  if  malignant  melanoma  is  found 
then  hospital  admission  with  radical  surgical  treat- 
ment is  imperative. 

Huge  congenital  nevi  that  cover  a large  expanse 
of  skin  should  be  excised  in  childhood  before  the 
pre-pubertal  period.  This  may  be  done  either  by 
repeated  segmental  excisions,  removing  the  central 
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portion  of  the  tumor  as  widely  as  possible  each  time 
and  allowing  for  the  elasticity  of  the  skin  to  permit 
another  wide  central  excision  at  a later  date  until 
only  a linear  scar  is  left,  or  if  feasible  to  apply  a 
skin  graft. 

T.vble  IV 

Five-Year  Exd-Resi’lts  ix  the  Treatment  of 
Melan'oma  According  to  Delay  in  Definitive 
Surgery 


of  C’ase 

Deter- 

minate 

Cases 

Per 

Cent  of 
Deter- 
minate 
Cases 

5 Years  Without 
Recurrence 

Number  Per 

Cent 

Operable — Total  . . 

415 

73.3 

117 

28.2 

Immediate* 

203 

35  9 

81 

39.9 

Delavedt 

212 

37.4 

36 

17  0 

Inoperable 

151 

26.7 

0 

0 0 

*Xo  previous  treatment  or  local  excision  within  one 
month  of  definitive  surgery. 

tLocal  excision  more  than  one  month  prior  to  defini- 
tive surgery. 

MUL'I'IPLE  PRIM.\RY  MELANOMAS 
^Multiply  primary  foci  of  malignant  melanoma 
may  develop  in  the  same  patient.  The  reasons  why 
this  phenomenon  has  not  been  generally  recognized 
have  been:  first,  that  malignant  melanoma  is  an 
infrequent  cancer,  so  that  in  the  experience  of  any 
one  surgeon  or  dermatologist  few  instances  of  mul- 
ticentric melanomas  have  been  encountered;  second, 
the  frequency  with  which  multicentricity  of  origin 
occurs  in  this  tumor  must  be  rare  as  it  has  been 
present  in  less  than  2 per  cent  of  our  patients;  third, 
tlie  cure  rate  for  malignant  melanoma  is  so  low  that 
perhaps  some  patients  who  might  in  the  course  of 
time  develop  a new  and  independent  melanoma  have 
died  of  the  initial  melanoma  before  such  multicen- 
tricity is  evident;  fourth  and  finally,  both  the 
clinician  and  the  pathologist  may  erroneously  inter- 
pret a new  black  tumor  in  the  skin  as  a cutaneous 
metastasis  from  a previously  treated  melanoma  rather 
than  an  independent  new  tumor. 

As  the  curability  of  malignant  melanoma  increases 
one  might  reasonably  anticipate  that  further  instances 
of  multicentricity  may  be  recognized. 

In  some  patients  the  appearance  of  disparate  foci 
may  occur  concurrently,  but  in  other  patients  the 
appearance  of  such  tumors  may  be  over  many  years. 
One  reason,  jierhaps,  why  the  frequency  of  multiple 
melanomas  has  not  attracted  attention  is  because 
the  patient  who  has  had  one  melanoma  reports  early 
for  the  prophylatic  removal  of  any  suspicious  nevus 


that  might  alarm  him.  It  also  follows  that  patients 
will  have  a better  opportunity  for  cure  of  a second 
melanoma  than  of  the  first  because  of  their  earlier 
recognition  of  the  importance  of  the  tumor  and  pari 
passu  the  institution  of  earlier  and  appropriate 
treatment. 

The  ultimate  decision  as  to  whether  a pigmented 
lesion  in  the  skin  is  a cutaneous  metastasis  from  the 
previously  excised  melanoma  or  an  independent  true 
tumor  rests  with  careful  microscopical  scrutiny.  As 
Arthur  C.  Allen  has  shown,  this  distinction  can  be 
determined  unequivocally  by  the  presence  or  absence 
of  a junctional  change  in  the  epidermis  or  epithelium 
overlying  the  lesion.  If  the  black  tumor  is  an  inde- 
pendent primary  melanoma  its  origin  can  be  traced 
in  continuity  to  the  stratum  germinativum,  but  if 
it  is  a metastatic  focus  it  disrupts  the  epidermis. 

PRE-PUBERTAL  MELANOMA  OF  SKIN 

Perhaps  all  pigmented  nevi  are  congenital,  but 
many  of  these  moles  are  not  visible  until  the  period 
of  approaching  puberty.  Some  dermatologists  have  i' 
erroneously  classified  moles  into  congenital  and  ac- 
quired. The  appearance  of  a nexais  at  a certain  j 
date  in  the  growth  of  the  individual  does  not  neces-  ' 
sarily  mean  that  the  tumor  did  not  pre-exist  in  an 
invisible  and  minute  stage,  ^^’ith  the  hormonal 
changes  attendant  on  the  state  of  approaching  pu- 
berty many  moles  make  their  appearance.  At  such 
a time  they  become  larger,  more  readily  visible  with 
increased  pigmentation  and  a tendency  to  become 
elevated  above  the  level  of  the  surrounding  skin.  M 

There  is  one  important  t}’pe  of  pigmented  nevus  ■ 
which  bears  such  a close  resemblance  to  malignant  r 
melanoma  that  it  is  not  always  possible  clinically  v 

to  distinguish  between  the  two.  These  melanotic  jj. 

tumors  are  found  in  children  up  to  the  age  of  jt 
puberty  and  occasionally  in  young  adults.  They  ’ 
are  commonly  rather  darkly  pigmented,  bluish,  blue  j 
black  or  dark  brown  in  color,  smooth  and  well 
demarcated.  This  tumor,  the  so-called  pre-pubertal 
melanoma,  has  been  divided  by  Arthur  C.  Allen  into 
two  categories,  one  wdiich  may  contain  numerous 
giant  cells  and  in  its  evolutionary  pattern  becomes 
invasive  or  metastasizes,  and  the  other  which  re- 
sembles the  histological  pattern  of  the  melanoma  in 
the  adult  which  in  rare  instances  does  metastasize. 

As  a general  rule  melanomas  of  infancy  and  child- 
hood do  not  disseminate  and  therefore  can  be  treated  1 
in  a more  conservative  fashion  seldom  requiring  skin  j 
grafting.  There  are  sufficient  numbers  of  exceptions 

w 

to  this  rule  as  testified  by  the  occasional  case  which  i 
falls  in  one’s  experience  and  the  publication  of  d 
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individual  case  reports  intended  to  refute  the  dictum 
that  pre-pubertal  melanomas  never  metastasize,  as 
to  warn  the  clinician  not  to  be  too  nonchalant  about 
the  management  of  such  tumors.  This  relationship 
to  the  age  of  the  patient  is  so  well  recognized  that 
most  pathologists  insist  on  having  clinical  informa- 
tion available  concerning  the  age  of  the  individual 
and  whether  evidences  of  approaching  puberty  are 
found  such  as  enlargement  of  the  female  breasts 
or  the  growth  of  axillary  and  pubic  hair. 

The  proper  lesson  to  be  learned  from  these  ob- 
servations is  the  wisdom  of  complete  surgical  re- 
moval of  all  dark  deeply  pigmented  nevi  in  child- 
hood and  the  mistake  that  is  commonly  made  in 
delaying  the  operation  until  some  evident  change  has 
occurred  in  these  tumors  with  approaching  puberty 
because  at  that  time  the  malignant  transformation 
already  may  have  occurred. 

THE  DEVELOPMENT  OE  MALIGNANT 
MELANOMA  DURING  PREGNANCY 

Although  obstetricians  have  been  cognizant  of  the 
pigmentary  changes  which  occur  in  the  nipples, 
abdomen  and  face  of  pregnant  women,  there  has 
been  little  commment  upon  the  common  tendency 
of  existing  moles  to  become  much  darker  during 
pregnancy.  The  transformation  of  benign  nevi  to 
malignant  melanomas,  the  rapidity  of  their  growth, 
their  early  dissemination  and  low  rate  of  curability 
during  pregnancy  has  not  been  known  generally. 
Some  years  ago  we  made  a report  of  32  patients 
whose  pregnancy  was  associated  in  some  way  with 
the  growth  of  malignant  melanoma.  It  is  difficult 
to  determine  the  exact  incidence  of  malignant  mela- 
nomas developing  during  pregnancy.  Statistical  data 
furnished  by  Doctor  S.  A.  Cosgrove  of  the  Margaret 
Hague  Maternity  Hospital  in  Jersey  City,  New  Jer- 
sey, found  3 instances  in  122,000  pregnancies.  Our 
own  studies  were  divided  into  3 groups  in  which  the 
first  include  those  pregnant  women  with  co-existent 
active  malignant  melanoma.  The  second  group 
consisted  of  patients  in  the  post  partum  stage,  with 
malignant  melanoma,  who  had  recognized  changes 
occurring  in  pre-existing  nevi  during  their  preg- 
nancy, and  a third,  less  important  group,  were  those 
patients  who  previously  had  had  malignant  mela- 
noma and  subsequently  became  pregnant.  The  dis- 
ease commonly  is  fatal  when  it  develops  during  preg- 
nancy, but  a number  of  patients  w'ho  have  been 
treated  surgically  for  malignant  melanoma  and  sub- 
sequently became  pregnant  have  experienced  long 
term  cures.  In  contradistinction  to  the  regional 
distribution  of  melanomas  experienced  in  a series 


as  a whole,  those  which  developed  during  pregnancy 
were  preponderantly  on  the  trunk.  In  conclusion, 
it  may  be  stated  that  the  prognosis  for  malignant 
melanoma  occurring  in  young  i)regnant  women  is 
much  worse  than  obtains  for  the  disease  occurring 
at  other  times  of  life,  or  in  the  male. 

THE  PLACENTAL  TRANSMISSION  OE 
MELANOMA  FROM  MOTHER  TO  INFANT 

Based  on  the  infrequency  of  case  reports,  the 
transmission  of  malignant  melanoma  in  a pregnant 
mother  to  her  infant  in  utero  is  a rare  incident. 
Although  infants  with  pre-pubertal  melanomas  seem 
to  possess  a humoral  resistance  to  its  invasion  and 
spread,  the  child  in  utero  has  no  resistance  to  the 
growth  and  dissemination  of  a homologous  graft 
of  melanoma  cells  from  the  mother  transmitted 
through  the  placenta.  A bona  fide  case  of  such 
placental  transmission  has  been  reported  from  the 
Memorial  Cancer  Center  by  Dargeon.  The  metas- 
tatic melanoma  involved  the  placenta,  invaded  the 
chorionic  villi  and  had  blood-borne  metastases  de- 
veloping by  way  of  the  umbilical  vein  to  the  liver 
and  thence  generalization  of  the  disease. 

VISCERAL  METASTASES  FROIM 
MELANOISIA 

Postmortem  examinations  on  patients  dying  of 
malignant  melanoma  in  the  Memorial  Cancer  Center 
reveal  the  remarkable  fact  that  metastases  to  bone 
occur  in  49  per  cent  of  patients;  to  the  heart  in 
44  per  cent,  and  to  the  brain  in  38  per  cent.  We 
are  so  cognizant  of  this  occurrence  that  in  patients 
with  melanomas  which  have  metastasized  even  to 
regional  lymph  nodes  electrocardiographic  studies 
and  often  electro-encephalograms  are  made,  even  in 
the  absence  of  symptoms.  With  proper  corrections 
for  the  relative  incidence  of  the  various  major 
varieties  of  cancer  the  malignant  melanoma  metas- 
tasizes to  brain  more  commonly  than  any  other 
tumor,  exceeding  even  cancer  of  the  breast  and  bron- 
chogenic carcinoma.  Melanomas  metastasize  with 
some  frequency  to  the  mucosa  of  the  gastrointestinal 
tract,  and  in  some  instances  produce  polypoid  tumors 
which  intussuscept  and  require  surgical  resection  of 
the  small  intestine.  Such  postmortem  examinations 
reveal  the  fact  that  the  malignant  melanoma  often 
metastasizes  by  the  blood  vascular  route,  with  wide- 
spread visceral  dissemination;  these  patients  in- 
evitably are  lost,  and  account  for  the  high  percentage 
of  failures  which  attend  even  the  most  radical  sur- 
gical treatment.  It  is  evident,  also,  from  these 
studies  that  the  malignant  melanoma  possesses  the 
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ability  to  grow  in  whatever  tissue  it  lodges,  and  that 
it  does  not  possess  the  differential  selectivity  for 
metastatic  deposits  that  so  commonly  characterizes 
other  varieties  of  cancer.  Occasionally  the  first  evi- 
dence of  visceral  dissemination  is  an  almost  im- 
[)erceptible.  slight  grayish  pallor  of  the  skin  ex- 
perienced in  many  patients  with  malignant  mela- 
noma. The  early  recognition  of  this  phenomenon  is 
a matter  of  experience.  In  some  patients  the  colora- 
tion of  the  skin  proceeds  to  the  point  of  actual 
blueness,  or  melanosis,  of  a degree  as  intense  as  that 
seen  in  .\rgyria. 

.\XO-RECTAL  MELANOMA 

Considering  the  many  thousands  of  proctoscopies 
which  are  performed  each  year,  it  is  surprising  that 
pigmented  nevi  seldom  are  encountered  or  recognized 
within  the  anal  canal.  The  malignant  melanoma 
of  the  ano-rectal  canal  is  a rare  tumor  comprising 
only  approximately  1.25  per  cent  of  all  cancers  of 
this  region.  The  discovery  of  a bluish-black  poly- 
poid localized  lesion,  associated  with  bleeding  on 
defecation  may  lead  to  a temporary  error  in  diag- 
nosis, being  mistaken  for  hemorrhoids. 

The  prognosis  for  ano-rectal  melanomas  is  worse 
than  for  any  other  primar}’  regional  location  of  this 
tumor.  The  act  of  defecation  constantly  traumatizes 
these  melanomas  and  may  contribute  to  ulceration 
and  infection  with  consequent  early  dissemination 
both  by  the  lymphatic  and  blood  vessel  routes.  The 
dissemination  of  the  melanoma  via  the  portal  venous 
system  to  the  liver  is  of  such  frequent  occurrence  as 
to  militate  against  a high  rate  of  curability  even 
by  the  most  radical  local  surgical  attack. 

Lymph-borne  metastases  from  ano-rectal  mela- 
nomas extend  upward  along  the  superior  hemor- 
rhoidal vessels  to  the  same  lymph  nodes  which  drain 
the  rectum  proper,  even  as  high  as  the  origin  of  the 
inferior  mesenteric  artery.  Metastases  also  spread 
laterally  to  be  deposited  in  the  iliac  and  obturator 
lymph  nodes.  Furthermore,  by  way  of  the  peri-anal 
lymphatics  metastase-s  occur  with  some  frequency 
into  the  medial  superficial  inguinal  lymph  nodes. 

Malignant  melanomas  of  the  ano-rectal  canal  even 
of  the  most  minute  size  require  a radical  abdomino- 
perineal rectal  resection  even  more  urgently  than  is 
indicated  for  the  average  adenocarcinoma  of  the 
rectum.  In  addition  to  the  classical  abdomino-peri- 
neal  rectal  resection,  the  operation  should  consist  of 
a pelvic  lymph  node  dissection  and  a bilateral  dis- 
section of  the  inguinal  and  femoral  lymph  nodes  in 
continuity  with  the  anus  by  removing  a wide  strip 


of  skin  and  subcutaneous  tissue  with  the  fascia 
intei^-ening  between  the  groin  and  the  perineum,  the 
procedure  being  done  in  one  continuous  seance. 

The  curability  of  ano-rectal  melanoma  has  been 
extremely  low,  perhaps  because  the  initial  step  in 
treatment  has  not  been  of  a radical  character  here- 
with described.  It  is  our  hope  that  the  routine 
application  of  this  radical  procedure  will  afford 
greater  opportunity  for  cure  in  the  case  of  ano- 
rectal melanomas,  providing  the  disease  has  not 
metastasized  already  by  the  blood  vascular  route. 

MALIGNANT  MELANOMA  OF  THE 
GENITALS 

Malignant  melanomas  occur  with  much  greater 
frequency  on  the  vulva  and  outer  vaginal  third 
external  to  the  hymeneal  orifice  than  they  do  on  the 
male  genitals.  If  the  melanoma  should  involve  the 
cutaneous  envelope  of  the  body  of  the  penis,  together 
with  the  prepuce,  metastases  usually  appear  first 
within  the  superficial  inguinal  lymph  nodes  and  the 
groin  dissection  in  these  instances  may  be  of  super- 
ficial character  without  extension  above  the  inguinal 
ligaments.  If  metastases  are  evident  even  tliough 
demonstrable  unilaterally,  a bilateral  dissection  of 
the  groins  should  routinely  be  done  because  the 
collecting  lymphatic  trunks  at  the  root  of  the  organ 
separate  and  diverge  to  the  right  and  left  sides. 
Whenever  the  glans  penis  is  involved  with  the 
melanoma  the  problem  is  complicated  greatly  because 
the  E mphatic  drainage  of  this  part  of  the  organ  may 
be  not  only  into  the  superficial  inguinal  lymph  nodes, 
but  more  deeply  into  the  external  iliac  or  hypogastric 
lymph  nodes  without  intervening  stops.  Further- 
more, one  must  consider  the  existence  of  a group  of 
two  or  three  prepubic  lymph  nodes  which  are  situ- 
ated in  the  midst  of  the  presymphyseal  lymphatic 
plexus  which  drains  the  lymphatics  of  the  glans 
and  in  turn  empties  into  the  external  iliac  lymph 
nodes.  Therefore,  the  proper  surgical  procedure  for 
malignant  melanomas  of  the  glans  penis,  particularly 
when  the  external  urethra  is  implicated,  should  be 
a radical  penectomy  with  bilateral  groin  dissection 
and  extension  of  the  dissection  to  include  the  iliac 
and  obturator  lymph  nodes. 

Melanomas  of  the  clitoris  occur  with  some  fre- 
quency and  disseminate  through  the  lymphatics  in 
the  same  distribution  as  occurs  with  melanomas 
of  the  glans  i:)enis,  i.e.,  they  are  prone  to  extend 
deeply  into  the  iliac  lymph  nodes  above  the  inguinal 
ligaments.  The  vulva  is  so  abundantly  supplied 
with  a network  of  anastomosing  lymphatics  that 
metastases  from  any  portion  of  the  vulva  may  spread 
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bilaterally  or  contralaterally  to  the  groins.  There- 
fore, all  melanomas  of  the  vulva  are  suspected  of 
bilateral  inguinal  metastases.  Groin  dissection  asso- 
ciated with  vulvectomy  should  be  bilateral,  always, 
and  a radical  vulvectomy  done  in  one  stage  routinely 
includes  bilateral  groin  dissection  even  in  the  ab- 
sence of  clinical  evidence  of  metastases  to  these 
nodes.  Whenever  the  melanoma  extends  upward 
along  the  vaginal  mucosa,  a radical  \Tilvectomy 
should  be  accompanied  by  a vaginectomy,  because 
of  the  frequency  with  which  internal  pelvic  lymph 
node  metastases  are  found.  Melanomas  involving 
the  outer  vaginal  third,  that  is  to  say  the  portion  of 
the  vagina  external  to  the  hymeneal  orifice,  which 
embryologically  is  identical  in  its  lymphatic  drain- 
age with  the  external  vulva,  may  be  treated  by  the 
orthodox  method  of  radical  vulvectomy  with  bilateral 
groin  dissection. 

SUBUNGUAL  MELANOMA 

A frequent  location  of  melanoma  is  in  the  nail 
bed,  where  it  is  known  as  subungual  melanoma — 
or  by  the  term  melanotic  whitlow,  as  described  by 
Jonathan  Hutchinson.  The  malignant  melanoma 
more  frequently  is  seen  in  this  location  than  is  its 
benign  precursor  the  pigmented  nevus,  although  the 
latter  does  occur.  Subungual  melanomas  frequently 
are  confused  with  subungual  hematomas,  with 
chronic  paronychial  infections  and  with  subungual 
hyperkeratoses.  Many  of  the  subungual  melanomas 
are  non-pigmented  and  because  of  this,  the  majority 
of  patients  have  had  partial  or  complete  removal 
of  the  nail  bed  with  such  traumatic  procedures 
as  curettage  and  partial  excision  before  the  true 
nature  of  the  disease  is  recognized  and  a biopsy 
studied  microscopically.  The  average  patient  has 
had  two  minor  operations  of  this  character  before  the 
true  nature  of  the  subungual  melanoma  was  estab- 
li.shed.  The  suffusion  of  the  melanotic  pigment  may 
extend  far  beyond  the  nail  bed,  and  this  character- 
istic halo  of  pigment  at  the  tip  of  the  finger  and 
along  the  lateral  aspects  of  the  nail  surface  often 
is  pathognomonic  in  the  establishment  of  a correct 
diagnosis. 

The  cure  rate  for  subungual  melanoma  in  spite 
of  previous  surgical  trauma  is  higher  than  for 
melanomas  of  many  other  locations,  probably  due 
to  the  willingness  of  the  average  patient  to  give 
consent  for  the  sacrifice  of  a digit  by  amputation, 
which  he  will  not  so  readily  do  for  melanomas  in- 
volving a major  e.xtremity. 


THE  SURGICAL  TREATxMENT  OF 
MALIGNANT  MELANOMA 

.■\lthough  the  majority  of  malignant  melanomas 
can  be  identified  by  inspection,  some  are  so  early 
in  their  manifestations  and  so  closely  simulate  a 
heavily  pigmented  junctional  nevus  that  microscopic 
verification  is  necessary.  Under  these  circumstances, 
one  does  not  excise  a portion  of  the  lesion  for 
study  but  performs  an  excisional  biopsy  by  removing 
the  suspected  pigmented  tumor  into  its  entirety,  using 
a liberal  but  not  extravagant  margin  and  effecting 
primary  wound  closure. 

Once  the  diagnosis  of  malignant  melanoma  is 
made  then  a very  wide  sacrifice  of  surrounding  skin, 
subcutaneous  fat  and  fascia  should  be  done.  The 
same  principle  obtains  here  as  Halsted  advised  for 
cancer  of  the  breast,  namely — to  remove  a sufficiency 
of  skin  and  not  primarily  to  be  concerned  about  the 
ease  of  skin  approximation.  The  incision  should 
go  so  deep  as  to  constitute  a three  dimensional 
dissection,  because  not  only  .should  it  extend  far 
beyond  the  limits  of  the  tumor  as  to  surface  dimen- 
sion but  to  remove  the  fascia  overlying  the  muscles 
in  order  to  extirpate  the  adjoining  lymphatics  in 
the  neighborhood  of  the  melanoma.  The  removal, 
of  the  skin  in  the  majority  of  locations,  for  example 
on  the  lower  extremities,  is  so  great  as  to  neces- 
sitate the  immediate. application  of  a skin  graft  in 
the  majority  of  cases.  On  the  face  the  excision 
should  still  be  three  dimensional  and  the  defect 
closed  by  transposed  flaps  in  order  to  give  the  best 
possible  cosmetic  restoration.  On  the  trunk  huge 
defects  can  be  closed  sometimes  by  lateral  sliding 
flaps  and  by  large  Z-plasties,  but  if  they  are  im- 
practical then  free  skin  transplants  may  be  required. 

Whenever  the  melanoma  is  closely  adjacent  to 
regional  lymj)h  nodes  and  the  operation  of  ex- 
cision and  dissection  in  continuity,  or  monobloc 
dissection,  is  planned,  the  extent  of  the  incision  is 
such  that  primary  wound  closure  can  almost  always 
be  effected.  The  prognosis,  of  course,  is  best  when 
the  melanoma  is  widely  excised  before  metastasis 
has  occurred.  It  is  not  always  possible  to  detect 
metastasis  in  the  early  stage  of  melanoma,  and  to 
know  whether  the  metastases  have  disseminated 
through  the  lymphatic  or  blood  vascular  routes. 
Melanomas  which  seem  to  disseminate  by  way  of 
the  regional  lymphatics  often  are  amenable  to 
radical  surgical  treatment,  but  those  melanomas 
which  spread  through  the  venous  channels  ultimately 
develop  visceral  metastases  and  hence  are  incurable 
from  the  time  this  accident  happens. 
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EXCISION  AND  DISSECTION  IN 
CONTINUITY  FOR  PRIMARY 
AND  METASTATIC  J^IELANOMA 

\\'hen  a malignant  melanoma  is  so  situated  in  the 
skin  as  to  be  closely  adjacent  to  the  first  relay  of 
lymph  nodes,  and  to  which  one  reasonably  might 
expect  metastases  to  occur,  the  principle  of  mono- 
bloc excision  and  dissection  in  continuity  may  be 
practiced.  This  princij)le  includes  the  removal  of  an 
elliptical  segment  of  skin  including  the  primar}' 
melanoma,  the  intervening  skin  between  the  site  of 
the  melanoma  and  the  axilla  or  groin  or  neck,  and  a 
dissection  of  the  lymph  node  bearing  region  to- 
gether with  a wide  excision  of  the  underlying  fat 
and  fascia  down  to  and  exposing  the  muscles  over 
this  region.  The  operation  always  is  completed  by 
a thorough  dissection  of  the  regional  lymph  nodes 
that  may  be  implicated  by  metastasizing  melanoma. 
As  a rule,  the  dissection  of  fat  and  fascia  is  much 
wider  than  the  sacrifice  of  skin.  This  principle, 
which  first  was  advocated  by  Halsted  for  the  treat- 
ment of  breast  cancer,  finds  suitable  application  for 
all  malignant  melanomas  metastasizing  by  the  lym- 
phatic system,  but  it  requires  an  ingenious  planning 
of  incisions  to  encompass  the  primary  melanoma  and 
the  regional  lymph  nodes,  this  being  due  to  the 
infinite  number  of  locations  in  which  the  malignant 
melanoma  may  occur.  By  this  means  not  only  the 
primary  tumor  and  the  first  relay  of  metastases  in 
regional  lymph  nodes  are  removed,  but  the  inter^-en- 
ing  lymphatics  as  well.  Theoretically  this  measure 
should  restrain  the  great  tendency  for  metastases  to 
develop  in  the  intervening  tissues  between  the  pri- 
mary site  and  regional  lymph  nodes.  The  adoption 
of  this  principle  in  the  treatment  of  malignant 
melanomas  has  perceptibly  improved  the  end  results. 

INDICATIONS  FOR  AMPUTATION 
OF  EXTREMITIES 

Sometimes  the  condition  exists  wherein  the  pri- 
mar}' malignant  melanoma  is  situated  in  the  skin 
at  a remote  site  from  the  regional  lymph  nodes  in- 
volved by  metastasis;  for  example,  in  melanoma  on 
tlie  sole  of  the  foot  with  metastases  to  the  femoral  and 
inguinal  lymph  nodes,  or  a melanoma  occurring  in 
the  nail  matrix  of  a finger  with  metastases  in 
axillary  lymph  nodes.  With  such  an  enormous  in- 
tervening distance  between  the  primary  melanoma 
and  the  metastases  in  regional  lymph  nodes  it  is  not 
possible  by  any  technical  oj)erative  procedure  to 
remove  both  the  primary  and  the  metastatic  foci  with 
the  di.ssection  of  all  the  intervening  lymphatics  be- 


tween the  two  sites.  It  is  our  opinion  that  it  is 
hazardous  to  permit  any  of  the  intervening  lympha- 
tics to  remain  because  with  the  dissemination  of 
malignant  melanoma  by  way  of  the  myriad  of  lym- 
phatic vessels  and  their  sluggish  circulation,  the 
accidental  lodgment  of  the  melanoma  cells  anywhere 
en  route  inevitably  would  lead  to  local  recurrence 
in  the  arm  or  leg.  This  complication  has  occurred 
so  frequently  in  patients  having  an  amputation  of 
a toe  with  groin  dissection,  for  example,  with  metas- 
tases occurring  subsequently  in  the  skin  and  sub- 
cutaneous tissues  of  the  intervening  leg,  that  it  was 
realized  that  a more  radical  operation  must  be 
planned. 

Although  the  patient  and  his  physician  might 
consent  immediately  to  such  a radical  operation  as 
hip  joint  disarticulation  for  a bone  sarcoma  of  the 
femur,  it  has  been  difficult  to  secure  consent  for  this 
operation  in  the  case  of  a small  melanoma  on  the 
ankle  with  metastases  to  femoral  lymph  nodes,  and 
yet  the  disease  is  as  fatal  as  other  types  of  cancer 
that  have  more  frightening  aspects.  Except  under 
most  unusual  circumstances  it  probably  is  safer  for 
the  patient  who  has  a melanoma  of  the  hands  or 
feet  with  metastases  to  the  axilla  or  groin,  respec- 
tively, to  submit  to  an  amputation  of  the  entire  ex- 
tremity plus  dissection  of  the  regional  l}'mph  nodes. 
Only  by  such  measures  can  all  of  the  intervening 
lymphatic  network  be  removed  and  with  it  the  danger 
of  deposition  of  melanoma  cells  and  local  recurrence 
in  the  intervening  tissues.  In  other  words,  in  the 
lower  extremities  and  in  the  majority  of  cases  the 
patient  probably  should  undergo  a hip  joint  dis- 
articulation with  dissection  of  the  deep  Ivmph  nodes 
in  the  groin.  In  the  upper  extremity  with  a similar 
situation  of  malignant  melanoma  of  the  hand,  metas- 
tatic to  axillar}'  lymph  nodes,  the  preferable  treatment 
would  be  an  interscapulo-thoracic  amputation — this 
is  a removal  of  the  scapula,  the  clavicle  and  the  entire 
upper  extremity,  associated  with  dissection  of  the 
lower  cervical  lymph  nodes.  In  such  an  operation 
the  axilla  is  removed  rather  than  dissected,  and  the 
surgeon  has  greater  assurance  of  carrying  the  dis- 
section superior  to  the  upper  limits  of  dissemination 
of  the  melanoma. 

It  is  admitted  that  there  have  been  a few  cases 
in  our  experience  in  which  the  discontinuous  opera- 
tion of  amputation  of  a digit  and  independent  axil- 
lary or  groin  dissection  has  resulted  in  five-year 
definitive  cures.  Neverthless,  the  number  of  these 
patients  is  so  few  in  comparison  with  the  large 
group  of  failures  that  one  is  reluctant  to  advise 
such  conservative  procedures  excejjt  in  aged  subjects. 
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Treatment  for  “MS”  Found  Useless 


Previous  indications  that  a vitamin-B-like  syn- 
thetic drug  might  help  multiple  sclerosis  patients 
were  unfounded,  further  research  has  shown.  Two 
groups  of  researchers  say  that  isoniazid,  used  suc- 
cessfully against  tuberculosis,  has  little  effect  on 
the  course  of  multiple  sclerosis  over  long  periods. 

MS,  as  it  is  sometimes  called,  is  a disease  of 
unknown  cause  which  attacks  the  nervous  system, 
resulting  in  weakness,  incoordination.  Jerking  of 
limbs  and  other  symptoms.  No  cure  is  known.  Two 
reports  on  attempts  to  treat  MS  by  isoniazid  ap- 
peared in  the  January  19  Journal  of  the  American 
Medical  Association. 

Two  years  ago,  Drs.  John  T.  Kurtzke  and  Louis 
Berlin,  White  Plains,  N.Y.,  reported  striking  im- 
provement in  hospitalized  patients  given  isoniazid 


for  less  than  three  months.  Since  then  they  have 
conducted  tests  on  more  patients  for  longer  periods. 
They  reported  that  isoniazid  resulted  in  about  the 
same  improvement  as  would  be  expected  without 
any  treatment.  Patients  still  receiving  isoniazid 
after  discharge  from  the  hospital  had  periods  of 
worsening  at  about  the  same  rate  as  those  not 
getting  it. 

Another  article  in  the  issue  reported  a study  in 
11  Veterans  .Administration  hospitals  in  which  186 
patients  with  MS  were  studied  for  at  least  nine 
months.  This  study,  stimulated  by  the  original  re- 
port of  Drs.  Kurtzke  and  Berlin,  also  showed  that 
the  drug  had  no  effect  on  MS. 

The  VA  researchers  were  headed  by  Dr.  Benedict 
Nagler  of  the  V.A.  central  office,  Washington,  D.C. 
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Temporal  Bone  Surgery 


\ SURVEY  of  the  the  temporal  bone  surgery, 
performed  at  the  University  of  Virginia  Hos- 
pital during  the  i)ast  ten-year  period,  was  conducted 
for  several  reasons. 

First,  observations  made  by  Davison^,  Cawthorne-, 
and  Goodale^  stimulated  our  interest  in  this  subject. 
In  Davison’s  hospital  (Danville,  Pa.)  one  with  an 
active  otolaryngologic  service,  he  noted  that  there 
had  been  no  mastoidectomies  required  in  any  case 
treated  initially  by  him  for  acute  otitis  media,  in  the 
past  ten  years;  and  in  the  period,  1945  to  1954,  there 
had  been  only  three  deaths  from  complications  of 
otitis  media.  Cawthorne  (London)  observed  that 
the  sharp  decline  in  surgery  for  suppurative  ear  dis- 
ease had  been  more  than  compensated  for  by  the 
necessity  of  temporal  bone  operations  for  nonsup- 
purative ear  conditions,  such  as  those  concerned  w'ith 
hearing  (deafness) , balance  (Meniere’s  disease),  and 
facial  movements  (facial  nerve  palsy).  Goodale 
and  Montgomery’s  essay  dealt  with  some  of  the  prob- 
lems that  still  may  arise  from  otitis  media  and  the 
dangers  inherent  in  the  nonsurgical  concept  of  acute 
suppurative  otitis  media. 

Secondly,  being  aware  of  the  demand  for  and  lack 
of  well-trained  otolaryngologists,  we  were  interested 
in  the  material  now  available  for  otological  training. 

As  all  who  practiced  medicine  in  the  pre-antibiotic 
era  know,  there  has  been  a pronounced  decrease  in 
the  number,  severity,  and  complications  of  suppura- 
tive infections  in  all  parts  of  the  body,  due  to  the 
effectiveness  of  the  many  antibacterial  drugs.  As  far 
as  otology  is  concerned,  this  has  resulted  in  a marked 
diminution  in  the  number  of  surgical  procedures 
required  for  temporal  bone  disease.  However,  as  will 
be  evident,  this  change  is  not  by  any  means  hun- 
dred per  cent  favorable,  and  one  is  still  confronted 
with  problems  in  the  treatment  of  diseases  of  the 
ear,  mastoid  process,  and  other  portions  of  the  tem- 
poral bone.  .\s  these  conditions  require  specialized 
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knowledge,  someone  trained  in  the  management  of 
them  should  be  available  if  the  welfare  of  the  patient 
is  to  be  guarded. 

For  instance,  we  believe  that,  theoretically,  if  ever)' 
case  of  acute  suppurative  otitis  media  were  treated 
early  and  adequately  with  a suitable  antibacterial 
drug,  plus  surgical  drainage  if  middle  ear  fluid  is 
present,  then  surgical  and  nonsurgical  complications 
of  otitis  media  would  be  practically  nonexistent. 
We  hasten  to  observe,  for  the  benefit  of  some  of  our 
colleagues  in  other  fields,  that  we  do  not  intend  to 
give  the  impression  that  we  believe  myringotomies 
necessary  in  all  cases  of  otitis  media  within  the 
first  24  to  48  hours  of  the  infection.  However,  if 
response  to  treatment  is  not  favorable  and  there  is 
evidence  of  fluid  in  the  middle  ear,  especially  if  it 
is  purulent  in  character,  then  the  patient  will  bene- 
fit by  incision  of  the  drum  and  the  drainage  gained 
therefrom.'* 

Returning  to  the  survey,  interesting  data  was  ob- 
tained from  examination  of  the  records,  some  of 
which  are  of  primary  interest  to  the  otolaryngologist, 
and  our  plans  are  to  utilize  this  material  for  a 
future  presentation.  However,  some  information 
was  acquired  which,  we  think,  is  of  general  inter- 
est, and  this  will  be  presented  with  the  aid  of  sev- 
eral charts. 

During  a ten-year  period  between  July  1946 
through  June  1956,  the  records  of  449  patients,  who, 
for  various  reasons,  had  submitted  to  some  typ>e 
of  temporal  bone  surgery,  were  studied.  The  opera- 
tions were  performed  by  all  members  of  the  Visit- 
ing and  Resident  Staffs  of  the  Department  of  Oto- 
laryngolog)’.  In  approximately  one-half  of  the  cases, 
the  Senior  Resident  was  the  operator,  assisted  by 
a visiting  staff  member  and/or  Junior  Resident.  In 
about  two-thirds  of  the  remaining  cases,  the  Senior 
Resident  served  as  first  assistant. 

No  procedures  of  stapes  mobilization  (stapedolysis 
for  correction  of  hearing  deficiency — 25  in  number) 
were  included  in  the  group  surveyed. 

Five  hundred  and  four  surgical  procedures  were 
performed  on  the  449  patients  (Table  I).  Thus, 
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Table  I 

Surgery  of  the  Temporal  Bone 
July  1946-Juiie  1956 


Total  Number  of  Patients 449 

Total  Number  of  Operative  Procedures 504 


55  patients  had  bilateral  ear  operations  or  multiple 
procedures  were  performed  upon  the  same  ear.  For 
example,  some  cases  required  bilateral  mastoidec- 
tomies, and  others  revision  of  previous  operations 
because  of  persistent  otorrhea. 


Table  II 


Year 

Procedures/yr. 

Patients/j'r. 

1946-1947 

37 

35 

1947-1948 

43 

42 

1948-1949 

49 

44 

1949-1950  

48 

39 

1950-1951  

41 

38 

1951-1952 

53 

47 

1952-1953 

46 

42 

1953-1954 

66 

57 

1954-1955 

53 

47 

1955-1956 

68 

58 

Total  10 

yrs.. . . 

504 

449 

Mobilization 
(25  cases). 

of  stapes  not  included 

in  this  survey 

Table  III 
Type  of  Disease 
Infections  Non-Infections 


Otoscle-  Miscel- 


Year 

Acute 

Chronic 

rosis 

laneous 

1946-1947 

4 

27 

3 

3 

1947-1948 

2 

34 

6 

1 

1948-1949 

4 

39 

5 

1 

1949-1950 

4 

31 

13 

0 

1950-1951  

5 

29 

5 

2 

1951-1952 

1 

39 

12 

1 

1952-1953 

3 

28 

14 

1 

1953-1954 . . . . 

4 

38 

24 

0 

1954-1955 

5 

23 

22 

3 

1955-1956 

5 

48 

8 

7 

Total  10  yrs. . . 

37 

336 

112 

19 

Totals 373  131 


Congenital  Anomalies  and  Infection 3 

Tuberculous  Otitis  and  Mastoiditis 2 


of  cases  transferred  from  other  services  after  initial 
hospitalization. 

Operations  for  infections,  373  in  all,  indicated 
a marked  difference  in  number  between  those  re- 
quired for  acute  and  those  for  chronic  infection. 
In  tire  pre-antibacterial  era,  this  ratio  was  not  nearly 


ENT  ADMS. 
HOSPITAL  ADMS. 


1,042  1,270  1,278  1,291  1,054  985  1,026  1,141  1,175  1,107 

13,257  14,012  14,468  15,223  15,049  14,618  13,961  14,419  14,067  14,765 


Reference  to  Table  II  and  the  accompanying 
graph  demonstrates  a gradual  increase  in  the  num- 
ber of  operations  since  1946,  all  of  which  are  not 
accounted  for  by  performance  of  the  fenestration 
procedure  for  defective  hearing.  For  instance,  in 
the  year  1956,  the  increase  in  the  number  of  opera- 
tions was  due  to  a rise  in  the  incidence  of  suppura- 
tive ear  disease,  and  occurred  in  a period  when  there 
was  a slight  decrease  in  the  number  of  patients 
admitted  to  the  Otolaryngologic  Service.  Inciden- 
tally, the  figure  in  Graph  I represents  only  those 
patients  admitted  to  the  Otolaryngologic  Service  pri- 
marily, and  does  not  include  a significant  number 


as  apparent.  We  are  under  the  impression  that 
since  the  development  of  the  antibacterial  drugs, 
the  decrease  in  acute  mastoid  and  ear  infections  has 
been  accompanied  by  a relative  increase  in  chronic 
infections  of  the  same  areas. 

In  the  group  of  surgical  procedures,  for  nonin- 
fectious  conditions,  is  the  fenestration  operation  for 
the  restoration  of  hearing  (Table  III).  As  one 
would  anticipate  in  view  of  the  recent  good  results 
with  the  stapes  mobilization  procedure,  the  fenetra- 
tion  operation  will  decrease  in  frequency,  although 
it  has  been  eminently  successful  in  restoring  hear- 
ing and  will  still  be  indicated  in  certain  groups  of 
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patients.  The  remaining  operations  studied  in  this 
category,  19  in  number,  have  been  listed  in  a mis- 
cellaneous group  in  Table  IV.  Time  does  not  permit 
any  elaboration  here  except  to  observe  that  congeni- 
tal anomalies  of  the  ear  (1.3%  of  total)  occurred 
more  often  than  we  had  anticipated.  Four  intrinsic 
malignant  neoplasms  of  the  middle  ear  were  en- 
countered, only  one  of  which  has  a six-year-plus 
survival  period  following  surgery  and  irradiation. 
The  procedures  for  seventh  nerve  palsies  and  spasm 
were  decompression  and  neurolysis. 

Meniere's  disease  requiring  surgery  is  rare  in  our 

T.\ble  1\' 


1.  Neoplasms  (Ear) 7 

Malignant 

Epidermoid  Carcinoma  (Intrinsic) .3 

Angioendothelioma 1 

Eenign 

Glomus  .Jugul are 2 

Primary  Cholesteatoma — Mastoid  Pro- 
cess  1 

2.  Congenital  .\tresia — Ear  Canal *3 

3.  Traumatic  Seventh  Nerve  Paralysis 2 

4.  Bell’s  Palsy 1 

5.  IMeniere’s  Disease 1 

6.  Hemifacial  Spasm 1 

7.  Exploration  Normal  Mastoid 1 


23 

*Three  additional  anomalies  of  this  type  classified 
under  infections — (Total  6). 

experience.  .A.  total  of  18  patients  have  been  oper- 
ated upon  for  this  condition  at  the  University  of 
Virginia  Hospital  in  the  past  ten  years.  Differen- 
tial section  of  the  eighth  nerve,  by  the  neurosurgeons, 
has  been  the  procedure  of  choice.  However,  the 
simpler  otological  procedure,  labryinthectomy,  may 
be  utilized  at  times  in  those  patients  who  have  no 
useful  hearing  in  the  offending  ear. 

Thirty-one  (6.9%)  of  the  cases  had  a complica- 

T.\ble  V 

CoMPLIC.VTIOXS  OF  E.CR  INFECTION'S  Di.CGXOSED 
Upon  Admission 

No. 

Complications  Patients 

9 

i 

6 
4 


2 

1 

31 


Meningitis 

Subperiosteal  Abscess 

Facial  Paralj'sis . 

Brain  Abscess . 

Lateral  Sinus  Thrombosis. 

Labyrinthitis 

Petrositis 


tion  of  the  ear  and  mastoid  infection  which  neces- 
sitated urgent  operation,  meningitis  being  the  most 
common  (Table  V).  There  were  no  deaths  result- 
ing from  temporal  bone  surgery  per  se.  Seven 
deaths  occurred,  one  of  which  was  listed  as  due  to 
tuberculous  leptomeningitis,  an  ear  infection,  and 
operation  being  noncontributive.  Two  cases  expired 
of  meningitis,  and  one  of  brain  abscess,  as  the  result 
of  infections  of  otogenous  origin.  The  remaining 
deaths  were  caused  by  malignant  neoplasms.  The 
over-all  death  rate  of  1.6%  seemed  surprisingly  low 
to  us. 

SUMMARY 

From  this  rather  brief  summar\-  of  a survey  of 
504  procedures  performed  upon  449  patients,  we 
conclude  that: 

Adequate  but  not  abuandant  material  for  residency 
training  is  available.  This  must  be  supplemented 
by  self-initiated  study  and  work  in  the  anatomical 
laboratories  and  in  the  morgue. 

There  is,  possibly,  an  increasing  number  of  cases 
of  chronic  suppurative  ear  disease  requiring  surgery. 

The  number  of  operations  for  non-infectious  ear 
disorders,  excepting  those  for  deafness,  was  not  as 
large  as  one  would  anticipate,  and  indicates  con- 
ser\’atism  in  the  surgical  attack  upon  such  conditions 
as  Bell's  palsy  and  Meniere’s  disease,  in  our  hos- 
pital. 

The  finding  of  a low  over-all  death  rate  as  the 
result  of  ear  disease  and  no  deaths  as  the  conse- 
quence of  aural  surger)’  is  an  encouraging  disclosure. 
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Bacterial  Meningitis  in  Infants  and  Children 

JOHN  D.  FRENCH,  M.D. 
Richmond,  Virginia 


^T^HERE  HAVE  been  several  excellent  reviews 
of  purulent  meningitis  in  current  pediatric  liter- 
atured-^  They  stimulated  interest  in  studying  men- 
ingitis as  it  was  seen  and  treated  in  Virginia.  One 
hundred  fifty  consecutive  cases  of  bacterial  men- 
ingitis admitted  to  the  Pediatric  Service  of  the 
Medical  College  of  Virginia  between  January,  1953, 
and  January,  1956,  were  reviewed.  Cases  of  tuber- 
culous origin  were  not  included. 


we  see  that  the  largest  proportion  of  the  children 
become  ill  at  an  age  when  it  is  extremely  difficult 
to  make  an  early  diagnosis.  These  figures  only  serve 
to  confirm  previously  known  facts.^ 

Bacterial  meningitis  is  primarily  a disease  occur- 
ring in  the  winter  and  spring.  This  is  at  a time 
when  respiratory  illnesses  are  prevalent,  and  also 
at  a time  when  the  physician  is  overworked  and  tired. 
A practitioner  must  be  on  his  toes  to  differentiate 


YEARS 
Fig.  1 


AGE  AND  SEASONAL  INCIDENCE 

The  greatest  number  of  cases  occurred  within 
the  first  year  of  life.  (Fig.  1)  Of  the  si.xty-two 
infants  contracting  meningitis  before  their  first  birth- 
day, thirty  were  less  than  three  months  old.  Thus 
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meningitis  from  a case  of  “’flu”  or  “a  virus  that's 
running  around”.  According  to  Smith  and  Herring'*, 
a peak  rise  in  case  number  occurred  in  December. 
We  had  more  cases  in  January  than  in  December. 
(Fig.  2)  An  unexplained  drop  in  admissions  was 
noted  in  March  in  our  series,  while  Smith  had  about 
an  equal  number  in  March  and  April  as  in  January 
and  February. 
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Fig.  2 


ETIOLOGY 

The  largest  percentage  of  the  patients  had  menin- 
gococcal meningitis.  23.3%  of  the  children  had 
an  Hemophilus  influenzae  infection.  28%  had  men- 
ingitis and  no  organism  could  be  identified.  The 
pneumococcus  was  involved  in  9.3%  of  the  cases. 
E.  coli,  Proteus,  Pseudomonas,  and  Salmonella 
caused  the  remaining  4.7%. 

All  of  the  cases  due  to  E.  coli  were  in  premature 
infants.  There  were  eighteen  infants  under  two 
months  that  had  meningitis.  Pneumococci  and  H. 
influenzae  are  supjwsed  to  be  rare  offenders  in  this 
age  group,  but  we  found  four  cases  of  each.®>® 


SYMPTOMS  AND  SIGNS 
.■\s  would  be  expected,  fever  and  stiff  neck  were 
the  most  common  findings.  (Fig.  3)  However,  only 
40%  of  the  children  under  3 months  of  age  had  a 
stiff  neck!  Many  of  the  infants  brought  in  with  the 
history  of  a “cold”  had  had  sporatic  doses  of  penicil- 
lin or  sulfa  drug  for  about  a week.  Almost  in- 
variably they  were  found  to  have  severe  H.  influen- 
zae infections  and  responded  poorly  to  specific 
therapy. 

Subnormal  temperatures,  jaundice,  failure  to  gain 
weight,  cyanosis,  and  listlessness  were  about  the  only 
findings  in  the  prematures  and  newborns  with  men- 
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ingitis.  A bulging  fontanelle  was  noted  in  only 
ten  of  the  eighty-five  children  under  two  years  of 
age. 

Fig.  3 

Sympto.vis  and  Signs 
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LABORATORY 

FINDINGS 

A lumbar  puncture  done  on  admission  to  the 
hospital  revealed  over  1,000  cells  per  cu.  mm.  in 
about  90%  of  the  patients.  The  highest  count  was 
38,000  in  a patient  dying  of  H.  influenzae.  The 
cells  seen  in  the  spinal  fluid  were  predominantly 
polymorphonuclears  on  admission.  When  repeat 
spinal  taps  were  done  a few  days  after  onset  of 
therapy,  the  total  cell  count  was  usually  lowered. 
In  some  cases,  the  lymphocytes  became  the  pre- 
dominant cells,  but  more  often  they  were  “polys”. 
No  clinical  correlation  of  this  phenomenon  was 
found. 

The  spinal  fluid  protein  was  above  75  mgm.% 
in  more  than  half  of  the  cases.  The  spinal  fluid 
glucose  level  was  below  40  mgm.%  in  about  half 
of  the  children  tested.  The  ratio  of  spinal  fluid 
glucose  to  the  blood  glucose  level  is  more  important 
than  an  isolated  spinal  glucose  finding. 

Ferguson  and  Barr"  reported  the  occurrence  of 
glycosuria  in  meningitis.  This  was  due  to  a tem- 
porary rise  in  the  blood  glucose  level.  We  found 
eight  such  cases  that  had  not  had  any  previous 
glucose  therapy. 

The  peripheral  white  cell  count  in  ninety-two 
cases  was  more  than  15,000.  The  count  ranged  from 
1,500  in  a three  day  old  infant  to  49,000  in  an 
older  child. 

THERAPY 

The  patients  at  M.C.V.  have  all  been  treated 
individually,  but  the  choice  and  dosages  of  anti- 
biotics followed  a similar  pattern.  The  meningococ- 
cal infections  were  treated  with  penicillin  and  sulfa- 
diazine. Penicillin  is  probably  not  necessary,  but 
we  still  favor  its  combination  with  the  sulfadiazine. 
Usually  a dose  of  one  million  units  of  crystalline 
aqueous  penicillin  was  given  on  admission.  This 
was  by  intravenous  or  intramuscular  route,  whichever 


was  handiest,  .\fter  a few  injections  of  the  crystal- 
line jienicillin,  it  was  discontinued  and  the  cases 
were  then  maintained  on  up  to  800,000  units  of 
repository  type  of  penicillin  daily  for  six  to  eight 
days.  The  drug  of  choice,  sulfadiazine,  was  given 
intravenously  or  subcutaneously  using  30  to  45  mgm. 
per  pound  body  weight.  This  was  followed  by  90 
mgm./lb./24  hours  for  six  to  eight  days.  The  daily 
dose  was  divided  and  given  at  four  or  six  hour 
intervals  either  subcutaneously  or  orally.  It  has 
been  stated  that  only  a single  intravenous  dose  of 
sulfadiazine  is  needed  to  treat  meningococcal  men- 
ingitis*, but  we  do  not  advocate  this  therapy. 

The  H.  influenzae  cases  received  chloramphenicol 
and  sulfadiazine.  The  sulfadiazine  administration 
was  as  described  in  the  treatment  of  meningococci. 
The  chloramphenicol  was  given  intravenously  using 
10  mgm.  per  pound  repeated  every  6 hours  for  four 
to  eight  doses.  This  initial  therapy  was  followed 
by  oral  crystalline  chloramphenicol®  or  its  palmatate 
ester  25  to  50  mgm.  per  pound  per  twenty-four  hours 
in  four  divided  doses  for  ten  to  fourteen  days. 

Pneumococcic  infections  were  treated  with  large 
quantities  of  penicillin  plus  sulfadiazine.  They  were 
usually  given  one  million  units  intravenously,  then 
one  million  units  intramuscularly  every  three  hours 
for  at  least  seventy-two  hours.  This  was  then  changed 
to  a repository  type  of  penicillin  up  to  1,600,000 
units  every  eight  hours  for  fourteen  days. 

Infants  with  meningitis  due  to  unknown  organ- 
isms were  given  a combination  of  high  doses  of 
penicillin,  sulfadiazine,  and  streptomycin.  This 
combination  has  been  changed  in  the  past  year  to 
the  use  of  chloramphenicol  rather  than  streptomycin. 
The  drugs  were  given  as  outlined  for  other  types 
of  meningitis. 

COMPLICATIONS 

Ten  children  were  left  with  hydrocephalus  and/or 
severe  mental  retardation.  Complete  or  partial  deaf- 
ness occurred  in  five  cases  (Fig.  4).  A sixth  nerve 
paralysis  was  present  in  three  children.  Since  no 


Fig.  4 

Complications 

Subdural  Effusion 26 

Deafness  (complete)  1 2 

Deafness  (partial)  2 

Hydrocephalus  S 

6th  Nerve  Paralysis 3 

Mental  Retardation  without  Hydrocephalus 3 

.Aphasia  (partial  with  gradual  improvement) 2 

Mental  and  developmental  regression 2 

Behaviour  Problem  1 

Facial  Paralysis  1 
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intensive  follow  up  examinations  have  been  done, 
we  don't  know  how  many  cases  of  mild  mental 
retardation,  conxmlsive  disorders,  and  behavior  prob- 
lems occurred  in  children  thought  to  have  been  suc- 
cessfully treated. 

Subdural  effusions  were  found  in  twenty-six  of 
the  cases  investigated.  It  was  interesting  to  note 
that  only  three  children  were  recognized  to  have 
effusion  from  1951  to  1954  in  our  hospital.  In 
1954,  the  staff  found  twelve  and  in  1955,  they  found 
fourteen.  This  is  probably  due  to  an  increasing 
awareness  of  this  complication  which  was  reported 
by  McKay  and  his  associates  in  1950.^®  The  effu- 
sions lasted  an  average  of  six  days  with  repeated 
taps.  The  range  was  from  one  to  sixteen  days. 
Eight  craniotomies  were  performed  when  recovery 
was  not  evident  with  repeated  taps.  .A.11  eight  cases 
had  large  collections  of  fluid  estimated  at  thirty 
to  fifty  cc.  .A.  membranous  sac  that  continued  to  fill 
with  fluid  was  removed  in  four  of  these  eight  cases. 

Only  ten  children  who  had  a subdural  effusion 
were  discharged  apparently  well.  There  were  two 
that  died,  four  that  developed  hydrocephalus  and 
mental  retardation,  and  six  that  were  severely  re- 
tarded without  hydrocephalus.  The  other  four  cases 
were  left  with  6th  and  8th  nerve  damage,  partial 
aphasia,  and  convulsive  disorders.  There  was  one 
child  that  had  a membrane  stripping  operation  that 
seemed  to  recover  completel}’. 

A few  other  interesting  facts  about  the  effusions 
were : 

(a)  The  total  protein  in  one  half  of  them  was 
above  500  mgm.  % 

(b)  The  average  protein  concentration  was  983 
mgm.  %. 

(c)  The  larger  the  collection  of  fluid,  the  higher 
the  protein  concentration.  (In  general  this 
was  true.) 

(d)  One  half  of  them  appeared  purulent  when 
initially  tapped. 

(e)  H.  influenzae  caused  10  effusions,  while  the 
pneumococcus  caused  6. 

(f)  Effusion  occurred  in  three  cases  of  menin- 
gococcal meningitis. 

OTITIS  MEDIA 

When  these  children  were  admitted,  thirty-four 
had  otitis  media.  Most  of  the  ear  problems  improved 
on  antibiotic  therapy.  However,  nine  had  mastoid 
operations.  The  operations  were  done  because  of 
the  presence  of  a draining  ear,  fever  which  failed 
to  respond  to  therapy  after  four  days,  coma,  or  focal 
neurologic  signs. 


The  results  of  the  operations  were  striking.  In 
seven  cases  the  fever  promptly  subsided,  their  gen- 
eral condition  improved,  they  began  taking  nourish- 
ment by  mouth  and  were  able  to  leave  the  hospital 
within  ten  days.  Two  infants  who  were  found  to 
have  a break  through  into  the  subdural  space  died. 
Smith  stated  that'  at  Charity  Hospital,  only  one 
mastoid  operation  had  been  done  in  recent  years 
because  of  meningitis.^  These  patients  may  improve 
slowly  with  intensive  antibiotic  therapy  without  op- 
eration. However,  we  feel  that  the  length  of  hospital 
stay,  and  possibly  the  serious  complications,  will  be 
lessened  by  early  operation. 

MORTALITY 

We  feel  that  our  over  all  mortality  rate  was  good. 
We  had  eleven  who  did  not  survive  (7.3%).  In- 
cluding four  children  who  died  of  septicemia  and 
circulatory  collapse  before  developing  meningitis,  the 
death  rate  was  9.7%. 

Even  though  the  mortality  rate  w'as  low,  remem- 
ber that  6.7%  of  the  patients  were  discharged  as 
hopeless  mental  defectives.  These  distressing  re- 
sults were  primarily  due  to  delay  in  onset  of  adequate 
therapy. 

SUMMARY 

1.  150  cases  of  bacterial  meningitis  from  birth 
until  14  years  of  age  were  reviewed. 

2.  More  cases  occurred  in  the  month  of  Januarj’ 
than  in  any  other  month. 

3.  60%  of  the  children  under  three  months  of 
age  did  not  have  a stiff  neck. 

4.  Subdural  effusion  was  present  in  17.3%  of  the 
patients. 

5.  38.5%  of  the  children  that  had  subdural 
effusion  recovered  completely. 

6.  Otitis  media  must  not  be  ignored  when  a 
patient  has  meningitis.  ^Mastoidectomy  should 
be  considered  in  a refractory  case. 

7.  \\'ith  good  nursing  care,  proper  antibiotic  ther- 
apy, early  recognition  and  treatment  of  com- 
plications, a life  can  be  saved.  The  chief 
problem  is  early  diagnosis  before  irreversible 
brain  damage  has  occurred. 
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“Cult  of  Manliness”  Suicidal 


The  medical  director  of  a large  industrial  firm 
has  blamed  the  “suicidal  cult  of  manliness”  for  the 
“rat  race”  in  which  many  American  men  find  them- 
selves. Writing  in  the  American  Medical  Associa- 
tion’s January  Today’s  Health,  Dr.  Lemuel  C. 
McGee,  Wilmington,  Del.,  said  the  average  life- 
time of  men  is  about  four  years  less  than  that  of 
women,  mainly  because  of  the  stress  under  which 
men  live. 

The  use  of  a “little  common  sense”  could  elim- 
inate many  of  the  tensions  and  stresses,  providing 
a healthier  and  longer  life  for  most  people.  “The 
American  male  has  been  indoctrinated  with  the 
philosophy  that  he  must  live,  work  and  play  at  a 
dizzy  pace,  that  he  can  and  should  wade  through 
all  emotional  and  physical  situations  without  flinch- 
ing and  without  reflection.” 

Every  man  and  boy  must  live  within  his  own 
resources  of  physical  and  mental  strength,  but  many 
fail  to  do  so  because  of  the  cult  of  manliness.  They 
drive  themselves  to  the  point  of  exhaustion  in  work, 
play,  social  activities  or  a combination  of  these. 
This  could  be  avoided  by  reasonable  attention  to 
the  use  of  spare  time  and  intelligent  effort  at  recrea- 
tion. 


Dr.  McGee  pointed  out  that  the  exercise  and  rec- 
reation should  be  matched  to  the  individual’s  phys- 
ical condition  and  personality.  “Your  activities 
should  be  those  suited  to  you.  You  should  enjoy  a 
full  mental  and  emotional  life  from  participating 
in  them.  Does  the  workout  in  the  gym  aid  your 
subsequent  rest  by  promoting  a pleasant  frame  of 
mind  and  a relaxed  body?  Or  do  you  force  yourself 
to  some  irksome  struggle  as  a form  of  self-discipline 
or  as  an  effort  to  impress  yourself  and  others  with 
your  manliness?  Consider  seriously  whether  your 
fatiguing  activity  is  merely  a sop  for  your  ego.” 

Recreation  is  greatly  needed  in  the  growing  com- 
plexity of  modern  life  with  its  annoyances  and  frus- 
trations, alarming  headlines,  and  confused  politics, 
philosophies  and  ideas.  But  that  recreation  should 
be  one  that  the  person  really  enjoys  and  does  because 
he  wants  to,  not  because  someone  expects  him  to. 

“If  it  is  fun  to  daub  paint  on  the  canvas,  go 
ahead  and  do  it  and  let  the  other  guy  sneer.  The 
importance  of  leisure  activity  lies  not  in  what  the 
world  thinks  of  the  result,  but  in  what  you  put  into 
it  yourself.” 

Dr.  McGee  is  medical  director  of  Hercules  Pow’- 
der  Co. 
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Endocrine  Control  of  Advanced  Breast  Cancer 


THE  EXTENT  OF  THE  PROBLEM 
^UT  OF  EVERY  HUNDRED  WOMEN  pre- 
senting  themselves  to  their  physician  with  breast 
cancer  about  twenty  will  be  inoperable.  Out  of  the 
eighty  patients  undergoing  radical  mastectomy,  ap- 
proximately fifty  can  be  expected  to  show  recurrent 
or  metastatic  disease.  Therefore,  seventy  of  the 
original  group  will  be  candidates  for  palliative 
treatment.  Several  palliative  techniques  are  avail- 
able which,  if  used  in  proper  sequence,  will  benefit 
more  than  half  of  these  patients. 

R.ADLVnON 

The  benefits  of  radiotherapy  must  be  considered 
in  selecting  patients  for  hormonal  treatment.  Ra- 
diation is  the  most  widely  used  and  most  successful 
palliative  agent.  It  may  be  expected  to  yield  regres- 
sion of  disease  in  65%  of  irradiated  tumors."  Radi- 
ation is  most  useful  in  palliation  of  localized  dis- 
ease or  symptomatic  areas  of  widespread  disease. 
The  results  of  palliation  for  the  bone  pain  of  osteo- 
lytic bone  disease  are  excellent.  In  general,  radia- 
tion should  not  be  used  as  the  first  palliative  therapy 
in  premenopausal  women  or  in  any  patient  with 
widespread  aggressive  disease.  Pre-menopausal 
women  with  even  local  recurrence  deserve  oophorec- 
tomy and  the  effect  of  this  procedure  may  prove  a 
useful  guide  to  further  therapy.  In  patients  with 
widespread  disease,  hormonal  control  is  more  likely 
to  give  widespread  benefit.  When  such  procedures 
have  been  instituted  and  evaluated,  radiation  may 
be  a valuable  supplement. 

HORMONAL  CONTROL 

Surgical  alteration  of  endocrine  function  and  exo- 
genous hormonal  therapy  will  be  discussed  together 
under  hormonal  control.  In  our  experience  such 
treatment  is  frequently  undertaken  as  token  therapy 
in  order  to  fulfill  the  demand  of  the  patient  or  her 
family  that  “something  be  done’’.  As  a result  of 
this  attitude  the  therapy  becomes  formalized  with 
little  effort  to  evaluate  the  results  or  to  employ  a 
rational  sequence  of  therapy.  This  attitude  is  not 
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justified  since  at  least  half  the  patients  suffering 
from  advanced  breast  cancer  may  enjoy  significant 
hormonal  palliation. 

Optimum  hormonal  palliation  requires  careful 
evaluation  of  the  patient,  the  extent  of  disease,  and 
the  rate  of  progression  of  the  tumor.  The  extent 
of  treatment  must  always  be  consistent  with  the 
gravity  of  the  disease. 

EV.\LUAT10N  OF  CANDIDATE  FOR 
HORMON.\L  CONTROL 

The  history  will  reveal  the  story  of  the  primary 
tumor,  the  symptoms  of  recurrence,  and  the  menstrual 
history.  Onset  of  progressive  bone  pain  may  indi- 
cate osteol}-tic  involvement  even  in  the  absence  of 
roentgen  evidence.  Onset  of  polyuria,  polydipsia, 
bone  pain,  nausea,  vomiting,  and  deterioration  may 
suggest  hjqaercalcemia  resulting  from  rapid  neoplas- 
tic osteolysis.®  Weakness,  bruising,  or  bleeding  may 
suggest  bone  marrow  involvement.  Neurologic  com- 
plaints may  be  the  forerunner  to  objective  evidence 
of  brain  or  cord  involvement. 

The  physical  examination  should  include  careful 
description  and  measurement  of  all  manifestations 
of  tumor.  In  soft  tissue  disease  such  measurement 
may  be  the  only  means  by  which  the  response  to 
therapy  can  be  evaluated.  Bone  tenderness  should 
be  carefully  looked  for  since  osteolytic  tumor  may 
sometimes  be  suspected  from  this  finding  when  radio- 
logic  examination  is  negative. 

Laboratory  examination  need  not  be  elaborate. 
The  presence  of  marked  anemia,  especially  with  the 
appearance  of  nucleated  red  cells  indicates  an  ex- 
amination of  the  marrow  for  tumor  cells.  Myelo- 
phthisic anemia  due  to  metastatic  breast  cancer  car- 
ries an  ominous  prognosis®  and  may  indicate  radical 
efforts  to  control  disease.  In  myelophthisic  anemia 
the  platelets  count  and  bleeding  time  should  be  es- 
timated since  a bleeding  tendency  will  add  to  the 
risk  of  ablative  surgery.  If  osteolytic  bone  disease 
is  present,  the  rate  of  progression  of  disease  may  be 
estimated  by  means  of  simple  calcium  studies®.  The 
patient  is  placed  on  a low  calcium  diet  and  on  the 
fourth  day  a twenty-four  hour  urine  collection  is 
done.  .\n  ambulatory  person  without  bone  disease  will 
excrete  150  mg.  calcium  or  less  in  twenty-four  hours. 
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One  gram  of  bone  contains  about  100  mg.  of  calcium 
which  is  excreted  wlien  this  much  bone  is  destroyed 
by  tumor.  When  more  than  500  mg.  of  calcium  are 
excreted  daily,  hypercalcemia  is  usually  present. 
Severe  hypercalcemia  is  an  immediate  threat  to  life 
and  demands  prompt  treatment^.  The  serum  and 
urinary  calcium  provide  an  adequate  measure  of  the 
rate  of  progression  of  osteolytic  tumor  and  the  re- 
sponse to  therapy.  Study  of  urinary  or  blood 
hormone  levels  does  not  provide  information  of 
immediate  clinical  use  at  this  time. 

Needless  to  say,  histological  evidence  of  recur- 
rence should  be  obtained  if  at  all  possible  before 
undertaking  hormonal  therapy. 

THE  PRE-MENOPAUSAL  PATIENT 

The  primary  treatment  for  recurrent  or  metastatic 
disease  in  this  group  should  be  oophorectomy  re- 
gardless of  histological  type  or  rate  of  progression. 
.•\lmost  half®  of  the  patients  will  show  objective 
improvement  following  this  procedure.  If  progres- 
sive osteolytic  bone  disease  is  present  so  that  the 
patient  manifests  hypercalciuria,  an  abrupt  fall  in 
urinary  calcium  will  often  herald  by  many  weeks 
an  impressive  clinical  improvement®.  If  the  pre- 
dominant disease  is  in  the  soft  tissues  careful  ob- 
servation is  necessary  to  determine  whether  remis- 
sion has  occurred.  Following  castration  at  least  two 
months  should  be  allowed  for  clinical  manifestation 
of  remission  before  starting  further  therapy.  Unir- 
radiated cutaneous  lesions  serve  as  excellent  indica- 
tors of  the  endocrine  sensitivity  of  the  tumor  when 
they  regress  following  ablative  surgery.  Bulky  or 
ulcerated  lesions  are  deceptive  indicators  of  clinical 
response  because  of  slow  regression.  Radiation  cas- 
tration is  definitely  less  desirable  than  surgical 
castration.  Remission  has  followed  the  surgical 
removal  of  previously  irradiated  ovaries.  If  oopho- 
rectomy fails  to  achieve  remission  in  the  premeno- 
pausal patient,  the  tumor  is  not  estrogen  sensitive 
and  it  is  very  unlikely  that  adrenalectomy  will  lie 
of  benefit. 

The  treatment  of  choice  in  the  patient  who  has 
failed  to  respond  to  oophrectomy  depends  on  the 
gravity  and  rate  of  progression  of  the  disease.  High 
dose  cortisone  (300  mg.  daily)  may  produce  prompt 
but  short  lived  remission  in  some  patients  too  ill 
to  undergo  hypophysectomy  or  wait  for  the  delayed 
benefit  of  gonadal  steroid  treatment. 

Radiation  therapy  is  the  treatment  of  choice  in 
castration  failures  manifesting  either  localized  dis- 
ease or  widespread  quiescent  disease  with  localized 


symptomatic  areas.  Hormonal  therapy  should  not 
be  emjdoyed  in  castration  failures  if  the  patient  is 
asymptomatic.  The  patient  has  little  to  gain  and 
suffers  either  the  risk  of  surgery  or  of  stimulation  of 
the  growth  of  tumor  by  exogenous  hormone. 

In  castration  failures  with  symptoms  due  to  wide- 
spread tumor  growth  exogenous  hormone  therapy 
may  be  of  Ijeneflt.  Oral  stilbestrol,  fifteen  mg. 
daily  in  three  divided  doses  or  testo.sterone  pro- 
pionate in  oil,  300  mg.  weekly  in  three  divided 
intramuscular  doses  may  be  used.  Once  started, 
exogenous  hormonal  therapy  should  be  continued  for 
two  months  before  concluding  that  it  is  not  of  benefit. 
However,  if  obvious  regression  occurs  during  treat- 
ment the  hormone  should  be  continued  until  relapse 
develops.  Unfortunately,  this  relapse  usually  occurs 
in  less  than  a year. 

Stimulation  of  the  growth  of  tumor  by  e.xogenous 
hormone  is  a definite  possibility.  If  the  disease  lies 
in  soft  tissues,  stimulation  is  manifested  by  pain, 
swelling,  and  systemic  deterioration.  If  osteolytic 
bone  disease  is  stimulated  hypercalciuria  results. 
If  stimulation  occurs,  treatment  should  be  promptly 
stopped. 

Estrogen  therapy  should  never  be  given  to  pre- 
menopausal patients  if  it  is  not  certain  that  they 
have  failed  to  attain  remission  by  castration  because 
of  the  high  probability  of  stimulating  the  growth  of 
cancer.  Testosterone  and  stilbestrol  produce  salt 
retention  and  may  require  appropriate  restriction  of 
dietary  sodium.  Testosterone  often  increases  libido, 
occasionally  to  a degree  which  makes  it  necessary 
to  withdraw  treatment. 

It  is  not  known  whether  pre-menopausal  patients 
who  fail  to  attain  remission  by  oophorectomy  and 
exogenous  hormone  therapy  may  derive  benefit  from 
hypophysectomy.  The  operation  should  not  be  done 
in  patients  with  metastatic  brain  disease  or  those 
with  a bleeding  tendency  due  to  myelophthisic  ane- 
mia. Hypophysectomy  will  be  discussed  further  in 
a forthcoming  article  in  this  journal. 

The  pre-menopausal  patient  who  responds  to 
oophorectomy  and  then  suffers  relapse  has  a fair 
opportunity  for  further  remission.  Aliout  half  of 
these  patients  will  derive  benefit  from  adrenalectomy® 
or  hypophysectom}'^’^'®.  It  is  not  known  which  pro- 
cedure is  best  after  (X)phorectomy  relapse.  If 
adrenalectomy  is  done  with  remission  and  subsequent 
relapse,  further  benefit  may  be  derived  from  hypo- 
physectomy. However,  it  is  possible  that  hypophy- 
sectomv  done  at  the  time  of  castration  relapse  may 
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contribute  remissions  as  long  as  those  derived  from 
adrenalectomy  and  hypophysectomy  in  sequence. 
Further  studies  are  necessar}’  to  clarify  this  question. 

Testosterone  may  induce  remission  in  patients  who 
have  relapsed  from  the  benefit  of  oophorectomy. 
Since  the  probability  of  remission  is  less  with  testos- 
terone than  with  ablative  procedures  we  prefer  to 
reserve  it  for  cases  unsuitable  for  surgery  or  for 
patients  who  have  relapsed  from  the  benefits  of 
further  endocrine  ablation. 

Occasionally  a patient  may  derive  benefit  from  a 
rapidly  induced  but  short  lived  remission.  Severe 
hyjrercalcemia  due  to  rapid  osteolysis  or  bleeding 
from  platelet  deficiency  due  to  marrow  involvement 
are  examples  of  such  clinical  situations.  Cortisone, 
in  doses  of  300  mg.  daily  may  induce  remission  in 
about  a fifth  of  the  patients.  Because  of  the  brevity 
of  remission  its  use  is  best  restricted  to  the  treatment 
of  very  ill  patients  in  order  to  prepare  them  for 
aldative  surgery. 

FHE  POST  MEXOP.\US.\L  PATIENT 

The  endocrine  treatment  again  depends  on  the 
extent  and  rate  of  progression  of  the  disease.  In 
patients  manifesting  localized  disease  amenable  to 
radiotherapy,  hormonal  treatment  should  be  witlr- 
held  and  radiation  given  a careful  trial.  There  is 
no  evidence  at  present  that  patients  with  asympto- 
matic metastases  are  benefited  by  hormonal  treat- 
ment. Until  this  point  is  clarified,  it  would  be  wiser 
to  defer  treatment  in  this  group.  Treatment  should 
not  be  deferred  in  symptomatic  patients.  The  en- 
docrine modalities  available  are  combined  adre- 
nalectomy and  oophorectomy,  hypophysectomy,  tes- 
tosterone, estrogen,  and  cortisone.  The  probability 
of  worthwhile  remission  is  higher  with  the  ablative 
procedures  than  for  exogenous  hormonal  therapy. 
At  present  we  employ  ablation  at  the  time  of  sympto- 
matic proven  widespread  metastases.  The  prob- 
abilit}’  of  remission  following  castration  in  the  ]X)st 
menopausal  ])atient  is  about  10%  while  combined 
oophorectomy-adrenalectomy  gives  a remission  rate 
of  65  %®. 

In  the  near  future  we  will  jmblish  our  preliminary 
experience  with  hyj)ophysectomy  as  the  first  pallia- 
tive treatment  for  widespread  disease  in  the  post 
menopausal  patient.  'Fhis  procedure,  which  carries 
a low  mortality  and  morbidity,  removes  the  trophic 
hormones  of  the  ovary  and  adrenal.  It  also  removes 
the  source  of  growth  hormone  which  may  stimulate 
certain  tumors.  Impressive  remissions  can  be  attained. 
Too  few  data  are  available  to  determine  whether 


hypophysectomy  should  be  reserved  for  adrenalec- 
tomy relapses  or  should  be  used  as  primary  pal- 
liation. Hyp>ophysectowiy  does  produce  remission 
in  patients  who  have  attained  adrenalectomy  remis- 
sion and  relapsed.  Exogenous  hormone  therapy  may 
be  used  in  the  post  menopausal  patient  who  has 
relapsed  from,  or  has  not  benefited  by,  ablative  sur- 
gery. It  is  'useful  in  the  treatment  of  patients  not 
suitable  for  ablative  surgery.  The  dosage  and  pre- 
cautions are  outline  in  the  discussion  of  the  pre- 
menopausal patient.  In  patients  ten  or  more  years 
postmenopausal,  estrogen  is  the  exogenous  hormonal 
treatment  of  choice. 

COMMENT 

Inoperable  brea.st  cancer  represents  an  exciting 
challenge  to  the  physician.  At  present,  objective 
palliation  is  possible  in  more  than  half  of  patients 
with  widespread  disease.  The  study  of  relapse 
mechanisms  in  these  patients  cannot  help  but  provide 
longer  periods  of  effective  palliation.  Very  pos- 
sibly, further  study  will  alter  the  sequence  of  en- 
docrine treatm.ent  advised  here. 
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Paraplegic  Pressure  Sores 

Treatment  and  Prevention 


ARAPLEGIC  PRESSURE  SORES  are  a direct 
result  of  pressure  with  resulting  ischemic  ne- 
crosis and  ulceration  of  the  skin.  The  pressure  and 
sores  occur  over  bony  prominences  below  the  level 
of  spinal  cord  injury. 

The  bony  prominences  are  the  sacrum,  spines  of 
the  ileum,  ischial  tuberosities,  patella,  heels  and 
malleoli. 

PROPHYLAXIS 

All  pressure  sores  can  be  prevented  by  good  nurs- 
ing care  with  medical  supervision  while  the  patient 
is  in  the  hospital.  Good  nursing  care  consists  in 
frequent  change  in  position,  massage  to  the  skin, 
and  exercise  of  the  extremities  to  prevent  contrac- 
tures. However,  good  nursing  care  is  relatively 
rare  and  decubitus  ulcers  are  the  end  result. 

The  usual  picture  in  a small  general  hospital,  and 
even  in  our  larger  hospitals,  is  that  of  a paraplegic 
who  deteriorates  rapidly  due  to  pressure  sores,  mainly 
due  to  the  lack  of  strict  medical  discipline.  Ischial 
ulcers  occur  after  the  previously  bedridden  patient 
is  allowed  to  sit  in  a wheel  chair.  These  ulcers  come 
from  the  lack  of  instruction  as  to  how  to  sit  and 
on  what  to  sit. 

Our  main  concern  is  with  ischial  ulceration.  As 
previously  stated,  these  sores  develop  from  pressure. 
Because  the  cord  has  been  cut,  the  gluteal  muscles 
lose  their  innerv'ation  and  atrophy  takes  place.  There 
is  also  severe  weight  loss  and  the  tuberosities  become 
extremely  prominent.  However,  these  bones  must 
bear  the  weight  of  the  sitting  paraplegic  and  they 
measure  only  about  one  square  inch  on  each  side. 
The  average  paraplegic  trunk  weighs  120  pounds 
and  so  each  tuberosity  must  support  60  pounds. 

To  get  around  this  tremendous  sitting  pressure, 
we  have  devised  a board  with  the  central  posterior 
portion  cut  out,  overlaid  with  a 3 -inch  foam  rubber 
cushion.  This,  thereby,  transfers  the  pressure  to 
the  posterior  aspect  of  the  femurs  which  are  rela- 
tively flat  and  measure  about  10  square  inches.  This 
board  reduces  the  sitting  pressure  from  60  pounds 
to  6 pounds  per  square  inch.  We  also  drop  the  foot 
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pedals  as  low  as  possible  until  the  paraplegics  heels 
barely  touch;  thus,  we  move  the  center  of  gravity 
off  the  head  of  the  femur  down  onto  the  shaft.  Each 
board  is  measured  1 inch  lateral  to  the  tuberosities 
of  the  ischii  and  enough  clearance  is  given  forward 
to  allow  for  scrotum,  catheter,  etc. 

At  Woodrow  Wilson  Rehabilitation  Center  in  Fish- 
ersville,  Virginia,  we  have  measured  over  800  para- 
plegics for  boards  without  a single  incidence  of 
ulceration. 

Our  experience  has  taught  us  that  the  foam  rubber 
cushion  alone  is  not  the  answer.  We  feel  that  the 
board  is  as  important  as  the  catheter,  the  antibiotic, 
or  the  wheelchair. 

But  more  important  is  what  we  call  “wheel  chair 
discipline”.  This  consists  in  the  paraplegic  doing 
“push-ups”,  or  completely  raising  his  buttocks  from 
the  chair  by  “standing  on  the  heels  of  his  hands”. 
This  allows  for  circulation  and  reoxygenation  of 
the  tissue  of  the  buttocks.  All  paraplegics  entering 
the  Center  are  thoroughly  indoctrinated  in  this  tech- 
nique, and  we  have  thus  been  able  to  continue  their 
vocational  objective  free  of  ulceration. 

PATHOLOGY 

The  pathology  involved  in  an  ulcer  is  simply 
ischemic  necrosis  due  to  pressure,  with  anoxia  due 
to  capillar}-  collapse.  Necrosis  takes  place  between 
the  intrinsic  and  extrinsic  pressure  points : that  is, 
the  bone  and  the  chair. 

A protective  bursitis  occurs  after  prolonged  pres- 
sure which  is  similar  to  what  is  seen  in  housemaids 
knee  or  bar-man’s  elbow.  The  bursa  soon  ruptures 
due  to  internal  pressure  and  a hyperplastic  polypoid 
reaction  occurs.  These  pol}  ps  sometimes  become  very 
large  and  exceed  their  blood  supply  and  slough  off. 

The  periosteum  next  becomes  infected  and  then 
the  bone  shows  an  osteomyelitis. 

TREATMENT 

Various  attempts  have  been  made  to  correct  these 
ulcers  none  of  which  has  been  too  successful  due  to 
the  periostitis  and  osteomylitis  present.  Shaving  the 
tuberosity  is  not  the  answer  because  the  bone  is 
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triangularly  shai)ed  and  this  leaves  even  a sharper 
edge  to  cause  pressure  later.  Some  have  done  sub- 
periosteal resections,  hoping  new  bone  would  regen- 
erate along  the  periosteal  guide.  However,  a definite 
I)eriostitis  is  present  and  this  technique  leaves  in- 
fected material  behind. 

We  have  handled  a great  number  of  paraplegics 
surgically,  and  indeed  have  made  all  the  mistakes 
possible.  But  in  the  last  four  years,  we  have  decided 
to  attach  the  problems  in  a radical  manner  and  this 
approach  has  been  extremely  successful.  This  radical 
approach  consists  in  removing  the  ulcer  and  the 
ischial  bone  with  the  inferior  pubic  ramus  from  the 
lesser  sciatic  notch  to  the  symphysis. 

The  operation  consists  in  completely  excising  the 
ulcer,  removing  all  tendonous  attachments  to  the 
ischial  bone  and  dissecting  the  bone  free  in  an  e.x- 
traperiosteal  manner.  The  ulcer  must  be  opened  as 
it  overlays  the  bone  and  it  will  be  seen  to  be  about 
six  times  the  size  of  its  superficial  opening. 

The  bone  is  removed  with  an  osteotome  at  the  lesser 
sciatic  notch  and  at  the  inferior  pubic  ramus.  Both 
sides  are  usually  done  at  the  same  operation  if  the 
patient's  condition  allows.  Blood  loss  is  moderate. 
Raytec  sponges  are  used  and  a sponge  count  is  done 
before  and  after  operation  for  obvious  reasons. 

large  dead  space  then  exists  and  if  all  the 
scarred  skin  and  subcutaneous  tissue  has  been  re- 
moved, the  atrophic  muscles  of  the  buttocks  can 
be  sutured  to  tlie  detached  atrophic  ham.strings  and 
the  skin  closed  without  tension.  Drains  are  used  for 
7 days  to  establish  a route  for  collections  of  blood 
and  marrow.  Drainage  is  rather  profuse  for  14  days, 
gradually  diminishing  and  stopping  on  the  21st  day. 
Chromic  catgut  is  used  in  the  deep  tissue  and  wire 
used  on  the  skin.  We  remove  the  sutures  on  the 


twenty-first  day  and  allow  the  patient  to  sit  on  the 
thirtieth  day. 

Even  after  operation,  we  advise  the  use  of  the 
chair  board  and  the  cushion,  and  demand  continua- 
tion of  the  push-up  exercises. 

We  must  say  that  a great  deal  of  the  success  of 
this  operation  is  due  to  the  intelligence  of  the  patient. 
However,  further  ulceration  can  occur  from  bruises 
received  in  bed,  automobile  seats,  commodes,  etc. 
We  have  devised  various  appliances  to  handle  these 
problems  and  they  are  such  that  the  patient  can  make 
and  use  them  at  home. 

Elaborate  plastic  surgery  such  as  adjacent  flaps, 
pedicled  flaps,  etc.,  has  been  avoided  on  the  theory 
that  simple  closure  is  adequate  and  successful  if 
the  offending  bony  prominence  has  been  removed. 

There  is  no  interference  after  the  operation  with 
the  use  of  braces  in  exercise. 

The  sacrum  is  attached  in  the  same  radical  man- 
ner. The  coccyx,  lower  sacrum  and  ulcer  are  re- 
moved followed  bv  primary  closure. 

The  great  trochanter  is  removed  at  the  neck  of 
the  femur  with  the  ulcer,  and  again  primary  closure 
can  be  accomplished.  The  patellas,  spines  of  the 
ileum  and  malleoli  can  also  be  removed  with  rela- 
tive impunity. 

It  must  be  emphasized  that  the  cooperation  of  the 
patient  is  extremely  necessary  and  this  is  why  the 
\'eterans  .Administration  work  with  paraplegics  is 
so  frustrating  and  usually  shunned  by  the  residents. 

These  j)rocedures  of  bone  removal  are  not  recom- 
mended in  anyone  not  a paraplegic,  as  good  nursing 
care  will  usually  heal  these,  especially  in  the  chron- 
ically ill  young  and  debilitated  aged. 

507  Mulberry  Street 
Wayttesboro,  Virginia 


Collections  Reach  All-time  High 


‘‘The  collection  percentage  of  the  typical  U.S.  phy- 
sician is  higher  than  it’s  been  at  any  time  in  the 
past  twenty  years.” 

So  says  Medical  Economics  in  a rej)ort  on  phy- 
sicians’ collections,  in  its  November  issue.  The 
magazines  bases  its  conclusion  on  figures  obtained 
from  its  8th  Quadrennial  Survey. 

In  1955,  it  observes,  the  typical  doctor  “collected 


nine-tenths  of  what  his  patients  owed  him.  This 
compares  with  only  three-fourths  back  in  the  depres- 
sion year  of  1935.” 

Specialties  with  the  highest  collection  ratios  are 
industrial  practice  and  dermatolog}'.  Medical  Eco- 
nomics  reports.  The  survey  shows  that  men  in  these 
fields  collect  99  and  94  per  cent,  respectively,  of  their 
accounts. 
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Clinicopathological  Conferences 

Of  The  Medical  College  of  Virginia  Hospital 


Case  #188  (A-6911) 

FIFTY-ONE-YEAR  OLD  white  male  en- 
tered the  Medical  College  Hospital  because 
of  progressive  weakness  and  weight  loss.  He  had 
stopped  work,  as  a boilermaker  approximately  six 
months  earlier  because  of  gradually  increasing  weak- 
ness and  loss  of  appetite.  About  six  weeks  before 
admission  he  began  to  notice  increasing  swelling 
of  both  legs  and  shortly  thereafter  also  noted  that 
his  urine  was  dark-colored  and  that  his  stools  were 
black.  Weakness  became  so  severe  that  he  was 
forced  to  go  to  bed  about  two  weeks  before  admis- 
sion. During  this  time  he  had  lost  from  30-40  lbs. 
He  denied  having  any  nausea,  vomiting,  pain,  change 
in  bowel  habits,  or  cough.  Chest  x-rays  three  weeks 
before  admission  showed  some  infiltration  in  the 
right  2nd  interspace  and  left  4th  and  5th  interspaces 
which  had  improved  on  a subsequent  film  taken 
approximately  one  week  before  admission. 

The  patient  had  been  a fairly  heavy  drinker  prior 
to  the  onset  of  his  illness.  His  mother  had  died 
at  age  30  with  pulmonary  tuberculosis.  The  past 
and  family  histories  were  otherwise  non-contributory. 

Physical  Examination : T.  98,  P.  76,  R.  20,  B.P. 
114/60.  The  patient  was  a gaunt,  slightly  jaun- 
diced male,  appearing  much  older  than  stated  age. 
He  was  somewhat  deaf,  but  mentally  clear.  The 
skin  showed  marked  loss  of  turgor  but,  excejjt  for 
icterus,  was  otherwise  negative.  The  teeth  were 
absent,  the  tongue  was  dry  and  smooth,  and  there 
were  mild  excoriations  around  the  mouth.  The  chest 
was  moderately  emphysematous,  expanded  poorly, 
and  there  were  atelectatic  rales  in  both  lung  bases. 
The  heart  was  normal.  The  abdomen  was  scaphoid 
and  non-tender.  The  liver  was  palpated  three  fingers 
breadth  below  the  right  costal  margin,  was  firm  and 
slightly  tender.  Liver  dullness  extended  upward 
to  the  4th  intercostal  space  anteriorly.  The  prostate 
was  slightly  enlarged  and  somewhat  nodular,  but  of 
normal  consistency.  Feces  was  dark  green  in  color. 
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There  was  2-3+  edema  of  both  legs  with  throml)otic 
varices  noted  in  the  left  calf.  The  remainder  of 
the  physical  examination  was  essentially  negative. 

Laboratory  Data:  Urine;  Amber,  acid,  1.020, 
1+  albumin,  occasional  WBC/hpf.  RBC  3.5  million, 
hgb.  11.5  grams,  WBC  29,200  with  90  polys.,  3 
eos.,  4 lymphs.,  and  4 monos.  The  blood  smear 
showed  “macrocytic,  normochromic  RBC  with  some 
polychromasia — leukocMosis  with  increased  hyper- 
segmented  forms,  a few  band  forms,  occasional 
myelocHe  and  promyelocyte  with  eosins  increased 
and  toxic  granulation  present”.  NPN  44  mgm.O^, 
fasting  blood  sugar  139  mgm.%.  Prothrombin 
concentration  43%.  Serum  bilirubin  0.9  direct, 
total  .4  mgm.%.  Urine  urobilinogen  was  mod- 
erately increased  and  “largely  of  the  levorotatory 
type”.  L'rine  was  faintly  positive  for  bile.  Cephalin 
flocculation  3+.  Cholesterol  195,  esters  94.  Total 
protein  6.6,  albumin  2.0,  globulin  4.6.  Serum  acid 
phosphatase  3.6  B.U.  Chest  x-ray  showed  infiltra- 
tion in  the  2nd  right  and  4th  left  interspaces.  G-I 
series  was  reported  as  showing  a constant  annular 
filling  defect  in  the  antrum  of  the  stomach  1 Yz  cm. 
in  width  and  6-7  cm.  from  the  pylorus.  The  esoph- 
agus and  duodenum  were  normal. 

Three  days  after  admission  edema  of  the  right 
leg  increased  markedly  and  the  right  great  toe  de\’cl- 
oped  a purplish  discoloration.  At  about  the  same 
time  it  was  noted  that  there  were  purpuric  areas 
over  both  legs  and  forearms. 

The  patient  became  steadily  worse — became  con- 
fused, incontinent,  progressively  weaker  and  oral 
feedings  were  impossible.  His  temperature  varied 
from  97  to  99.8,  his  pulse  from  80-120.  The  pro- 
thrombin concentration  remained  around  40%  in 
spite  of  repeated  large  doses  of  Yitamin  K paren- 
terally.  Gastric  aspiration  revealed  free  acid  and 
one  gastric  washing  was  reported  as  showing  acid- 
fast  organisms  on  direct  smear.  Subsequent  sfjeci- 
mens  did  not  reveal  acid-fast  organisms  and  studies 
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for  fungi  were  negative.  Repeated  stool  specimens 
were  negative  for  blood  and  were  grossly  described 
as  dark  brown  in  color.  The  XPX  rose  to  99,  the 
WBC  to  40,000  and  the  patient  e.xpired  thirteen 
days  after  admission.  .\n  autopsy  was  performed. 

CL1XIC.\L  DISCUSSIOX 

Dr.  Robert  Edg.xr  Mitchell,  Jr.*  Since  in- 
creasing weakness  and  loss  of  appetite  were  first 
noted  by  this  patient  6 months  prior  to  admission, 
it  seems  pertinent  to  mention  leading  possible  causes 
of  this  condition.  Homologous  serum  hepatitis  and 
occult  malignancy  can  both  qualify  in  this  instance. 
The  fact  that  the  time  involved  may  not  necessarily 
satisfy  incubation  time  requirements  for  viral  hepa- 
titis is  important.  Generally  the  average  incubation 
period  of  homologous  serum  hepatitis  is  between  80 
and  120  days,  while  that  of  infectious  hepatitis  is 
between  3 and  6 weeks.  .\lso,  hepatitis  associated 
with  viral  pneumonia  may  present  such  a picture. 
.•\mebiasis  with  hepatitis  also  must  be  ruled  out,  but 
no  elevated  eosinophiles  were  noted  and  no  stool 
parasites  or  ova  were  detected.  e are  further  told 
that  the  urine  was  “dark-colored”,  another  important 
point  for  viral  hepatitis.  The  stools  are  reported  as 
being  “black”  but  we  are  not  told  whether  any  medi- 
cations such  as  iron-containing  compounds  had  been 
ingested;  in  the  absence  of  such  information,  I feel 
that  we  must  presume  this  to  represent  gross  melena. 
An  alcoholic  stool  could  still  have  been  present — 
which  had  been  discolored  by  bleeding  into  the  G.  I. 
tract  from  any  of  a number  of  sites.  Increased 
swelling  of  both  legs  could  be  explained  on  the 
basis  of  lowered  serum  proteins,  especially  the  al- 
bumin fraction,  although  pancreatic  inflammation 
and/or  malignancy  may  show  an  increased  coagula- 
bility of  the  blood  so  that  peripheral  thrombus  for- 
mation in  the  veins  may  occur,  which,  of  course, 
could  easily  lead  to  variable  degrees  of  swelling  of 
the  legs.  The  30-40  pounds  weight  loss  described 
could  have  been  on  the  basis  of  anorexia,  \Hth  a 
voluntary  reduction  in  food  intake,  or  malignancy  as 
mentioned  above.  The  absence  of  pain  especially, 
but  also  of  nausea,  vomiting,  change  in  bowel  habits, 
or  cough  are  important  in  our  final  estimation  of 
the  cause  of  death  in  this  patient.  It  would  cer- 
tainly be  helpful  to  Imow  if  there  was  any  jaundice 
during  this  stage  before  hospitalization.  The  find- 
ings on  chest  roentgenography  three  weeks  and  one 
week  prior  to  admission  to  the  hospital  speak  more 
for  an  inflammatory  lesion  than  any  other,  in  view 
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of  the  reported  improvement  on  the  second  set  of 
films. 

We  are  told  that  this  patient  had  been  a “fairly 
hea\y  drinker”  prior  to  the  onset  of  his  illness,  but 
we  do  not  know  how  long  he  was  a “heavy  drinker”. 
This  brings  cirrhosis  into  the  picture  but  we  know 
that  only  30%  of  all  chronic  alcoholics  develop 
cirrhosis.  Alcohol  is  certainly  a common  precursor 
of  portal  cirrhosis  but  is  not  necessarily  the  only 
or  most  important  predisposing  cause.  Indeed,  acute 
infectious,  (virus)  hepatitis  may  be  an  important 
predispKJsing  cause  to  portal  cirrhosis.  Portal  cir- 
rhosis, per  se,  has  been  regarded  by  many  obsers’ers 
as  a response  to  injury.  This  primary  injury-  might 
easily  be  a chronic  nutritional  deficiency  combined 
with  alcoholism,  producing  the  fatty-  liver  yvhich  is 
so  essential  in  the  eyes  of  many  pathologists  as  a 
prerequisite  to  cirrhosis. 

The  fact  that  the  patient's  mother  died  at  age 
30  yy-ith  pulmonary-  tuberculosis  is  most  likely  an 
incidental  finding,  and  probably  yvill  not  have  too 
much  bearing  on  our  case. 

Jaundice  is  mentioned  for  the  first  time  in  the 
physical. examination,  in  that  the  patient  yvas  de- 
scribed as  “a  slightly  jaundiced  male”.  He  yvas 
dehydrated,  apparently,  and  showed  signs  of  nutri- 
tional deficiency  in  the  oral  area.  The  chest  yvas 
moderately-  emphysematous  yvith  atelectatic  rales  in 
both  lung  bases,  .-^n  examination  of  the  one  chest 
x-ray  available  suggests  some  small  degree  of  cystic 
lung  disease.  The  liver  yvas  hy-piertrophied,  firm, 
and  tender,  but  apparently  no  spleen  yvas  palpable. 
.\scites  is  not  mentioned,  so  yve  must  assume  none 
yvas  clinically  detectable.  The  enlarged,  nodular 
prostate  is  an  interesting  finding,  espiecially  in  view 
of  the  elevated  serum  acid  phosphatase,  yvhich  yvill 
be  discussed  yvith  the  laboratory-  findings.  Feces 
yvas  “dark  green”  in  color,  yvhich  could  represent 
enteritis,  but  we  need  to  know  more  of  the  character 
of  the  stool  before  this  can  be  established.  2-3  plus 
edema  of  both  legs  w-ith  thrombotic  varices  noted  in 
the  left  calf  could,  as  mentioned  earlier,  have  been 
due  to  a pancreatic  lesion  but  it  must  be  borne  in 
mind  that  prostatic  gland  cancers  may  metastasize 
to  the  deep  pielvic  ly-mph  nodes  and  cause  edema  of 
the  lower  extremities.  It  should  be  mentioned  in 
passing  that  advanced  carcinoma  of  the  prostate  on 
rectal  examination  may  be  such  as  is  described  in 
this  case,  and  that  frequently  a palpable  Virchoyv’s 
node  may  furnish  a remote  clue,  although  this  latter 
is  not  mentioned  in  our  protocol. 

Leukoc}-tosis  of  29,200,  yvith  a shift  to  the  left. 
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IS  described  in  the  blood  count,  which  speaks  for 
an  acute  infectious  process,  possibly  of  the  bowel, 
liver,  or  pancreas.  Leukocytosis  does  not  ordinarily 
occur  in  uncomplicated  liver  failure  but  may  suggest 
a bacterial  inflammatory  reaction,  a neoplasm,  or 
some  cause  other  than  a virus.  The  macrocytic  nor- 
mochromic type  of  blood  smear  could  be  compatible 
with  the  picture  of  portal  cirrhosis.  N.P.N.  of  44 
mg.  % could  be  top  normal  or  slightly  above  normal. 
Slightly  elevated  fasting  blood  sugar  of  139  mg.% 
is  frequently  seen  in  inflammatory  and  carcinoma- 
tous lesions  of  the  pancreas.  Prothrombin  concen- 
trations of  43%  probably  is  indicative  of  hepa- 
tocellular damage,  especially  in  view  of  the  failure 
to  elevate  this  with  parenteral  Vitamin  K injections. 
Serum  bilirubin  is  only  slightly  above  our  normal 
limits  even  though  there  is  a slight  relative  increase 
in  indirect  or  one  minute  fraction.  Urine  urobilino- 
gen is  reported  as  being  “moderately  increased  and 
largely  of  the  levorotatory  type.”  I am  told  that  a 
positive  levorotatory  urine  is  indicative  of  the  pres- 
ence of  stercobilin — but  would  like  to  hear  a com- 
ment from  Dr.  Watson  James  in  this  regard  as  I 
understand  he  is  especially  interested  in  this  test. 
An  increased  urinary  urobilinogen  and  bilirubin 
would  tend  to  go  along  with  findings  of  hepatocel- 
lular damage.  Cephalin  flocculation  test  of  3 plus 
is  a frequent  finding  in  cirrhosis.  It  would  be 
especially  interesting  to  have  thymol  and  zinc  tur- 
bidity reaction  results  here  also  as  they  may  be  only 
slightly  elevated  in  alcoholic  cirrhosis.  In  the  pres- 
ence of  an  elevated  serum  globulin,  particularly  the 
gamma  globulin  fraction,  the  zinc  and  thymol  tur- 
bidity reactions  are  at  their  greatest  intensity  and 
this  is  encountered  more  in  cirrhosis  following  acute 
infectious  hepatitis  than  in  the  alcoholic  variety. 
Cholesterol  of  195  and  esters  of  94  are  not  remark- 
able. It  is  important  to  note,  however,  that  the  esters 
are  at  good  healthy  level,  as  they  are  quite  labile 
and  frequently  are  early  heralds  in  hepatocellular 
disease  processes  when  falling  or  very  low.  A re- 
versed A/G  ratio  is  present.  In  early  hepatic  in- 
sufficiency due  to  cirrhosis,  the  serum  globulin  con- 
centration will  rise,  producing  little  change  or  a 
slight  rise  in  the  total  protein  values.  Later,  the 
serum  albumin  concentration  will  decrease  also, 
lowering  the  total  protein  unless  the  globulin  has 
shown  a heavy  increase.  A liver  punch  biopsy  may 
have  proved  very  helpful  in  differentiating  what 
type  of  cirrhosis  was  present,  if  any,  and  also  whether 
there  were  any  liver  metastasis.  Serum  acid  phospha- 
tase is  reported  as  3.6  Bodansky  Units.  Normals  for 
this  method  are  0.0  to  0.4.  The  presence  of  serum 


phosphatase  acivity  at  pH  4.5,  of  0.7  to  1.0  units 
(Bodansky)  per  100  c.c.,  when  alkaline  phosphatase 
is  normal,  warrants  suspicion  of  metastasizing  j>ros- 
tatic  cancer,  and  is  very  probable  when  exceeding 
1.0  unit.  If  alkaline  serum  phosphatase  is  elevated, 
then  a phosphatase  activity  at  jjH  4.5  of  1.5  units 
per  100  c.c.  or  more  often  appears  pathognomonic  of 
metastasizing  prostatic  cancer.  If  the  serum  acid 
phosphatase  is  elevated  and  alkaline  phosphatase 
is  normal,  there  is  a strong  likelihood  of  prostatic 
carcinoma  with  metastases  to  soft  ti.ssues  but  not 
to  bone.  Augmented  serum  acid  phosphatase  levels 
generally  mean  extension  of  the  cancer  beyond  the 
capsule.  It  is  important  not  to  allow  hemolysis  of 
the  red  cells  when  performing  the  test  as  there  mav 
be  a liberation  of  erythrocyte  phosphatase  into  the 
serumi  and  hence  a false  high  value.  If  testosterone 
was  being  administered,  it  could  conceivably  cause 
elevated  serum  acid  phosphatase  also.  Amylase  and 
lipase  determinations  may  have  proved  helpful,  diag- 
nostically, but  are  not  shown  on  this  protocol. 

I will  ask  Dr.  Mandeville  to  demonstrate  the 
x-rays  but  would  like  to  ask  if  he  thinks  the  pyloric 
area  ulceration  looks  old  or  recent?  Could  it  be 
a stress  situation? 

Dr.  Frederick  B.  Mandeville*:  There  is  con- 
sistent annular  narrowing  of  the  pylorus  with  some 
mucosal  folds  seen.  There  was  only  slight  irregu- 
larity of  the  proximal  lesser  curvature  of  the  duo- 
denal bulb  compatible  with  ulceration  and  tumor. 
No  appreciable  extrinsic  pressure  of  pancreas  on 
the  duodenal  loop  or  stomach  was  demonstrated. 

Dr.  Mitchell  : Although  I agree  that  these 
findings  are  suggestive  of  pre-pyloric  ulceration,  it 
is  interesting  to  speculate  on  the  possibility  of  this 
so-called  “annular  filling  defect”  being  a pancreatic 
rest,  or  aberrant  pancreatic  tissue.  The  aberrant  pan- 
creas, though,  is  found  in  most  cases  in  a MeckeFs 
diverticulum  which  may  also  contain  gastric  mucosa 
and  a peptic  ulcer.  Annular  pancreas  frequently  man- 
ifests itself  by  obstruction  signs.  The  slight  anterior 
projection  of  the  stomach  could  be  due  to  pancreatic 
malignancy  or  other  pancreatic  lesion.  The  duo- 
denal loop  looks  normal  to  me.  The  alisence  of 
esophageal  varices  on  x-ray  does  not  by  any  means 
rule  them  out.  We  are  able  to  identify  not  more 
than  35-50%  of  them  and  then  not  always  with 
clearcut  certainty.  A thick  barium  paste  should  be 
used,  preferably,  and  we  do  not  know  what  tech- 
nique was  employed  in  this  instance. 

The  increasing  peripheral  edema  and  purpuric 
manifestations  detected  three  days  after  admission 
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could  have  been  on  the  same  basis  as  described 
earlier  for  pancreatic  lesions. 

The  lone  gastric  washing,  wherein  acid  fast  or- 
ganisms were  seen  on  direct  smear,  is  usually  con- 
sidered unreliable,  diagnostically  speaking,  and 
probably  should  be  discounted.  It  is  comforting  to 
see  the  presence  of  free  HCl  reported  on  gastric 
analysis  but  the  amount  would  be  imjwrtant  also. 
The  report  of  no  further  blood  in  the  stools  is  not 
particularly  disturbing  as  the  site  of  gastrointestinal 
bleeding  could  have  closed  off.  Also,  it  is  helpful 
from  a negative  standpoint  in  that  bleeding  from  a 
lowered  prothrombin  level  would  probably  have  con- 
tinued to  ooze  and  not  to  seal  off.  Here  again,  it  would 
be  rather  helpful  to  know  whether  these  stools  were 
of  the  type  seen  in  pancreatic  insufficiency.  The  ris- 
ing N.P.X.  (99)  and  leukocytosis' were  apparently 
terminal  events.  Such  an  elevated  N.P.X.  could 
be  explained  on  the  basis  of  prostatic  obstruction, 
or  even  possibly  terminal  nephritis,  while  the  rising 
white  count  could  be  indicative  of  worsening  sepsis 
and/or  mesenteric  vascular  occlusion. 

The  absence  of  pain  in  this  case  seems  most  im- 
portant and  must  be  reckoned  with.  Statistically, 
pain  is  moderate  to  severe  in  85%  of  cases  of  cancer 
of  the  head  of  the  pancreas,  60%  of  cases  of  cancer 
of  the  bile  ducts,  almost  always  present  in  cancer 
of  the  tail  and  body  of  the  pancreas,  and  absent 
in  60%  of  cases  of  cancer  of  the  ampulla  of  Vater; 
thus,  we  may  be  dealing  with  ampullary  carcinoma, 
although  such  cases  usually  demonstrate  early,  pro- 
gressive, and  marked  jaundice.  Also,  hepatomegaly 
in  these  cases  is  not  a frequent  finding,  and  an  en- 
larged gallbladder  is  found  in  50%  of  these  cases 
( Courvoisier's  law),  but  we  have  no  record  of  a 
gallbladder  having  been  felt.  It  would  be  nice  to 
be  able  to  make  a positive  diagnosis  of  ampullary 
carcinoma  ulcerating  into  the  pylorus  but  sufficient 
evidence  to  warrant  such  a presumption  is  not  com- 
plete. Favoring  pancreatic  malignancy  is  that  it 
often  occurs  in  elderly  patients  without  antecedant 
acute  malaise,  intermittent  colics,  or  chills  and  fever. 
Pruritus  is  not  mentioned.  If  it  has  been,  and  had 
occurred  prior  to  onset  of  jaundice,  then  mechanical 
obstruction  of  the  biliary  passages  could  be  con- 
sidered likely.  Carcinoma  of  the  pancreas  is  mostly 
located  in  the  head  of  the  gland  and  may  cause 
excretory  insufficiency  of  the  pancreas  and  the  liver 
(such  as  steatorrhea  and  icterus).  Metastases  favor 
the  mesenteric  and  paraortic  lymph  nodes,  the  liver, 
and  the  lungs.  Death  occurs  early  with  average  sur- 
vival time  being  9 months  after  discovery  of  the 


disease.  Ampullary  cancers  tend  to  ulcerate  and  form 
fistulae  between  the  biliary  and  alimentary  tracts. 

Carcinoma  of  the  prostate  may  arise  in  any  lobe 
but  70-80%  originate  in  the  posterior  lobe.  In- 
vasion of  the  seminal  vesicles  occurs  frequently  and 
early.  L}-mph  node  metastases  are  found  at  autopsy 
in  60-90%  of  all  cases,  especially  the  hypogastric 
and  iliac  nodes,  then  later  the  abdominal  and 
periaortic  nodes. 

In  summary  then,  and  despite  the  fact  that  less 
than  5%  of  all  cancers  are  of  the  pancreas,  I feel 
that  this  man  had:  1)  Carcinoma  of  the  pancreas: 
a.  This  lesion  cannot  be  ruled  out,  esi^ecially  the 
ampulla  of  Vater,  with  ulceration  into  the  pylorus 
and  metastases  widespread.  2)  Carcinoma  of  the 
prostate  gland : a.  Probable  metastases  to  the  deep 
pelvic  nodes.  3)  Cirrhosis  of  the  liver:  a)  Pos- 
sibly post-necrotic  type  combined  with  alcoholic  or 
nutritional  deficiency  type.  4)  Pneumonitis,  bi- 
lateral. 

Dr.  Robert  Edg.ar  IMitchell’s  Di.^tcNOSis 

Carcinoma  of  the  pancreas  with  ulceration  into 
the  pylorus  and  widesj)read  metastases. 

Carcinorria  of  the  prostatic  gland  with  probable 
metastases  to  the  deep  pelvic  nodes. 

Cirrhosis  of  the  liver. 

Bilateral  pneumonia. 

P.A.THOLOGIC.A.L  Dl.AGXOSIS 

Carcinoma  of  the  body  of  pancreas  with  metastases 
to  lymph  nodes,  liver,  spleen,  duodenum,  peritoneum 
and  diaphragm. 

Thrombosis  of  external  iliac,  femoral,  pancreatic, 
splenic  and  portal  veins. 

Infarction  of  lung  with  abscess  formation. 

Thrombotic  vegetation  of  aortic  valve. 

Infarcts  of  spleen  and  kidneys. 

Gangrene  of  right  great  toe. 

Adenocarcinoma  of  prostate. 

DISCUSSION  OF  PATHOLOGIC  FINDINGS 

Dr.  S.  H.  Choy*:  The  body  of  pancreas  was 
completely  replaced  by  a large,  white  to  cream 
colored  tumor  with  areas  of  hemorrhage  and  ne- 
crosis. The  tumor  extended  into  the  head  of  pan- 
creas, ulcerated  the  duodenal  mucosa  and  directly 
infiltrated  the  peripancreatic  fat  and  the  splenic  cap- 
sule. There  were  several  peritoneal  implants  of  the 
tumor  on  the  diaphragm  and  the  gallbladder.  Mi- 
croscopically the  tumor  was  a poorly  differentiated, 
mucin  producing  adenocarcinoma  with  frequent  in- 

*Instructor  in  Pathology,  Medical  College  of  Virginia. 
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Fig.  1 — Invasion  of  perineural  lymphatics  by  the  tumor  cells. 


vasion  of  perineural  lymphatics  (Fig.  1).  The  re- 
gional lymph  nodes,  mesenteric,  gastric,  mediastinal 
and  periaortic  lymph  nodes  harljored  metastatic 
tumor  tissue.  The  liver  was  studded  with  metas- 
tatic nodules  and  tumor  emboli  were  found  in  the 


and  around  the  pancreas  were  frequently  filled  with 
thrombi  and  many  of  these  vessels  showed  infiltra- 
tion of  the  walls  by  the  tumor  cells,  which  appeared 
to  grow  freely  within  the  lumina.  The  intraheptic 
branches  of  the  portal  vein  near  the  metastatic  tumor 


Fig.  2 — Tumor  emboli  in  pulmonary  vessels. 


lung  (Fig.  2).  No  evidence  of  biliary  obstruction 
was  demonstrated. 

Associated  with  the  carcinoma  of  pancreas  was 
widespread  thromboembolic  phenomenon  which  was 
most  striking.  The  blool  vessels  within  the  tumor 


nodules  also  showed  similar  findings  associated 
with  thrombosis.  The  thrombosis  of  these  vessels 
may  be  explained  on  the  basis  of  mechanical  dam- 
age to  the  vascular  w’alls  by  the  invading  tumor. 
However,  the  patient  manifested  clinical  evidence 


VoLuxip;  84,  2^Iarch,  1957 


137 


Fig-  3 — Laminated  thrombus  in  external  iliac  vein. 


of  thrombotic  varices  in  the  calf,  and  at  autopsy 
multiple  thromboses  of  the  external  iliac  and  femoral 
veins  bilaterally  (Fig.  3).  The  right  middle  and 
left  lower  lobes  of  the  lung  contained  abscesses  which 
appeared  to  be  due  to  secondary  bacterial  infection 
in  preexisting  infarcts.  Several  large  pulmonary 
arteries  near  the  abscessed  areas  were  occluded  by 
organizing  thrombi.  P'urthermore,  on  the  anterior 
cusp  of  the  aortic  valve  was  a friable  thrombotic 
vegetation  which  consisted  of  platelets  and  fibrin 
strands  and  this  was  apparently  the  source  of  arterial 
embolism  which  caused  gangrene  of  the  toe,  infarcts 
in  the  spleen  and  kidneys. 

Association  of  thrombotic  syndrome  and  various 
malignant  tumors  has  been  known  for  many  decades. 
In  1938  SprouF  pointed  out  that  the  highest  inci- 
dence of  thrombosis  occurred  in  association  with 
carcinoma  of  the  body  and  tail  of  the  pancreas.  In 
her  series  of  autopsy  cases  forty  per  cent  of  patients 
with  carcinoma  of  the  body  and  tail  of  pancreas 
showed  multiple  thromboses.  In  recent  years  there 
have  been  reports  that  findings  of  idiopathic  venous 
thromboses  lead  to  detection  of  obscure  cancers. 

The  mechanism  of  intravascular  thrombosis  in 
cancer  patients  is  not  clearly  understood.  Invasion 
of  the  venous  wall  and  disruption  of  the  endothelium 
may  induce  thrombosis  which  will  propagate  and 
occlude  the  lumen.  The  growth  of  tumor  cells  within 
the  lumen  may  also  cause  thrombosis;  compression 
of  venous  wall  by  extrinsic  pressure  of  the  growing 


tumor  may  result  in  stasis  of  blood  and  facilitate 
thrombosis;  and  tumor  emboli  may  set  up  throm- 
bosis at  the  sites  of  their  lodgment.  How'ever,  these 
seemingly  plausible  mechanisms  do  not  explain  the 
frequent  occurrence  of  multiple  venous  thromboses, 
occasional  arterial  thrombosis  and  thrombotic  vege- 
tations of  the  heart  valves.  All  the  circumstances 
point  to  the  probability  that  there  is  a state  of 
increased  coagulability  of  the  blood  and  to  the  as- 
sumption that  the  cancer  cells  are  the  source  of  the 
substance  or  substances  that  induce  thrombosis.  The 
metabolic  products  of  the  tumor  cells  within  the 
lumina  of  blood  vessels  are  discharged  directly  into 
the  blood  stream.  IMucin  produced  by  certain  tumor 
cells,  thromboplastin-like  substances  of  the  tumor 
cells,  and  proteolytic  enzymes  secreted  by  the  tumor 
cells  are  thought  to  be  responsible  for  the  clotting 
of  the  blood.  These  theories  have  some  clinical  and 
experimental  supporters^. 

Antifibrinolytic  activity  of  the  endothelial  cells 
is  diminished  or  absent  in  many  infectious  and 
cachectic  states.  It  was  known  that  the  anti-fibrino- 
htic  activity  in  cancer  patients  is  diminished  by 
administration  of  “pancreatin”.  It  does  not  seem 
too.  unreasonable  to  speculate  that  when  the  pan- 
creas is  atrophic  or  replaced  by  nonfunctioning  tumor 
as  in  this  case  the  absence  of  “pancreatin”  may 
allow  excessive  antifibrinohdic  activity  and  a ten- 
dency to  intravascular  thrombosis.  Further  evidence 
that  the  pancreas  may  affect  the  blood  coagulation 
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factors  is  provided  by  the  finding  of  a disminished 
antithrombin  activity  of  the  blood  in  cases  of  fibro- 
cystic disease  of  the  pancreas®. 

Incidental  finding  at  autopsy  was  occult  adeno- 
carcinoma of  the  prostatic  gland  which  has  not 
caused  any  demonstrable  metastasis. 
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TV  Program  on  Blood  and  Circulation 


A new  one-hour  color  television  program  about  the 
circulation  of  blood,  to  be  telecast  over  the  CBS 
network  on  Wednesday,  night,  March  20,  will  be 
of  special  interest  to  the  medical  profession.  Called 
“Hemo  the  Magnificent,”  the  production  is  the 
second  in  the  Bell  System  Science  Series  of  programs 
designed  to  present  authentic  information  about 
various  fields  of  science. 

“Hemo  the  Magnificent”  dramatizes  the  story  of 
blood  and  its  circulation,  and  uses  animation,  pho- 
tomicrography, and  medical  movies.  Among  other 
scientific  facts,  the  program  explains  the  anatomy 
of  the  circulatory  system  and  the  function  of  the 
various  organs  involved,  the  work  of  the  human 
heart,  and  the  functions  of  arteries,  capillaries,  and 
veins.  The  actual  flow  of  blood,  seen  through  a 
microscope,  is  presented,  and  the  beating  of  living 
hearts  is  also  shown.  The  structure  and  operation 
of  the  circulatory  system  is  explained  by  animation. 

The  program  emphasizes  that  scientific  knowl- 


edge, as  exemplified  by  the  facts  that  have  been 
accumulated  about  the  subject  of  blood  through  the 
years,  is  the  result  of  constant  hard  work  on  the 
part  of  doctors,  scientists,  nurses,  laboratory  tech- 
nicians, and  students  everywhere. 

Frank  Capra,  the  famous  film  director  is  the 
producer  of  “Hemo  the  Magnificent.”  Outstanding 
scientists  in  the  field  of  physiolog)’  served  as  special 
advisors  for  the  program,  including  Dr.  Maurice 
B.  Visscher,  University  of  Minnesota;  Dr.  Chauncey 
D.  Leak,  Ohio  State  University;  Dr.  Gordon  K. 
Moe,  State  University  of  New  York;  and  Dr.  Allan 
Hemingway,  University  of  California  at  Los  An- 
geles. A Scientific  Advisory  Board,  composed  of 
nine  leading  scientists,  selects  subjects  and  materials 
for  the  entire  Bell  System  Science  Series. 

Individual  companies  of  the  Bell  System  will  make 
“Hemo  the  Magnificent”  available  on  request  for 
16-mm  color  film  showings  to  interested  organiza- 
tions after  the  March  20  telecast. 
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Pilot  Study  on  Diabetes  in  Virginia 

‘'From  every  viewpoint — personal,  community, 
economic,  and  professional — it  is  urgent  that  un- 
recognized diabetes  be  discoverexi  and  medical  care 
instituted."  This  statement  is  from  an  editorial. 
Discovering  Unsuspected  Diabetes,  which  appeared 
in  the  Journal  of  the  American  ^Medical  Association 
144:468,  1950.  Since  it  is  estimated  that  there  are 
a million  or  more  persons  with  unrecognized  diabetes 
in  the  United  States  it  would  seem  to  be  clear  that 
these  unrecognized  diabetics  constitute  a major  med- 
ical problem. 

In  view  of  the  above,  as  well  as  the  fact  that  the 
principal  role  of  Public  Health  is  preventive  medi- 
cine, the  State  Department  of  Health  was  interested 
in  the  announcement  that  there  is  on  the  market  a 
mechanical  laboratory  apparatus,  called  a clinitron, 
capable  of  screening  120  blood  sam.ples  an  hour  for 
blood  sugar  level,  using  the  Wilkerson-Heftman 
Method.  It  is  emphasized  that  these  determinations 
are  screening  and  not  diagnostic.  The  screening 
levels  obtainable  through  the  use  of  the  clinitron 
and  certain  tablets  are  130  mg.  per  100  ml.  and  180 
mg.  per  100  ml.  and  the  results  only  indicate  whether 
the  blood  sugar  is  above  one  or  the  other  of  these 
levels. 

brief  explanation  of  the  procedure  involved  in 
the  use  of  the  clinitron  in  the  laboratory  might  be 
of  interest.  Venous  blood  (0.1  ml.)  is  pipetted  into 
a special  tube  containing  5 cc.  of  distilled  water, 
and  the  tube  is  placed  in  the  clinitron.  It  proceeds 
through  7 stations  as  follows:  Zinc  hydroxide  and 
potassium  iodide  in  sjsecial  tablet  form  are  auto- 
matically delivered  to  the  tube  as  it  proceeds  to  sta- 
tion 1,  where  heat  is  applied  to  react  with  the  zinc 
hydroxide  and  coagulate  the  blood  proteins.  At  sta- 
tion 2,  steam  forces  the  coagulated  protein  to  the  top 
of  the  tube  where  it  adheres  to  the  funnel-shaped 
surface.  A special  potassium  ferricyanide  tablet  is 
delivered  to  the  tube  as  it  advances  to  station  3 
where  subdued  heating  keeps  the  solution  boiling 
gently,  well  below  the  protein  deposit.  This  con- 
tinues at  stations  4 and  5.  At  station  6 the  tube  is 
immersed  in  a water  cooling  bath  where  it  is  auto- 
matically shaken.  A special  tartaric  acid  tablet  is 
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added  as  the  tube  advances  in  the  cooling  bath  to 
station  7.  If  the  glucose  concentration  of  the  blood 
is  below  the  screening  level,  sufficient  ferricyanide 
is  left  unreduced  to  oxidize  the  potassium  iodide  to 
iodine  and  this  produces  a blue  color  with  the  starch. 
If  the  blood  sugar  value  is  abo\’e  the  screening  level 
the  liquid  in  the  tube  will  be  clear.  No  colorimeter 
is  needed. 

The  State  Health  Department  had  for  several  years 
conducted  mass  serologic  screening  tests  for  syphilis. 
In  this  program  Sheppard  vacuum  tubes  were  used. 
From  time  to  time  a tube  was  found  to  have  no 
vacuum  after  the  veni  puncture  had  been  made,  and 
rather  than  withdraw  the  needle  and  “stick”  the 
person  a second  time,  it  was  found  that  a second 
needle  could  be  inserted  into  the  rubber  tubing  of  the 
first  tube  and  the  vacuum  in  the  second  tube  would 
pull  the  blood  through.  It  was  known,  therefore, 
that  2 specimens  of  blood  could  be  obtained  with 
one  veni  puncture.  If  blood  sugar  determination 
screening  were  to  be  added  to  the  serologic  screen- 
ing two  separate  tubes  of  blood  would  have  to  be 
used,  since  a preservative,  anti-coagulant  would  have 
to  be  added  to  the  serum  drawn  for  blood  sugar 
determination  testing.  ' 

I\’ith  a clinitron  machine  available,  the  local  med- 
ical societies,  in  those  areas  where  mass  serologic 
screening  programs  had  already  been  approved,  were 
approached  as  to  whether  they  would  be  interested 
in  having  a screening  test  procedure  for  diabetes 
added  to  the  serologic  screening.  The  department’s 
purpose  was  to  conduct  a few  pilot  studies  to  see 
if  blood  sugar  determination  screening,  combined 
with  serologic  screening  was  feasible.  In  each  area 
local  medical  society  approval  was  obtained  and 
there  was  a keen  interest  expressed  in  almost  every 
instance. 

The  following  procedure  has  been  used  almost 
uniformly  where  the  combined  screening  programs 
have  been  held.  Two  specimens  of  blood  have  been 
taken  on  all  persons  who  volunteered  and  were  35 
years  old  or  over.  Specimens  are  not  taken  for  blood 
sugar  determination  on  those  under  35  years  old. 
Each  person  tested  was  asked  the  name  of  his  own 
ph}sician.  This  name  is  written  on  the  laboratory 
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slips.  The  specimen  with  preservative  is  sent  to  the 
State  Laboratory  and  run  on  the  clinitron  using  the 
tablet  which  screens  at  the  130  mg./ 100  ml.  level. 
Since  the  blood  specimens  are  taken  at  random  hours 
after  eating,  a considerable  number  of  the  positive 
tests  do  not  indicate  diabetes.  Regardless  of  this 
fact,  all  persons  with  positive  tests  have  been  referred 
to  their  own  physicians  for  further  tests  and  study. 
A very  brief  question  sheet  was  sent  to  the  physician 
asking  that  he  check  whether  the  patient  had  dia- 
betes and  if  diabetes,  whether  previously  known. 
Of  the  327  persons  whose  tests  screened  positive,  287 
have  been  seen  by  their  physician  and  the  question 
sheets  have  been  returned.  There  follows  a brief  sta- 
tistical resume  of  the  results  of  this  screening  pro- 
gram to  date. 


Total  Tested:  13,968 


Screened 

Positive 

Seen  by 
Physician 

Cases  of 
Diabetes 

Cases  of  Diabetes 
Previously 
Unknown 

Number 

327 

287 

no 

58 

Percentage 

2.34 

87.8 

38.3 

52.7 

Enriched  bread,  constituting  about  90  per  cent  or 
more  of  the  national  white  bread  output  of  the  bak- 
ing industry,  represents  an  important  factor  in  the 
protection  of  the  nutritional  health  of  America. 
Eaten  three  times  a day  by  almost  everybody,  it  con- 
tributes significantly  to  metabolic  needs  for  the  vita- 
mins thiamine,  riboflavin,  and  niacin  and  the  essen- 
tial minerals  iron  and  calcium.  Attributable  in  con- 
siderable part  to  this  nutritional  enhancement  of 
the  nation’s  dietary,  frank  deficiency  disease  due  to 
insufficient  intake  of  the  B vitamins  now  occurs 
only  rarely  and  sporadically. 

Although  the  enrichment  of  white  bread  is  not 
mandatory  under  Federal  law,  the  composition  of 
enriched  bread,  wherever  sold,  is  fixed  by  official 
regulations  at  definite  levels  of  the  three  contained 
B vitamins  and  of  iron.  These  levels  are  stipulated 


None  of  the  persons  whose  screening  tests  were 
reactive  at  a level  of  130  mg./lOO  ml.  have  been 
retested,  diagnosed,  or  treated  by  a health  depart- 
ment facility  with  the  exception  of  3 or  4 in  one 
of  the  cities.  These  3 or  4 patients  were  referred 
to  the  health  department  by  the  patient’s  physician 
with  the  request  that  retests  be  made  for  the  patient. 

Monthly  Report  of  the  Bureau  of 

CO.M.MUNICABLE  DISEASE  CONTROL 


J anuary 

January 

1957 

1956 

Brucellosis 

0 

0 

Diphtheria  ^ 

0 

1 

Hepatitis  (Infectious) 

31 

62 

Measles 

314 

957 

Meningococcal  Infections 

9 

7 

Meningitis  (Other) 

22 

15 

Poliomyelitis 

1 

0 

Rabies  in  Animals 

30 

32 

Rocky  Mt.  Spotted  Fever 

0 

1 

Streptococcal  Infections 

427 

577 

Tularemia 

9 

1 

Typhoid  Fever 

4 

0 

i Bread 

in  the  definition  and  standard  for  enriched  bread 
adopted  under  authority  of  the  Federal  Food  and 
Drug  Act.  At  present,  the  food  laws  of  27  states 
make  it  compjulsory  that  all  white  bread  sold  within 
their  boundaries  shall  conform  to  the  Federal  stand- 
ard. In  the  other  states  almost  all  bakeries  volun- 
tarily bake  only  the  enriched  form  of  white  bread. 

Another  valuable  component  of  enriched  bread 
is  its  contained  dry  nonfat  milk.  On  the  average, 
baking  formulas  include  4 pounds  of  this  milk 
derivative  for  each  100  pounds  of  flour.  Owing  to 
the  supplementary  value  of  the  milk  protein,  the 
protein  of  enriched  bread  is  capable  of  inducing 
good  growth  of  tissues  and  their  excellent  main- 
tenance. 

Enriched  bread,  by  modern  nutrition  criteria,  con- 
stitutes one  of  the  nation's  valuable  everyday  foods. 
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Helping  to  Prevent  Delinquency 

As  psychological  and  psychiatric  knowledge  has 
increased,  it  has  become  increasingly  evident  that 
there  is  no  single  cause  of  juvenile  delinquency  (or, 
indeed,  of  criminality  in  adults).  But  it  has,  like- 
wise, also  become  clear  that  certain  factors  which 
occur  in  childhood  have  important  causative  sig- 
liificance,  even  though  they  are  by  no  means  the 
only  causes. 

The  behaviour  of  a growing  person,  whether  it  be 
normal  and  acceptable  or  abnormal  and  unacceptable, 
is  always  the  result  of  numerous  factors  which  oper- 
ate throughout  the  life  of  that  individual.  He  de- 
velops in  early  life  certain  characteristics.  These 
characteristics  become  increasingly  more  fixed  as  his 
age  becomes  greater,  both  through  the  processes  of 
growth  and  those  of  interaction  with  the  environ- 
ment. It  is,  indeed,  true  that  many  of  the  basic 
causes  of  abnormality  are  to  be  found  in  jjersonality 
difficulties  which  take  their  origin  early  in  life.  On 
the  other  hand,  the  particular  form  in  which  the 
almormalities  are  manifest  is  often  a result  of  later 
development,  that  is,  of  the  interactions  between  the 
individual’s  personality  and  the  environment  in  which 
he  lives. 

I'hus  it  would  appear  that  the  things  which  happen 
to  an  individual  during  his  childhood  are  important 
in  determining  the  pattern  of  his  later  life.  This 
is  quite  clear  because  it  is  evident  that  during  child- 
hood there  are  built  up  types  of  reactions  we  call 
personality.  In  childhood  a pattern  is  formed  from 
which  later  deviations  are  rare  and  take  place  only 
under  extreme  stresses  of  environmental  situations. 
It  is  in  childhood  that  the  individual  is  most  plastic. 
W’ithout  laying  down  any  immutable  principle  of 
personality  being  fixed  and  determined  within  a 
certain  number  of  years  or  by  a certain  age,  we  can 
readily  say  that  more  can  be  done  to  determine  the 
pattern  of  behaviour  of  an  individual  within  the  first 
year  of  his  life  than  in  the  second.  Similarly,  more 
can  be  done  in  the  second  year  than  in  the  third, 
and  in  the  third  year  than  in  the  fourth,  and  so  on. 

Contributed  by  Gilbert  J.  Rich,  Ph.D.,  M.D.,  Director, 
Roanoke  Guidance  Center,  Roanoke,  Virginia. 


HIRAM  W.  DAVIS,  M.D. 

Commissioner,  Department  Mental  Hygiene  and 

Hospitals 

It  is  in  these  early  years  that  the  essential  methods 
are  built  up  which  the  individual  will  use  through- 
out his  life  in  meeting  difficult  situations  and  frus- 
trations. The  form  in  which  they  may  be  expressed 
may  change  under  the  various  influences  of  the 
environment  and  of  maturation,  but  the  essential 
characteristics  of  the  type  of  reaction  will  remain 
more  or  less  fixed.  Put  in  another  form,  this  means 
that  the  essential  motivation  toward  abormal  be- 
haviour is  laid  down  early  in  life.  The  form  which 
the  abnormality  takes  will  be  a later  development 
and  whether  or  not  it  includes  delinquent  or  crim- 
inal behaviour  may  often  be  a matter  of  the  chance 
environmental  factors  which  gave  the  individual 
an  opportunity  to  obtain  his  satisfactions  in  one 
way  or  another. 

More  especially  we  should  think  about  the  frus- 
trations which  occur  in  early  life.  It  is  in  the  over- 
coming of  these  frustrations  that  we  see  the  most 
important  development  in  emotional  growth.  This 
does  not  mean  at  all  that  our  efforts  should  be  directed 
toward  preventing  the  existence  of  frustrations  in 
early  life.  Indeed,  this  would  be  impossible.  More- 
over, it  would  not  be  a desirable  preparation  for 
later  life.  We  live  in  a world  in  which  it  is  impos- 
sible to  obtain  the  maximum  of  satisfactions.  The 
very  fact  that  our  native  and  instinctive  urges  are 
in  serious  conflict  with  the  demands  of  civilized  life 
among  other  people  means  that  frustration  is  in- 
evitable. The  problem  is  how  best  to  prepare  the 
child  for  the  frustrations  of  life  without  doing 
harm  to  him. 

The  answer  is  to  be  found  primarily  in  the  con- 
cept of  increasing  tolerance  for  frustration.  As  the 
infant  grows  into  the  child  and  the  child  into  the 
adolescent,  his  ability  to  withstand  frustrations  in- 
creases. Our  great  danger  is  that  we  frustrate  him 
too  greatly  and  too  early  in  his  life.  This  may, 
perhaps,  be  illustrated  very  simply  in  the  matter 
of  toilet  training.  Some  ten  or  fifteen  years  ago  it 
was  common  practice  among  medical  men,  especially 
pediatricians,  to  encourage  parents  to  toilet  train 
their  children  at  ages  six  and  twelve  months.  We 
are  now  seeing  many  of  these  children  in  our  child 
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guidance  clinics  and  finding  that  they  are  unusually 
rebellious.  The  frustration  of  the  child’s  desire  to 
eliminate  waste  products  when  and  as  he  pleases 
was  carried  on  at  an  early  age  when  the  child  was 
too  young  to  tolerate  it.  He  fought  it,  but  repressed 
much  of  the  hostility  in  order  to  maintain  the  love 
and  approbation  of  the  parents.  In  later  years, 
however,  this  hostility  begins  to  show  itself.  Some 
of  it  will  doubtless  be  transferred  from  the  parents 
to  society  as  a whole  and  we  are  already  seeing  some 
of  these  children  engaged  in  delinquency  and  crime. 
Again,  may  I point  out  that  not  by  any  means  all 
of  them  become  delinquent.  Only  a few  will  have 
their  hostile  activity  directed  particularly  into  this 
channel.  Here,  again,  the  early  frustration  will 
provide  the  motivation  but  not  the  mechanism. 

Another  way  of  looking  at  this  matter  is  to  ask 
ourselves  what  are  the  needs  of  children  which  should 
be  satisfied  if  they  are  to  make  a normal  emotional 
development.  Without  attempting  any  real  classi- 
fication of  these  needs,  may  I point  out  those  whose 
satisfaction  seems  most  frequently  to  be  neglected, 
and  whose  neglect  seems  most  frequently  to  give  rise 
to  those  abnormalities  which  are  seen  in  clinical 
practice.  First  of  all  is  the  need  of  the  child  to 
be  secure.  Security  means,  above  all,  the  love  of 
the  parents.  The  child  needs  to  be  wanted  and  to 
know  not  only  that  he  is  a wanted  child  but  also 
he  is  the  wanted  child.  I surely  do  not  need  to  call 
to  the  attention  of  this  group  the  facts  of  parental 
rejection.  Yet  it  is  evident  that  these  facts  are  not 
at  all  generally  accepted  aside  from  those  people 
who  work  professionally  to  help  others  adjust.  We 
live  in  a culture  which  has  put  a premium  upon 
parenthood  and  has  made  it  very  difficult  for  the 
average  parent  to  acknowledge  even  to  himself,  and 
much  more  to  others,  that  a child  is  rejected.  The 
result  is  that  few  parents  actually  face  the  fact  of 
rejection.  They  tend  to  either  rationalize  the  re- 
jection by  seeing  the  child  as  a bad  child  and  justi- 
fying their  lack  of  love  for  him  on  the  grounds  that 
he  is  so  bad  that  he  cannot  be  loved  even  by  his 
father  or  mother.  Or,  if  they  do  not  do  this,  they 
compensate  for  the  rejection  by  an  overprotective 
attitude  which  is  as  bad  or  worse  than  outright  re- 
jection. There  are,  of  course,  many  causes  for 
parental  rejection. 

The  acceptance  of  the  child  by  the  parent  is  the 
most  important  factor  in  his  obtaining  th  security 
which  is  so  necessary  for  emotional  develoj)ment. 
Tliere  are  many  things  which  a parent  can  do  which 
will  make  a child  insecure.  Severe  punishment  or 


scolding  is  not  the  only  means  of  producing  inse- 
curity. Neglect  will  produce  it,  or  partiality  toward 
another  child,  a brother  or  sister.  Even  the  com- 
parison of  one  child  with  another  makes  the  one 
who  is  compared  unfavorably  insecure.  This  is 
what  I meant  when  I said  that  the  child  needs  to  be 
the  wanted  child,  as  well  as  a wanted  child.  Even 
the  inclusion  or  noninclusion  of  children  in  affairs 
and  councils  of  the  family  may  make  the  difference 
between  security  and  insecurity. 

A second  need  that  the  child  has  is  for  accom- 
plishment. He  needs  to  be  able  to  succeed  in  some 
of  the  things  which  he  does.  This  means  that  those 
who  deal  with  the  child,  be  they  parents,  teachers, 
or  others,  must  find  for  the  youngster  something 
which  he  can  do  and  do  w'ell,  even  though  it  may  be 
necessary  to  find  simple  activities  for  whos-  who 
are  not  too  well  endowed  with  intelligence  or  with 
manual  skills.  It  is  in  this  connection  that  we  meet 
with  the  false  idea  that  our  task  in  life  is  to  prepare 
children  for  a culture  which  is  essentially  competi- 
tive in  nature  and  that,  therefore,  we  must  at  a 
very  early  stage  introduce  them  to  competition  and 
to  the  fact  that  they  will  have  to  meet  with  failure. 
Such  a point  of  view  is  unsound  in  two  respects. 

In  the  first  place,  it  fails  to  realize  that,  even  if 
the  world  were  as  competitive  as  the  proponents  of 
this  theory  maintain,  the  child  must  be  introduced 
to  competition  and  to  failure  only  as  quickly  as 
he  is  able  to  tolerate  it.  More  important,  however, 
is  the  fact  that  we  are  not  developing  a highly  com- 
petitive civilization.  Quite  the  contrary,  as  our 
civilization  progresses,  human  beings  are  becoming 
more  and  more  regimented.  It  is  becoming  increas- 
ingly likely  that  our  children  will  simply  fit  into  a 
scheme  which  is  arranged  for  them  by  government, 
labor  union,  employer,  etc.  Competition  seems  to 
be  limited  primarily  to  the  few  who  are  leaders. 
We  are  certainly  not  justified  in  sacrificing  the 
many  who  will  be  more  or  less  regimented  followers 
for  the  sake  of  developing  the  few  who  will  be 
leaders. 

Finally,  it  is  necessary  to  call  attention  to  the 
child’s  need  of  develojmient,  that  is,  of  growing  up. 
By  this  is  meant  the  process  by  which  the  child 
becomes  less  and  less  dependent  upon  others  and 
more  and  more  dependent  upon  himself.  This  is 
again  a gradual  process  which  begins  at  birth  and 
continues  until  maturity.  One  function  after  an- 
other is  taken  over  by  the  child  and  the  parent  or 
teacher  is  relieved  of  it.  There  are  numerous  blocks 
toward  this  development  because  of  over-protection 
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on  the  part  of  the  parents  and  others.  Primarily, 
they  seem  to  be  due  to  the  unwillingness  of  the  older 
person  to  give  up  the  position  of  being  a god  to  th^' 
child.  The  satisfaction  which  the  parent  receives 
from  being  the  all  important  individual  in  the 
child’s  life  is  one  which  is  not  readily  relinquished. 
The  continuation  of  controls  after  the  time  when  the 
child  should  take  them  up  for  himself  is  readily 
rationalized,  of  course,  on  the  basis  of  the  child's 
needs,  the  demands  of  the  community,  etc.  Essen- 
tially, the  block  is  the  parental  unwillingness  to 
release  the  child  by  helping  the-  child  develop  his 
ability  to  take  care  of  himself.  It  is  to  be  noted  that 
exactly  the  same  thing  occurs  when  the  child’s 
dependence  shifts  from  parent  to  teacher.  The  teach- 
er becomes  so  well  satisfied  with  being  important 
to  the  child  that  he  is  unwilling  to  release  the  child 
and  allow  him  to  grow  up,  using  very  much  the 
same  types  of  rationalization  that  the  parent  has 
previously  used. 

The  importance  of  the  family  is  paramount.  There 
are  several  reasons  for  this.  It  is  the  members  of 
the  family,  more  particularly  the  parents,  who  are 
in  contact  with  a child  during  the  earliest  years  of 
his  life,  the  years  when  his  personality  is  most  plastic. 
These  are  also  the  times  when  the  child’s  own 
needs  are  greatest.  The  emotional  attitudes  which 
he  develops  toward  the  members  of  his  family  are 
likely  to  be  more  intense  than  those  developed 
toward  any  other  individuals  later  in  life.  Never 
again  does  he  have  to  depend  upon  any  persons  to 
the  same  extent  that  he  has  to  depend  upon  parents, 
siblings,  and  others,  .\mong  the  family  relation- 
ships, that  of  child  to  parent  is  the  most  important. 
This  has  already  been  discussed  in  some  detail. 
The  relationship  of  one  child  to  another  is  likewise 
important  because  intense  rivalries  and  hatreds  are 
likely  to  appear.  .A.s  in  the  case  of  parents,  our 
culture  places  something  of  a premium  upon  brotherly 
and  sisterly  love,  with  the  result  that  the  child  who 
is  rivalrous  of  and  liostile  toward  his  sibling  must 
find  some  way  out  of  the  conflict  that  ensues.  It 
is  unfortunate  that  the  parents,  sometimes  through 
ignorance  but  more  frequently  because  of  their  un- 
conscious motivations,  often  increase  these  sibling 
rivalries  rather  than  minimize  them  and  help  the 
child  to  adjust  to  them. 

In  addition  to  the  family,  we  must  consider  the 
school  as  an  important  factor  in  determining  and 
directing  a child’s  development  of  personality.  Over 
a considerable  period  of  years,  the  school  occupies 
a large  part  of  a child's  time.  Emotionally  it  be- 


comes to  a certain  extent  the  substitute  for  the  home. 
The  teacher  becomes  a substitute  parent.  Many 
of  the  attitudes  which  have  developed  toward  the 
parents  are  transferred  to  the  teacher  and  undergo 
further  elaboration  and  redevelopment  in  the  rela- 
tionship of  pupil  to  teacher. 

.\  third  factor  in  the  adjustment  of  a child  is 
to  be  found  in  his  companions,  that  is,  in  the  other 
children  among  whom  he  lives,  ^^’e  already  know 
that  specific  patterns  of  behaviour  may  be  learned 
from  other  children.  These  patterns  may  include 
those  of  delinquency,  as  has  been  brought  out  so 
well  by  the  discovery  of  delinquency  areas  in  our 
cities.  I consider  these  patterns  of  less  importance 
than  I do  the  emotional  reactions  of  children  to 
their  treatment  by  the  others.  Part  of  the  need  for 
security,  for  accomplishment  and  for  development 
(growing  up)  is  satisfied  by  other  children.  It  is 
a rather  remarkable  observation  in  clinical  practice 
with  disturbed  children  to  find  that,  despite  the  mul- 
tiplicity of  causes  for  which  problem  children  are 
referred,  the  great  majority  of  them  are  failing  to 
make  good  social  adjustments.  The  need  for  ac- 
ceptance by  one’s  companions  is  so  great  that  a failure 
in  this  direction  is  an  important  motivating  force 
in  the  individual’s  entire  personality.  It  is,  in  addi- 
tion, a fairly  sensitive  index  of  the  child’s  general 
adjustment.  Unfortunately,  it  is  seldom  seen  as  an 
evidence  of  maladjustment  unless  it  results  in  such 
severe  fighting  as  to  bring  complaints  from  the 
parents  of  the  other  children. 

In  light  of  these  considerations,  what  can  we 
say  about  the  prevention  of  criminal  and  delinquent 
behaviour?  Perhaps,  the  question  could  be  better 
put  by  asking  what  we  can  do  to  prevent  abnormal 
behaviour  of  any  sort;  or,  going  further,  what  we 
can  do  to  prevent  emotional  maladjustment.  Our 
whole  thesis  is  that  the  essential  difficulty  is  malad- 
justment. It  gives  rise  to  abnormal  behaviour. 
Breaking  the  law  is  but  one  form  of  abnormal  be- 
haviour. I am  concerned  at  this  {X)int  not  so  much 
with  what  we  can  do  to  prevent  the  directing  of  those 
hostile  impulses  which  arise  from  emotional  malad- 
justment into  delinquent  and  criminal  channels  as 
I am  with  what  we  can  do  to  prevent  the  occurrence 
of  these  maladjustments  and  thereby  prevent  crim- 
inal behaviour  at  its  source.  The  whole  problem 
thus  becomes  one  of  general  mental  hygiene,  for 
the  healthily  developed  individual  does  not  need 
to  make  use  of  antisocial  behaviour  in  order  to  gain 
satisfactions  out  of  life. 

It  would  appear  that  the  first  step  would  be  in 
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the  direction  of  education.  If  we  are  to  deal  ade- 
cjuately  with  children,  we  must  first  of  all  deal 
adequately  with  their  parents.  We  can  educate 
parents  toward  better  understanding  of  their  own 
problems,  and,  secondarily,  toward  a better  under- 
standing of  the  children’s  problems.  The  latter, 
although  more  superficial,  is  the  easier.  We  are 
now  teaching  our  adolescent  girls  how  to  be  home- 
makers and  to  give  children  physical  care.  It  should 
certainly  be  possible  to  instruct  them  as  to  the  psycho- 
logical as  well  as  the  physiological  nature  and  needs 
of  the  children  they  are  going  to  bear.  Education 
is  the  only  weapon  with  which  we  can  adequately 
fight  our  outworn  traditions,  such  as,  the  need  for 
using  force  and  punishment  as  the  only  ways  of 
handling  and  educating  children,  a tradition  which 
is  e.xemplified  in  the  so  commonly  quoted  adage  of 
“Spare  the  rod  and  sixjil  the  child”.  Education  can 
help  parents  understand  that  there  is  much  more  to 
handling  a child’s  life  than  punishing  him  for 
infractions.  Such  educational  efforts  are  t)y  no 
means  a panacea  for  all  the  woes  of  parent-child 
relationships,  too  many  of  the  difficulties  are  expres- 


sions of  deep  emotional  maladjustments  in  the  ]jar- 
ents.  We  cannot  cure  these  by  education,  but  we 
can  at  least  direct  them  along  new  pathways. 

The  liope  of  the  future  is  in  prevention.  We 
have  had  so-called  correctional  institutions  for  many 
decades,  but  they  have  not  succeeded  in  correcting 
any  large  percentage  of  their  inmates,  as  shown  by 
the  high  rates  of  recidivism.  Would  it  not  be  better 
if  we  were  to  turn  our  attention  more  toward  pre- 
vention? In  doing  this,  we  must  bear  in  mind  that 
human  behaviour,  like  other  natural  phenomena, 
shows  the  inter-relationship  of  cause  and  effect.  But 
cause  and  effect  may  be  very  dissimilar.  The  cause 
may  not  resemble  the  effect  in  any  way.  If  we  are 
to  do  an)'thing  by  way  of  prevention,  we  must  look 
far  and  wide  for  the  causes  and  then  try  to  eradicat  ■ 
them.  We  will  not  thereby  have  a panacea.  We 
will  not  be  able  to  prevent  every  criminal  or  de- 
linfiuent  act,  but  at  least  we  will  be  able  to  mini- 
mize these  because  we  will  find  developing  in  our 
communities  increasingly  fewer  children  who  are  so 
hostile  to  the  world  that  they  have  to  take  refuge 
in  law-breaking  activities. 


Toward  Salaried  Practice 


•A  desire  for  security  and  a desire  to  be  part  of 
a medical  team  are  mainly  responsible  for  the  pres- 
ent trend  toward  salaried  medical  practice.  I'hat’s 
the  consensus  of  some  fifty  medical  leaders  queried 
by  Medical  Economics.  Their  views  are  reported 
in  the  magazine’s  February  issue. 

Nearly  all  these  medical  leaders  (less  than  half 
of  whom  are  themselves  on  salary)  “exjdain  the  rise 
of  salaried  practice  in  terms  of  doctors’  attitudes.” 
“To  quote  a privately  practicing  surgeon  who’s  out 
of  symjxithy  with  the  trend,  ‘today’s  young  AI.I). 
wants  security.  He  wants  leisure.  And,  unlike  the 
doctor  of  the  past,  he  isn’t  willing  to  work  for  these 
things.  He  wants  to  start  out  with  them.  So  he 
takes  a salaried  post.’  ” 

.Adds  the  medical  director  of  a big  closed-panel 
plan:  “Many  of  our  best  young  men  feel  they  can 
serve  most  effectively  in  teaching  hospitals  or  in 
teamwork  with  salaried  groups.  Sure,  they  want 
security.  But  even  more  they  want  a Ijetter  jmofes- 
sional  life.” 

“Besides  these  attitudes  among  doctors  them- 
selves, there  appear  to  be  at  least  five  outside  factors 
pushing  them  toward  salaried  practice.”  “First,  of 
course,  is  organized  labor,”  the  magazine  reports. 
Some  of  the  medical  leaders  it  queried  pointed  out 
that  more  and  more  unions  are  willing  to  pay  big 


money  for  their  own  medical  programs.  Says  the 
head  of  one  labor  health  center:  “The  time  is  al- 
ready at  hand  when  the  family  doctor  in  some  in- 
dustrial areas  makes  a better  living  on  a union  salary 
than  in  solo  practice.” 

.Another  factor  accounting  for  the  spread  of  sal- 
aried j)ractice  lies  in  the  increased  number  and 
influence  of  “private  teaching  [hospitals]  with  sal- 
aried staffs.” 

“The  third  outside  factor  is  the  great  upsurge  in 
medical  research.”  “Today’s  research-minded  doc- 
tor is  likely  to  be  on  the  full-time  payroll  of  a foun- 
flation,  a university,  or  a drug  com])any. 

“Fourth  is  industrial  medicine,”  Medical  Eco- 
nomics rejrorts.  It  cjuotes  the  medical  director  of 
one  doctor-emjfloying  company  as  saying,  “There  are 
more  than  3,500  physicians  on  full-time  salaries 
right  now.  Give  us  another  ten  years  and  we’ll  be 
one  of  the  top  five  specialties.” 

“Finally,  the  Federal  tax  laws  are  a powerful 
force  in  favor  of  salaried  practice.”  They  take  so 
much  of  what  the  high-paid  private  practitioner 
earns  that  many  physicians  say  they  'would  rather 
work  on  salary.  Salaried  jobs,  they  add,  often  pro- 
vide for  company  pensions,  thus  eliminating  doctors’ 
worries  about  savings. 
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Blue  Shield  Fees  and  Income  Limits 

The  two  Blue  Shield  Plans  of  Virginia  were 
originally  conceived  by  their  respective  sponsors  as 
planned  services  for  the  public  good.  The  Plans 
were  not  established  to  forestall  “socialized  medi- 
cine”— that  they  have  successfully  done  so,  however, 
can  be  considered  an  eminently  worthwhile  by-prod- 
uct of  their  operations;  they  were  established  to  serve 
the  people  of  the  State,  most  especially  to  sen-e 
people  of  moderate  means.  Had  the  Plans  been 
organized  by  doctors  primarily  for  their  own  bene- 
fit, payment  of  indemnities  would  have  been  adopted 
as  the  modus  operand!;  because  doctors  organized  the 
Plans  i>rimarily  for  the  benefit  of  their  patients, 
provision  for  service  benefits  has  always  been  the 
operational  pattern  of  both  Plans. 

The  two  Plans,  however,  while  developing  their 
service  programs  and  tailoring  details  to  fit  their 
respective  situations,  became  somewhat  different,  not 
as  concerns  fundamental  Blue  Shield  concepts  but 
as  concerns  scope  of  ser\'ices  provided  for,  limita- 
tions to  services,  and  procedural  characteristics.  For 
one  thing,  the  Blue  Shield  Plan  with  headquarters 
in  Richmond  adopted  income-criteria  with  which 
to  define  a subscriber's  eligibility  for  a Participat- 
ing Physician’s  “full-service”.  The  Richmond  Plan 
then  devised  fee  schedules  that  would  be  commen- 
surate with  these  income-criteria. 

The  relationship  between  the  Richmond  Plan’s 
fees  and  its  income-limitations  to  “full-service’’  is 
too  often  overlooked.  That  relationship,  however, 
is  fundamental  to  the  Plan’s  operations  and  should 
be  recognized  by  every  physician  who  is  practicing 
in  the  72  county  area  sers-ed  by  that  Plan.  Phy- 
sicians should  understand  that  the  fees  scheduled  for 
the  Standard  Contract  are  based  on  the  ability  to 
pay  of  families  with  incomes  of  less  than  $4,000; 
the  fees  scheduled  for  the  Comprehensive  Contract 
are  based  on  the  ability  to  pay  of  families  with 
incomes  of  less  than  $6,000. 

For  example,  the  Richmond  Plan's  Standard  Con- 
tract stipulates  a total  family  income  of  $4,000  as 
the  limitation  to  eligibility  for  “full-service”;  the 
Blue  Shield  fees  payable  under  the  Standard  Con- 
tract, accordingly,  are  in  amounts  that  can  be  af- 
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forded  by  people  whose  total  family  incomes  are 
less  than  ^4,000.  Because  $4,000  is  the  top-limit 
to  eligibility  for  full-service  benefits  under  the 
Standard  Contract,  it  follows  that  the  average  income 
of  eligible  families  must  be  appreciably  less  than 
$4,000.  Even  with  the  budgetary  help  of  prepay- 
ment, these  families  can  not  afford  to  pay  large 
fees,  nor  the  amounts  which,  in  some  communities, 
are  average  fees. 

Just  as  “What  goes  up  must  come  down”,  it  is 
axiomatic  in  prepayment  plan  operations  that  what 
is  paid  out  must  first  be  paid  in.  The  Blue  Shield 
fees  paid  under  the  Standard  Contract  must  be  pre- 
paid by  people  whose  family  incomes  are  less  than 
$4,000.  How  much  can  these  people  afford  to  pay 
for  health  care?  Is  it  feasible  to  increase  the  sub- 
scriber rates  paid  by  these  people  so  that  the  Stand- 
ard Contract  fees  can  be  increased?  Could  these 
people,  without  Blue  Shield  membership,  pay  larger 
fees  than  those  currently  listed  in  the  Standard 
Contract  Fee  Schedule? 

To  answer  these  questions,  Richmond  Plan  ex- 
ecutives consulted  officials  of  two  well-known  banks, 
an  officer  of  a reputable  finance  company,  and  a social 
worker  of  the  Family  Service  Society  to  get  as- 
sistance in  constructing  a practical  budget  for  a 
man,  wife,  and  two  children  who  are  trying  to  live 
within  an  income  of  $325  a month,  $3,900  a year. 
The  following  is  a composite  of  the  suggestions 


offered : 

Per 

Annual 

Item 

Month 

Expense 

U-  S.  Income  Tax 

State  Income  and 

.$  18.75 

$ 225.00 

Personal  Property  Taxes 

3.75 

45.00 

Food 

105.00 

1,260.00 

Housing 

55.25 

663.00 

Clothing 

House  Operations 

Fuel,  Utilities, 

36.25 

435.00 

Equipment,  Furn. 

30.00 

360.00 

Transportation 

25.00 

300.00 

Health  Care 

Church,  Contributions, 

10.00 

120.00 

Gifts,  Dues 

10.00 

120.00 

Children’s  Incidentals 

7.50 

90.00 

Personal  Care 

7.00 

84.00 
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Recreation,  Tobacco, 

Liquor,  Vacation  7.00  84.00 

Life  Insurance  6.00  72.00 

Miscellaneous  3.50  42.00 

Total  $325.00  $3,900.00 

Blue  Cross-Blue  Shield  membership  dues  for  the 
Standard  Contracts  amount  to  either  $91.20  or 
$105.60  a year,  depending  upon  whether  the  family 
is  enrolled  through  a Group  or  is  on  a non-Group, 
pay-direct  basis.  Thus,  there  remains  $28.80,  maybe 
only  $14.40,  of  this  family’s  annual  health  budget 
to  cover  the  costs  of  preventive  medical  care,  office 
and  home  care  of  illness,  dental  care,  dietary  sup- 
plements, and  drugs.  Expenses  above  these  amounts 
can  be  met  only  by  some  sacrifice  which  this  family 
should  not  be  called  upon  to  make. 

The  answers  seem  quite  obvious:  This  family 
does  not  appear  able  to  pay  professional  fees  larger 
than  those  currently  listed  in  the  Standard  Fee 
Schedule,  either  through  Blue  Shield’s  prepayment 
plan  or,  without  Blue  Shield,  out  of  the  limited  fam- 
ily pocket-book.  Probably  this  $3,900  a year  family, 
without  its  Blue  Shield  membership,  would  have 
no  funds  on  hand  with  which  to  pay  any  professional 
fee  for  in-hospital  care. 

Though  a seeming  paradox,  it  is  a fact  that  the 
economic  changes  of  recent  years  have  increased, 
rather  than  decreased,  the  relative  value  of  the 
Standard  fees — have  made  them  more  adequate  as 
compensation  for  professional  services  to  under- 
$4,000  families,  ^^’hile  the  general  economy  has 
increased,  the  $4,000  limitation  to  “full-service” 
imposed  by  the  Standard  Contract  has  remained  con- 
stant, but  today  $4,000  will  not  stretch  nearly  so 
far  as  the  same  amount  would  go  just  a few  years 


back.  Because  basic  living  costs  have  gone  up 
appreciably,  families  whose  incomes  are  still  under 
$4,000  despite  the  higher  level  of  the  general  econ- 
omy now  have  less  left  over  with  which  to  pay 
professional  fees.  The  Blue  Shield  fees  which  are 
paid  in  their  behalf  are  therefore  relatively  more 
adequate  today  than  formerly. 

\Miat  the  patient  could  afford  to  pay  out  of  his 
own  pocket — what  the  doctor  would  charge  and  col- 
lect if  the  patient  were  paying  out  of  his  own 
pocket;  these  are  the  criteria  of  adequacy  of  Blue 
Shield  fees.  The  physician  should  remember  that 
the  Blue  Shield  fee  he  receives  directly  from  the  Plan 
need  be  considered  payment-in-full  only  when  his 
subscriber-patient  has  an  income  within  the  sti})u- 
lated  limits  to  “full-service’’.  Whenever  the  jia- 
tient’s  income  is  above  those  limits,  the  physician 
collects  any  amount  he  deems  proper,  and  the  Plan 
helps  him  do  so  by  paying  the  Blue  Shield  fee  as 
an  indemnity. 

Within  the  Standard  Contract  Fee  Schedule  there 
are  still  a few’  uncorrected  inconsistencies  in  the 
relationships  between  fees — sporadic  instances  of 
fees  seeming  to  be  out-of-line.  Throughout  1957 
Richmond  Plan  trustees  will  be  meeting  with  official 
representatives  of  each  specialty  society  to  obtain 
help  in  eliminating  these  few’  inconsistencies;  also 
during  1957  the  Plan’s  staff  w’ill  exert  every  effort 
to  replace  Standard  Contracts  with  Comprehensive 
Contracts  in  all  instances  where  the  $4,000  family 
income  limit  to  “full-serv’ice”  and  the  commensurate 
fees  of  the  Standard  Contract  are  inappropriate. 
By  promoting  these  activities  physicians  can  htlj) 
“The  Doctors’  Plan”  be  of  more  value  to  themselves, 
and  by  doing  so  they  will  help  the  Plan  be  of  more 
service  to  their  patients. 


Women  Studying  Medicine 


The  American  IMedical  Association  reports  that 
during  the  academic  year  1955-56  a total  of  1,573 
women  w’ere  studying  medicine  in  the  76  approved 
four-year  medical  schools  in  the  United  States.  This 
is  a 2.3  per  cent  gain  over  the  previous  year. 


The  W'oman’s  Medical  College  of  Pennsylvania 
had  the  highest  enrollment  of  any  school — 182.  The 
medical  schools  of  Columbia  University  and  State 
University  of  New  York,  New  York,  each  enrolled 
40  or  more  women. 
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Woman’s  Auxiliary . . . . 


President  Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect  Mrs.  John  R.  St.  George,  Portsmouth 

I'ice-Presidents Mrs.  Maurice  Bray,  Suffolk 

Mrs.  J.  Rollins  McGriff,  McLean 
Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary  Mrs.  James  R.  Grinels,  Richmond 
Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer Mrs.  Robert  H.  Detwiler,  Arlington 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 


Northampton-Accomac. 

This  Auxiliary  held  its  meeting  on  January  17th 
at  the  home  of  Mrs.  \V.  J.  Sturgis,  Sr..  tWth  nineteen 
members  present.  A delicious  luncheon  and  social 
hour  {preceded  the  business  meeting.  Mrs.  S.  K. 
Eskridge,  president,  anounced  that  ^Irs.  Lee  S.  Lig- 
gan, State  President,  and  Mrs.  J.  R.  St.  George. 
President-Elect,  will  be  guests  of  the  Auxiliary  at 
the  April  meeting  which  is  to  be  held  at  the  home  of 
Mrs.  Raymond  K.  Brown.  Plans  were  discussed  for 
Doctor’s  Day. 

C.XTHKKIXE  R.  TrOWER, 
Chairman,  Press  and  Publicity 

Mid-Tidewater. 

I'he  Auxiliay  to  the  Mid-Tidewater  Medical  So- 
ciety met  in  the  home  of  Mrs.  Alalcolm  Harris,  \\  est 
Point,  on  January  22nd.  The  president,  Mrs.  Ray- 
mond Brown,  presided.  After  a brief  business  meet- 
ing, Dr.  Shirley  Carter,  Richmond,  gave  a most 
interesting  talk  on  “Her  Experiences  as  a ^^'oman 
Doctor".  The  Auxiliary  members  joined  the  doc- 
tors at  the  Country  Club  for  dinner. 

Richmond. 

The  Auxiliary  to  the  Richmond  Academy  of  Medi- 
cine sponsored  a plaj,  “Hayfever’’  on  January  31 
through  Februar}'  2nd  at  the  Mary  Munford  School. 
This  was  produced  by  the  Richmond  Drama  Work- 
shop. Mrs.  William  Moncure  and  Mrs.  Heth  Owen 
served  as  General  Chairmen,  with  Mrs.  Custis  Cole- 
man, Mrs.  Campbell  Harris,  Airs.  Beverley  Jones, 
Mrs.  Bernard  D.  Packer,  Mrs.  George  K.  Brooks, 
Jr.,  Airs.  Thomas  F.  Walker,  Airs.  George  Snead, 
and  Airs.  1.  S.  Zfass  as  members  of  the  committee. 

This  play  was  presented  for  the  benefit  of  Shelter- 
ing Arms  Hospital  which  is  the  philanthropic  project 
for  the  .Auxiliary.  They  give  particular  emphasis 


to  the  medical  surgical  equipment  and  last  year 
donated  new  anesthesia  apparatus  for  both  the  pedia- 
tric and  general  surgical  needs.  They  now  hope  to 
be  able  to  purchase  a new  autoclav  as  the  old  one 
is  antiquated  and  can  no  longer  be  repaired. 

.At  the  meeting  of  the  .Au.xilian,-  on  January  18th, 
Airs.  I .ee  S.  Liggan,  State  President,  was  the  speaker. 

Southern  Medical  Association 

The  Thirty-Second  .Annual  Convention  of  the 
Woman's  .Auxiliary  to  the  Southern  Aledical  .Asso- 
ciation was  held  in  Washington,  D.  C.  in  November. 
A'irginia  was  represented  by  Airs.  Lee  S.  Liggan, 
President;  Airs.  Alaynard  R.  Emlaw,  Past-President 
of  A'iiginia  and  Past-Treasurer  and  Past-Vice  Presi- 
dent of  Southern,  who  was  serving  on  the  Doctor’s 
Day  .Awards  Committee;  and  the  Councilor,  Airs. 
Kalford  W.  Howard. 

The  program  was  interesting,  beginning  with  a 
P re- Convent  ion  Breakfast  Aleeting  of  the  Board  on 
the  morning  of  November  12th.  That  afternoon 
there  was  a lovely  Tea  and  Fashion  Show,  put  on  by 
Garfinkle’s,  and  a General  .Assembly  of  the  Aledical 
.Association  was  the  evening  program. 

On  Tuesday  morning  the  General  Session  of  the 
.Auxiliary  was  held,  with  Airs.  John  J.  O’Connell 
presiding.  Airs.  O'Connell  will  be  remembered  among 
our  members  because  of  her  smile  and  her  charm 
when  she  visited  us  at  the  Roanoke  Convention  last 
fall.  Especially  stressed  at  this  meeting  was  the 
hope  that  all  county  auxiliaries  in  the  Southern 
States  will  observe  Doctor’s  Day  this  year,  and  that 
in  all  publicity  the  date,  Alarch  30th,  will  be  men- 
tioned and  emphasized.  This  is  to  be  done  with 
the  hope  that  in  time  that  date  will  be  universally 
observed  to  honor  doctors. 

.At  the  close  of  the  meeting,  the  following  officers 
were  elected  and  installed;  Airs.  Oscar  . Robin- 
son of  Paris,  Tex.,  President;  Airs.  Walker  L.  Cur- 
tis of  College  Park,  Ga.,  President-Elect;  Airs. 
George  Owen  of  Jackson,  Aliss.,  First  Vice  Presi- 
dent; Airs.  Harry  L.  Johnson  of  Elkins,  N.  C.,  Sec- 
ond Vice-President;  Airs.  F.  .A.  Holden  of  Balti- 
more, Aid.,  Third  Vice-President;  Airs.  William 
Garrott  of  Cleveland,  Tenn.,  Recording  Secretary; 
Airs.  John  D.  Gleckler  of  Denison,  Tex.,  Corre- 
sponding Secretary;  Airs.  Kalford  W.  Howard  of 
Portsmouth,  Treasurer.  Airs.  AlajTiard  R.  Emlaw 
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was  named  Chairman  of  the  Memorial  Committee. 
The  new  Councilor  from  Virginia,  to  serve  the  next 
two  years,  is  Mrs.  Walter  A.  Porter  of  Hillsville. 

A beautiful  luncheon  followed  the  General  Ses- 
sion, at  which  the  awards  were  given  for  the  best 
observance  and  display  of  Doctor's  Day,  after  which 
the  visiting  ladies  were  entertained  with  a tour  of 
the  City  of  Washington. 


The  concluding  gathering  of  the  Convention  was 
the  Post-Convention  Board  Meeting  on  Wednesday 
morning,  presided  over  by  the  new  President,  Mrs. 
Robinson,  at  which  plans  for  the  ensuing  year  were 
made.  Those  of  us  who  have  met  Mrs.  Robinson 
will  be  looking  forward  to  her  visit  to  us  in  October, 
when  we  will  be  meeting  again  in  Washington. 

Margaret  P.  Howard,  Past  Councilor 


Chewing  Tobacco’s  Effect  on  Body 


Heart  researchers  have  provided  some  new  in- 
formation for  doctors  wishing  to  advise  their  patients 
about  the  effects  of  chewing  tobacco  on  the  circula- 
tory system. 

Although  81  million  pounds  of  chewing  tobacco 
are  consumed  annually  in  the  United  States,  prac- 
tically nothing  is  known  about  its  effect  on  the  body. 
However,  four  Cincinnati  researchers  now  have  con- 
ducted a series  of  tests  on  men  who  habitually 
chewed  tobacco.  They  reported  their  findings  in 
the  February  2 Journal  of  the  American  ^ledical 
Association. 

They  found  that  chewing  tobacco  produced  changes 
in  the  body  similar  to  those  caused  by  smoking 
cigarettes,  including  increases  in  pulse  rate  and  blood 
pressure  and  a decrease  in  skin  temperature.  It  also 
produced  changes  in  the  ballistocardiograph,  which 
measures  the  impact  on  the  body  of  the  heart’s  thrust 
as  it  pumps  blood.  Smoking  did  not  produce  bal- 
listocardiograph changes. 

The  24  men,  ranging  in  age  from  .14  to  71  years, 
chewed  low-nicotine  tobacco  or  a regular  commer- 
cial brand.  Some  also  chewed  gum  for  comparison. 

After  chewing  commercial  tobacco,  the  pulse  rates 
of  14  men  increased  markedly,  with  an  average 
increase  of  13.4  beats  a minute.  With  low-nicotine 
tobacco,  the  rate  remained  constant  in  three  men. 
decreased  in  one  and  increased  by  an  average  of 
6.5  beats  a minute  in  nine  men.  After  chewing  gum 


one  man  showed  a slight  rise  and  one  a slight  fall. 
All  showed  definite  increases  in  blood  pressure  after 
chewing  commercial  tobacco. 

In  most  of  the  men  the  pattern  of  skin  tempera- 
ture changes  was  similar  to  that  reported  in  cigarette 
smoking  studies.  Forehead  temperatures  remained 
nearly  constant  with  both  types  of  tobacco  and  gum, 
but  temperatures  in  the  fingers  and  toes  decreased 
after  chewing  tobacco. 

The  ballistocardiograph  changes,  which  were  re- 
corded in  23  men,  were  the  greatest  about  15  min- 
utes after  chewing  began.  Younger  men  who  smoked 
in  other  studies  did  not  show  such  changes.  The 
possibility  that  more  nicotine  is  absorbed  by  the  body 
during  chewing  than  during  smoking  might  explain 
these  changes  in  the  older  men. 

The  average  amount  of  toliacco  chewed  contained 
about  10  times  more  tobacco  than  the  standard  ciga- 
rette. In  addition,  the  tobacco  was  held  in  the 
mouth  longer  than  cigarette  smoke  usually  is.  It 
is  estimated  that  more  than  two-thirds  of  the  nicotine 
in  cigarette  smoke  is  absorbed  through  the  mem- 
branes of  the  mouth. 

Conducting  the  research,  which  was  supported  by 
a grant  from  the  Tobacco  Industry  Research  Com- 
mittee, New  York,  were  Dr.  David  L.  Simon,  Dr. 
.\rnold  Iglauer,  Dr.  John  Braunstein  and  Robert  E. 
Rakel  of  Cincinnati  General  Hospital  and  Ketter- 
ing Laboratory,  University  of  Cincinnati, 
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Responsibilties  of  Medical  Profession  in 
Use  of  X-rays  and  Other  Ionizing 
Radiation. 

1.  The  United  Nations  General  Assembly,  being 
aware  of  the  problems  in  public  health  that  are 
created  by  the  development  of  atomic  energy,  es- 
tablished a Scientific  Committee  on  the  Effects  of 
Atomic  Radiation.  This  Committee  has  considered 
that  one  of  its  most  urgent  tasks  was  to  collect 
as  much  information  as  possible  on  the  amount  of 
radiation  to  which  man  is  exposed  today,  and  on  the 
effects  of  tliis  radiation.  Since  it  has  become  evident 
that  radiation  due  to  diagnostic  radiology  and  to 
radio-therapy  constitutes  a substantial  proportion 
of  the  total  radiation  received  by  the  human  race, 
the  Committee  considers  it  desirable  to  draw  atten- 
tion to  information  that  has  been  obtained  on  this 
subject. 

2.  IVIodern  medicine  has  contributed  to  the  control 
of  many  diseases  and  has  substantially  prolonged 
the  span  of  human  life.  These  results  have  depended 
in  part  on  the  use  of  radiation  in  the  detection,  diag- 
nosis and  treatment  of  disease.  There  are,  however, 
few  examples  of  scientific  progress  that  are  not  at- 
tended by  some  disadvantages,  however  slight.  It 
is  desirable  therefore  to  review  objectively  the  pos- 
sible present  or  future  consequences  of  increased 
irradiation  of  populations  which  result  from  these 
medical  applications  of  radiation. 

3.  It  is  now  accepted  that  the  irradiation  of  human 
beings,  and  particularly  of  their  germinal  tissues, 
has  certain  undesirable  effects.  While  many  of  the 
somatic  effects  of  radiation  may  be  reversible,  ger- 
minal irradiation  normally  has  an  irreversible  and 
therefore  cumulative  effect.  Any  irradiation  of  the 
germinal  tissues,  however  slight,  thus  involves  ge- 
netic damage  which  may  be  small  but  is  nevertheless 

Statement  by  the  United  Nations  Scientific  Committee 
on  the  Effects  of  Atomic  Radiation. 

^ The  radiation  due  to  natural  sources  has  been  esti- 
mated to  cause  between  70  and  170*millirem  of  irradiation 
to  the  gonads  per  annum  in  most  parts  of  certain  countries 
in  which  it  has  been  studied,  although  higher  values  are 
found  locally  in  some  areas.  See  the  reports  “The  hazards 
to  man  of  nuclear  and  allied  radiations”  published  by  the 
United  Kingdom  NUdical  Research  Council  in  June  1956, 
in  which  also  the  millirem  is  defined;  and  from  informa- 
tion submitted  to  the  Committee. 

2 See  the  report  of  the  International  Commission  on 
Radiological  Protection  (published  in  the  British  Journal 
of  Radiology — Supp.  6,  of  December  195-1 — in  the  Journal 
francais  d’eleciro-radiologic — No.  10,  of  October  1955 — 
etc.  and  revised  in  1956). 


real.  For  somatic  effects  there  may  however  be 
thresholds  for  any  irreversible  effects,  although  if 
so  these  thresholds  may  well  be  low. 

4.  The  information  so  far  available  indicates  that 
the  human  race  is  subjected  to  natural  radiation,^ 
as  well  as  to  artificial  radiation  due  to  its  medical 
applications,  to  atomic  industry  and  its  effluents 
and  to  the  radioactive  fall-out  from  nuclear  explo- 
sions. The  Committee  is  aware  of  the  potential 
hazards  that  such  radiation  involves,  and  it  is  col- 
lecting and  examining  information  on  these  subjects. 

5.  The  amount  of  radiation  received  by  the  popu- 
lation for  medical  purposes  is  now,  in  certain  coun- 
tries, the  main  source  of  artificial  radiation  and  is 
probably  about  equal  to  that  from  all  natural  sources. 
Moreover,  since  it  is  given  on  medical  advice,  the 
medical  profession  exercises  responsibility  in  its  use. 

6.  The  Committee  appreciates  fully  the  impor- 
tance and  value  of  the  correct  medical  use  of  radia- 
tion, both  the  diagnosis  of  a large  number  of  con- 
ditions, in  the  treatment  of  many  such  diseases  as 
cancer,  in  the  early  mass  detection  of  conditions  such 
as  pulmonary  tuberculosis,  and  in  the  extension  of 
medical  knowledge. 

7.  Moreover,  it  appreciates  fully  the  contributions 
of  the  radiological  profession,  through  the  Interna- 
tional Commission  on  Radiological  Protection^  in 
recommending  maximum  permissible  levels  of  ir- 
radiation. As  regards  those  whose  occupation  ex- 
poses them  to  radiation,  the  establishment  of  these 
levels  depends  on  the  view  that  there  are  doses 
which,  according  to  present  knowledge,  do  not  cause 
any  appreciable  body  injury  in  the  irradiated  indi- 
vidual ; and  also  on  the  consideration  that  the  num- 
ber of  people  concerned  is  sufficiently  small  for  the 
genetic  repercussions  upon  the  population  as  a whole 
to  be  slight.  \Mienever  exposure  of  the  whole  popu- 
lation is  involved,  however,  it  is  considered  prudent 
to  limit  the  dose  of  radiation  received  by  germinal 
tissue  from  all  artificial  sources  to  an  amount  of 
the  order  of  that  received  from  the  natural  back- 
ground radiation. 

8.  It  appears  most  important  therefore  that  medi- 
cal irradiations  of  any  form  should  be  restricted  to 
those  which  are  of  value  and  importance,  either  in 
investigation  or  in  treatment,  so  that  the  irradiation 
of  the  population  may  be  minimized  without  any 
impairment  of  the  efficient  medical  use  of  radiation. 
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9.  The  Committee  is  consequently  anxious  to  re- 
ceive infonnation  through  approjiriate  governmental 
channels  as  to  the  methods  and  the  extent  by  which 
such  economy  in  the  medical  use  of  radiation  can 
be  achieved,  both  by  avoiding  examinations  which 
are  not  clearly  indicated  and  by  decreasing  the  ex- 
posure to  radiation  during  examinations,  particularly 
if  the  gonads,  or  the  foetus  during  pregnancy  lie 
in  the  direct  beam  of  radiation.  It  seeks,  in  par- 
ticular, to  obtain  information  as  to  the  reduction 
in  radiation  of  the  population  which  might  be 
achieved  by  improvements  in  instrument  design  by 
fuller  training  of  personnel,  by  local  shielding  of 
tlie  gonads,  by  choosing  appropriately  between  radi- 
ography and  fluoroscopy,  and  by  better  administra- 
tive arrangements  to  avoid  any  necessary  repetition 
of  identical  examinations. 


10.  The  Committee  also  seeks  the  co-operation  of 
the  medical  profession  to  make  possible  an  estimate 
of  the  total  radiation  received  by  the  germinal  tissue 
of  the  population  before  and  during  the  child-bearing 
age.  It  considers  it  to  be  essential  that  standardized 
methods  of  measurement,  of  tyj^es  at  present  available, 
should  be  widely  used  to  obtain  tliis  information  and 
it  emphasizes  the  value  of  adequate  records,  main- 
tained by  those  using  radiation  medically,  by  the 
dental  profession,  and  by  the  responsible  organiza- 
tions in  allowing  such  radiation  e.xposure  to  be 
evaluated.  The  Committee  is  convinced  that  in- 
formation of  this  type  will  make  it  possible  to  de- 
crease the  total  medical  irradiation  of  the  population 
while  preserving  and  increasing  the  true  value  of 
the  medical  uses  of  radiation. 


Injections  for  Low  Back  Pain 


Much  low  back  pain,  sciatica  and  referred  pain 
in  the  lower  extremities  can  now  be  eliminated  by 
a very  simple  treatment:  injections  of  vegetable  oil 
and  an  anesthetic.  Dr.  George  S.  Hackett,  Canton, 
Ohio,  developed  the  treatment  and  has  used  it  for 
the  last  14  years.  He  said  in  the  January  19  Jour- 
nal of  the  American  Medical  Association  that  82 
per  cent  of  1,178  patients  treated  with  the  injections 
“consider  themselves  cured.” 

Dr.  Hackett’s  injection  treatment  causes  new  cells 
to  be  produced  in  bone  and  fiber  tissue  at  joints 
where  the  pain  originates.  It  is  based  on  his  belief 
that  relaxation  of  the  ligaments  which  “weld”  these 
joints  is  the  cause  of  more  low  back  pain  and 
referred  pain  than  any  other  factor.  When  a liga- 
ment is  relaxed,  normal  tension  or  movement 
stretches  the  fibers.  This  overstimulates  the  sensory 
nerves  because  they  do  not  stretch.  Thus  pain  is 
produced  either  at  the  site  (called  “trigger-point 
pain”)  or  in  some  other  part  of  the  body  (referred 
pain). 

The  diagnosis  that  pain  is  the  result  of  ligament 
relaxation  can  be  verified  by  “needling”  with  a local 


anesthetic  solution.  The  point  of  the  needle  is  in- 
serted within  the  disabled  ligament.  The  irritation 
produced  by  the  needle  together  with  the  pressure 
of  the  solution  will  immediately  produce  the  local 
pain  and  frequently  the  referred  pain,  both  of  which 
will  disappear  promptly  as  anesthesia  takes  place. 

Treatment  consists  of  making  the  ligaments  and 
bone  grow'  new  tissue  in  the  “weld”  between  the  liga- 
ment and  bone.  This  treatment  is  called  “prolo- 
therapy,”  which  means  stimulating  production  of 
new'  cells  to  rehabilitate  an  incomplete  structure.  A 
solution  which  causes  the  stimulation  in  the  bone 
and  fibrous  tissue  is  injected  into  the  relaxed  liga- 
ment at  its  junction  with  the  bone. 

Treatment  by  as  many  as  six  injections  is  usually 
given  in  the  doctor’s  office,  but  more  incapacitated 
patients  are  treated  in  the  hospital,  where  as  many 
as  20  injections  can  be  given  in  one  day  while  the 
patient  is  anesthetized.  It  usually  takes  a month 
for  the  production  of  new  cells.  Patients  report  for 
evaluation  at  the  end  of  six  w'eeks.  They  themselves 
know  when  they  are  cured. 
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Editorial . . . . 


Richmond’s  War  Memorial 


■pRIOR  TO  THE  DESIGNATION  of  the  Richmond  ^Memorial  Hospital  as  Rich- 
mond’s  memorial  to  those  killed  in  World  War  II,  the,  objection  was  raised  by  some 
that  a memorial  of  this  ty{>e  should  not  be  a utilitarian  structure. 

'I'he  statement  was  made  that  Richmond  hospitals  rapidly  outgrew  their  setting  and 
this  would  mean  that  in  the  course  of  a few  decades,  at  most,  the  building  would  be 
discarded  and  the  memorial  would  cease  to  exist.  This  objection  was  overcome  when 
Laburnum,  the  Bryan  homeplace,  and  the  surrounding  fourteen  acres  were  given  to 
the  hospital  by  David  Tennant  Bryan.  This  broad  tract  insures  permanence  by 
})roviding  unlimited  possibilities  for  growth  in  the  foreseeable  future. 


second  and  more  disturbing  objection  was  occasionally  heard  to  the  effect  that 
a utilitarian  memorial  would  lend  itself  to  exploitation  and  could  easily  degenerate 
into  a commercial  project  entirely  unworthy  of  its  high  purpose.  It  is  to  be  hoped 
that  all  who  had  this  misgiving  found  it  possible  to  attend  the  dedication  of  the 
hospital  on  January  1.5.  No  one  among  the  ten  thousand  who  were  present  for  this 
impressive  ceremony  could  have  failed  to  realize  the  lasting  and  appropriate  nature 
of  this  jnemorial. 

The  heart  of  the  hospital  is  found  in  the  chapel.  This  rises  for  five  stories  above 
the  altar,  which  contains  the  Book  of  Memory.  This  illuminated  volume  required  five 
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years  to  prepare  and  has  the  names  of  three  of  Richmond's  war  victims  inscribed  on 
each  page.  Each  morning  a page  is  turned,  so  that  the  name  of  all  of  Richmond’s 
dead  will  be  exposed  for  one  day  each  year. 


Behind  the  altar  and  extending  the  full  height  of  the  south  wall  of  the  chapel 


is  a vast  expanse  of  green  Swedish  marble  on  which  is  inscribed  the  names  of  984 
men  and  women,  who  lived  in  the  City  of  Richmond  or  Chesterfield  or  Henrico  Coun- 
ties before  they  entered  the  service.  Each  name  is  separated  from  its  companion 
by  a gold  star.  The  altar  is  flanked  by  huge  United  States  and  Virginia  State  flags. 
The  following  inscription,  attributed  to  Franklin  D.  Roosevelt,  encircles  three  sides 
of  the  chapel ; 

“They  stand  in  the  unbroken  line  of  patriots  who  have  dared  to  die  that  freedom 
might  live  and  grow  and  increase  its  blessings.  Freedom  liv'es  and  through  it  they 
live  — in  a way  that  humbles  the  undertakings  of  most  men.” 

The  chapel,  its  altar  and  the  tablet  may  be  seen  through  bronze  trimmed  windows 
from  each  of  the  first  five  floors  of  the  hospital.  Access  to  the  chapel  is  provided 
by  twin  sets  of  marble  stairs  from  the  lobby. 

Rarely  since  the  opening  of  the  hospital  has  there  not  been  at  least  one  person 
eagerly  scanning  the  gold  encrusted  names  on  the  wall  of  the  chapel  or  pausing  to 
see  who  in  the  Book  of  Memory  has  been  chosen  for  especial  honor  that  day.  The 
Richmond  Memorial  Hospital  is  a living  memorial  which  not  only  furnishes  healing 
for  the  sick  of  Richmond  and  Virginia  but  also  provides  solace  to  those  who  have 
lost  kinsmen  and  friends  in  the  defense  of  our  country.  AA'hat  could  be  a more  ap- 
propriate memorial? 


H.J.W. 


Physick  at  Jamestowne 


HE  TREADMILL  of  modern-day  life  permits  little  time  for  thoughtful  reflection 


and  appreciation  of  the  contributions  toward  our  well-l>eing  made  by  our  fore- 
fathers. The  forthcoming  Jamestown  Anniversary  Festival  will  demand  a pause  and 
afford  opportunity  to  contrast  present  conveniences  with  the  hardships  of  life  in  17th 
century  Virginia. 

Of  particular  interest  to  the  members  of  The  Medical  Society  of  Virginia  will  be 
the  Exhibit  on  Colonial  Medicine  to  be  housed  in  the  Richmond  Academy  of  Medi- 
cine Building  from  April  to  September.  Our  society  is  fortunate  in  having  a mem- 
ber so  eminentjy  qualified  to  plan  and  direct  this  endeavor  as  Dr.  Wyndham  B.  Blan- 
ton, physician,  historian,  writer,  editor,  professor,  the  recognized  authority  on  Colonial 
Medicine  in  Virginia. 

Among  the  more  critical  viewers  of  this  Exhibit  will  be  the  members  of  the  Ameri- 
can Association  of  the  History  of  IMedicine.  This  elite  organization  meets  in  Rich- 
mond and  Williamsburg  in  May  of  this  year.  To  satisfy  the  searching  glances  of 
these  visitors,  not  only  must  the  drugs,  instruments,  and  medical  procedures  be  con- 
temporaneous but  also  the  dress,  furniture,  furnishings,  and  focxl  must  be  appropriate. 

The  prospectus  of  the  exhibit  includes  a typical  sick  room  of  the  period,  a phy- 
sician’s work  room,  and  an  Indian  collection.  There  will  be  a display  of  environment 
factors  of  life  at  Jamestown.  This  will  include  mortality  and  survival  statistics, 
public  health  measures  and  illustrations  of  the  diet  of  the  time.  The  auxiliary  aids 
to  medicine  will  also  be  shown.  These  will  include  such  subjects  as  pharmacy,  mid- 
wifery, nursing,  dental  procedures  and  housing  for  the  sick. 

No  member  of  the  Society  should  fail  to  take  his  family  to  the  Festival  at  James- 
town this  summer,  but  the  trip  should  include  a stopover  in  Richmond  for  a glimpse 
of  physick  as  practiced  at  Jamestown.  Exxiox  S.  ^^'ILI.mxIS. 
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Richmond  Academy  of  Medicine. 

Officers  of  the  .\cademy  for  1957  are:  President, 
Dr.  Elam  C.  Tcone,  Jr.;  president-elect,  Dr.  Web- 
ster P.  Barnes;  vice-presidents,  Drs.  J.  B.  Stone  and 
D.  Suggs;  recording  secretary.  Dr.  Stuart  Rag- 
land; and  sergeant-at-arms.  Dr.  John  Williams 
Powell.  Dr.  W.  Linwcx)d  Ball  is  chairman  of  the 
Board  of  Trustees,  and  Drs.  iSI.  M.  Pinckney,  D.  D. 
Talley,  III,  and  William  Young  are  members. 

Warwick-Newport  News  Medical  Society. 

The  regular  dinner  meeting  of  this  Society  was 
held  at  the  James  River  Country  Club  on  February 
12th.  The  guest  speaker  was  Dr.  James  Brooks, 
Department  of  Thoracic  Surgery,  Medical  College 
of  Virginia.  His  subject  was  Emergencies  in  Thor- 
acic Surgery. 

Dr.  E.  S.  Beaslie,  Jr.,  Newport  News,  is  presi- 
dent of  this  Society,  and  Dr.  S.  H.  ^lirmelstein, 
secretary-treasurer. 

Northampton  County  Medical  Society. 

.\t  a meeting  of  this  Society  held  in  Eastville  on 
January  24th,  the  following  officers  were  elected: 
President,  Dr.  H.  E.  Denoon,  Jr.,  Nassawadox; 
vice-president.  Dr.  J.  E.  Gladstone,  Exmore;  and 
secretary-treasurer,  Dr.  J.  R.  Freeman,  Cape  Charles. 

^’arious  matters  of  interest  were  discussed  after 
the  supper  meeting.  Among  these  was  the  good  work 
of  the  Bi-County  Health  Council  under  the  presi- 
dency of  Dr.  J.  R.  Hamilton  during  the  past  year. 
The  next  meeting  of  the  Health  Council  will  be  on 
March  18th  at  the  .\ccomac  Health  Center.  Mr. 
Henry  K.  .\rneson,  executive  secretary  of  President 
Eisenhower's  Committee  on  Migratory  Labor,  will  be 
the  speaker. 

Accomack  County  Medical  Society. 

At  a meeting  of  this  Society  on  December  12th, 
Dr.  John  W.  Robertson  presented  facts  and  figures 
on  Social  Security  as  applied  to  physicians.  He 
moved  that  the  Society  go  on  record  as  favoring  this 
program,  which  was  adopted. 

Election  of  officers  for  1957  resulted  as  follows: 
President,  Dr.  J.  Fred  Edmonds,  .-\ccomac;  vice- 
president,  Dr.  J.  E.  DeCormis,  .\ccomac:  and  secre- 


tary-treasurer, Dr.  James  C.  Doughty,  Onancock, 
re-elected  for  the  eighteenth  consecutive  year. 

Dr.  Robett  Richards,  Lt.  M.C.,  U.  S.  Xa\w  Air 
Force,  gave  a lecture  on  .\viation  Medicine. 

Fourth  District  Medical  Society. 

.A.t  the  annual  meeting  of  this  Society  held  in 
Petersburg  on  December  11th,  the  folowing  officers 
for  1957  were  elected:  President,  Dr.  James  Thweatt, 
Petersburg;  vice-presidents.  Dr.  Ray  Moore,  Jr., 
Farmville  and  Dr.  R.  C.  .-Vllison,  Emporia;  secre- 
tary-treasurer, Dr.  Clyde  Vick,  Jr.,  Petersburg;  and 
chairman  of  steering  committee.  Dr.  Robert  Keeling, 
South  Hill. 

Arlington. 

The  Annual  Joint  Dinner  fleeting  of  the  .A.r- 
lington  County  Medical  Society  and  the  Arlington 
County  Bar  Association  was  held  on  January  23 
at  the  Washington  Golf  and  Country  Club.  The 
meeting  was  attended  by  more  than  150  physicians, 
lawyers  and  guests.  The  highlight  of  the  evening 
was  a mock  trial  entitled  “The  Commonwealth  of 
Ireland  vs.  William  Chadwick",  which  provided 
much  entertainment,  while  at  the  same  time  dealing 
with  several  medico-legal  problems  in  the  interpre- 
tation and  admissability  of  drunkenness  tests.  Those 
participating  in  the  “Mock  trial"  included  Drs. 
Stephen  J.  Sheehy,  William  Dolan  and  Desmond 
O'Doherty  and  Lawyers  Iverson  Almand,  Thomas 
D(xlge,  David  Kenny,  William  Hassan,  Oren  Lewis, 
Paul  Varoutsos  and  William  Chadwick. 

The  Committee  in  charge  of  the  dinner  consisted 
of  Messrs.  James  Simmonds,  Oren  Lewis  and  David 
Kenny  of  the  Bar  Association  and  Drs.  John  Alex- 
ander, Stephen  Sheehy  and  William  Dolan  of  the 
medical  society. 

Hampton  Roads  Academy  of  General  Prac- 
tice. 

An  organizational  meeting  of  the  Academy,  which 
is  composed  of  doctors  on  the  Lower  Peninsula,  was 
held  on  January  29th.  Dr.  N.  D.  Nelms,  Hampton, 
is  president;  Dr.  S.  H.  Mirmelstein,  Newport  News, 
vice-president;  and  Dr.  W.  M.  Goldsmith,  Hampton, 
secretary-treasurer. 
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A SPECIAL  COMMITTEE  of  the  Virginia  Advisory  Legislative  Council  is  now  con- 
ducting a study  of  Virginia  statutes  pertaining  to  the  handling  and  dispensing  of 
drugs.  It  is  particularly  interested  in  determining  which  statutes  are  old,  obsolete  or 
contradictory. 

The  Committee  is  most  anxious  to  have  your  thoughts  and  suggestions  concerning  cur- 
rent methods  of  prescribing  and  dispensing  drugs,  including  over-the-counter  sales  and 
other  practices.  Your  comments  will  greatly  assist  the  Committee  in  its  effort  to  bring 
our  statutes  up-to-date. 

Please  send  your  thoughts  and  observations  to  Society  Headquarters  or  to  Dr.  James 
L.  Hamner,  Mannboro. 

THIS  IS  THE  TIME  to  write  your  member  of  Congress  and  let  him  know  your 
thoughts  on  current  legislation.  When  you  write,  however,  do  it  right.  The  following 
ten  points  are  suggested  as  a guide  by  the  U.  S.  Chamber  of  Commerce: 

1.  He  should  be  addressed  as  Repa  esentative  John  Doe,  or  Senator  John  Doe — not 
Mister. 

2.  Be  brief,  but  not  terse. 

3.  Be  specific,  positive — don’t  hedge. 

4.  Give  him  the  local  viewpoint — how  the  national  issue  would  affect  your  covi- 
munity,  your  profession. 

5.  Letters  should  be  dignified. 

6.  And  reasonable — don’t  ask  the  impossible. 

7.  But  request  action — your  Congressman  was  elected  to  do  something. 

8.  Make  it  your  letter — on  your  own  letterhead,  in  your  style. 

9.  Request  an  answer — you’ve  told  him  where  you  stand,  now  ask  him  where  he 
stands. 

10.  Be  appreciative — thank  him  for  good  things  he  does. 

MUCH  FOOD  FOR  THOUGHT  is  contained  in  a recent  statement  by  Dr.  Basil 
MacLean,  President  of  the  Blue  Cross  Association.  Dr.  MacLean,  warning  of  "bureau- 
cratic medicine”,  estimated  that  30  million  Americans  either  already  depend  on  the 
United  States  for  all  or  part  of  their  medical  care,  or  have  the  privilege  of  doing  so. 

FORMER  PRESIDENT  HOOVER  recently  stated  that  "The  American  people  must 
realize  that  they  cannot  have  every  social  and  public  works  improvement  of  their 
dreams  all  at  once,  especially  in  a world  where  we  have  to  defend  ourselves  from  a 
monstrous  international  danger.” 


MEMBERS  of  The  Medical  Society  of  Virginia  will  be  interested  in  an  organization 
gaining  prominence  in  weight  losing  circles.  The  organization  is  TOPS  , which 
stands  for  "take  off  pounds  sensibly”.  Its  program  is,  based  on  the  principle  of  "group 
therapy”,  getting  together  a group  of  people  who  have  a problem  in  common  and 
discussing  it  frankly  without  fear  of  being  laughed  at  or  misunderstood. 

According  to  Dr.  William  Bolton,  Associate  Editor  of  Today’s  Health,  'TOPS  is  of 
Interest  to  the  medical  profession  because  of  its  espousal  of  two  basic  principles  that 
weight  reduction  can  be  carried  out  most  satisfactorily  through  consultation  with  one’s 
physician,  and  that  "fads”  have  no  place  in  any  weight  reduction  program. 

"TOPS  is  anxious  to  organize  clubs  in  Virginia.  Physicians  interested  in  learning  more 
about  the  organization  should  write  Miss  Edna  Krasnow,  "TOPS”  Virginia  Supervi- 
sor, 3114  California  Avenue,  Chicago. 

WHAT  WOULD  YOU  DO  if  you  were  president  of  the  AMA?  Five  hundred  in- 
dividual physicians  were  recently  questioned  in  this  regard,  and  their  answers  are  most 
interesting. 

About  one  physician  in  five  thinks  AMA  should  get  closer  to  individual  physicians,, 
perhaps  pool  their  ideas  on  important  subjects  to  get  a more  accurate  indication  of 
their  feelings.  A smaller  percentage  thinks  there  should  be  a greater  representation  of 
young  doctors  within  the  Association. 

Improve  public  relations  and  public  information  was  the  second  important  change 
suggested.  Concentration  upon  these  areas  was  called  for  by  fourteen  per  cent  of  the 
physicians. 

Nine  per  cent  cite  social  security  or  pensions  for  physicians.  One  out  of  twenty 
requests  liberalized  hospital  affiliation  requirements  and  about  the  same  number  sug- 
gest higher  standards  for  practice.  Approximately  five  per  cent  say  improvements: 
ought  to  be  made  in  the  Journal  of  the  AMA.  Others  call  for  more  opposition  to 
government  medicine  and  elimination  of  fee  splitting.  Increased  postgraduate  train- 
ing is  also  suggested. 

One  doctor  in  ten  says  the  Association  needs  no  improvements. 

THE  AMERICAN  MEDICAL  EDUCATION  FOUNDATION  has  made  its  annual 
distribution  of  grants  to  the  country’s  83  medical  schools.  This  year’s  grants  totaled 
$1,072,727.  In  addition  to  funds  earmarked  for  particular  schools,  each  four  year 
school  received  $6,8  50  and  each  two  year  school  received  half  that  amount. 

Grants  from  the  National  Fund  for  Medical  Education  have  also  been  made. 

The  University  of  Virginia  Department  of  Medicine  received  $15,392.50  from  the 
Foundation  and  $34,175.00  from  the  National  Fund.  The  Medical  College  of  Vir- 
ginia received  $9,283.00  from  the  Foundation  and  $38,660.00  from  the  National  Fund. 
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Calendar  of  Coming  Events 

Amekicax  Medical  Association — 12th  National  Conference  on  Rural  Health — 
Brown  Hotel,  Louisville,  Kentucky — March  7-9. 

Avierican  College  of  Surgeons — Sectional  Meeting — The  Sheraton-Park  Hotel, 
W ashington,  D.  C. — March  18-21. 

American  .Academy  of  General  Practice — 1957  .\nnual  Scientific  .Assembly — 
Kiel  .Auditorium,  St.  Louis,  Missouri — March  25-28. 

N.ational  Society  for  the  Prevention  of  Blindness — .Annual  Conference — 
Hotel  Statler,  New  York  City,  N.  Y. — .A.pril  7-10. 

.American  College  of  Physicians — .38th  .Annual  Session — Boston,  Massachusetts — 
.April  8-12. 

The  A'irginia  Dental  .Association — .Annual  Aleeting — Cavalier  Hotel,  A’irginia 
Beach,  A'irginia — .April  29-.30 — May  1. 

.Ainierican  Trudeau  Society — 52nd  .Annual  Aleeting — Kansas  City,  Missouri — May 
6-9. 

A'irginia  .Academy  or  General  Practice — 7th  .Annual  Scientific  .Assembly — Hotel 
Roanoke,  Roanoke,  A’irginia — May  24-26. 

.Ajiierican  Medical  .Association — .Annual  Meeting — AA’aldorf-.Astoria  Hotel — New 
York  City,  New  York — June  3-7. 

The  AIedical  Society'  of  A'irginia — .Annual  Meeting — Hotel  Shoreham,  AA'ashing- 
ton,  D.  C. — October  27-30. 


New  Members. 

Since  the  list  published  in  the  February  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  Aledical  Society  of  Ahrginia: 
Katherine  Patricia  McGinnes  .Andrews,  M.D., 
Charlottesville 

Baxter  Israel  Bell,  ALD.,  AA’illiamsburg 
Roliert  Sydney  Cunningham,  AI.D.,  Bon  .Air 
AA’illiam  Latane  Flanagan,  AI.D.,  Christiansburg 
Robert  Finley  Gayle,  III,  AI.D.,  Richmond 
Roy  Stuart  Gillinson,  AI.D.,  .Alexandria 
Louis  Joseph  Alaciulla,  AI.D.,  AA'ashington,  D.  C. 
AA’illiam  Robert  Parks,  AI.D.,  Roanoke 
Bettye  Sue  Corpening  Schurter,  AI.D.,  Galax 
David  English  Smith,  AI.D.,  Charlottesville 
Garrett  Alichael  Swain,  AI.D.,  .Arlington 

Annual  Spring  Clinic. 

The  Norfolk  County  Aledical  Society  .Annual 
Spring  Clinic  will  be  held  on  Alarch  27th  at  the 
Center  Theater.  Registration  begins  at  9:00  .A.AI. 
The  program  is  as  follows: 

Pediatric — Present  Day  Immunization — Captain 
John  Shaul,  AIC.,  L'SN.,  Benmoreel  Clinic;  Diseases 
of  the  Thyroid — .A  Symposium  and  Panel  Discus- 
sion— Dr.  Joseph  D.  Lea,  Aloderator,  and  Drs. 


Charles  E.  Davis,  Jr.,  John  Foster,  Robert  B.  Ga- 
hagan,  and  .Arnold  J.  Rawson;  Dermatology — Treat- 
ment of  Cancer  and  Pre-Cancerous  Changes  of  the 
Skin — Dr.  .Asher  .A.  Friedman;  Internal  Aledi- 
cine — Fluid  and  Electrotype  Problems  in  Heart  Dis- 
ease— Dr.  Julian  Beckwith,  University  of  A'irginia, 
Charlottesville;  Obstetrics — Problems  in  Early  Diag- 
nosis of  Ectopic  Pregnancy — Dr.  James  AI.  AA’olcott, 
Jr.;  Gynecology — .Amenorrhea,  Its  Diagnosis  and 
Treatment — Dr.  Howard  AA’.  Jones,  Jr.,  The  Johns 
Hopkins  Univerrity  School  of  Aledicine,  Baltimore; 
Urology — Dr.  John  H.  Hill;  and  Oncology  and  Sur- 
ger}- — Alcdern  Alanagement  of  Breast  Cancer — Dr. 
Edward  F.  Lewison,  The  John  Hopkins  University- 
School  of  Aledicine,  Baltimore. 

.A  cocktail  party  and  dinner  will  be  held  at  the 
Norfolk  Yacht  and  Country  Club.  Dr.  AA'yndham 
B.  Blanton,  Richmond,  will  speak  on  “Some  A'irginia 
Priorities.” 

This  Clinic  has  been  accepted  by  the  .American 
.Academy  of  General  Practice  for  five  and  one-half 
hours  of  credit.  Category  1. 

Dr.  Cutler  Retires. 

Dr.  John  Calvin  Cutler,  a general  practitioner  in 
Newport  News  for  forty  years  and  one  of  the  two 
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oldest  practicing  physicians  in  the  State,  has  taken 
down  his  shingle  and  retired  from  active  practice. 
Dr.  Cutler,  who  is  nearing  90  years  of  age,  is  a 
native  of  Cutlerville,  Michigan,  and  practiced  for 
15  years  in  that  State.  His  health  broke  down  and 
seeking  a warmer  climate,  he  bought  a farm  in 
James  City  County,  treating  a few  patients  but 
mostly  rela.xing.  During  the  flu  epidemic  of  1917, 
his  friends  insisted  he  come  to  Newport  News  for 
practice  and  he  and  his  little  black  bag  are  now  a 
legend  of  that  Cit}'.  Dr.  Cutler  made  his  decision  to 
retire  after  a bout  with  pneumonia  in  December  and 
he  thinks  “It's  time  to  cjuit  and  let  the  younger  men 
take  over.’’ 

Northern  Virginia  Clinical  Assembly. 

The  .\le.xandria,  .\rlington  and  Fairfax  County 
Medical  Societies  cordially  invite  all  physicians  in 
A’irginia  to  attend  the  eighth  annual  .\ssembly  on 
Sunday,  April  7th,  from  9:00  .\.M.  to  5:00  P.M. 
in  the  \\'akefield  High  School,  Arlington. 

The  program  is  being  presented  by  members  of 
the  faculty  of  Duke  University,  and  is  as  follows: 
Ephinephrin  and  Norepinephrin  by  Dr.  Eugene  A. 
Stead;  Dysmenorrhea,  a Symptom  not  a Disease  by 
Dr.  Robert  N.  Creadick,  Jr.;  The  Surgical  Treat- 
ment of  Duodenal  Ulcer  by  Dr.  Keith  S.  Crimson; 
Office  Management  of  the  .Mlergic  Patient  by  Dr. 
Susan  C.  Dees;  The  Treatment  of  External  Otitis 
by  Dr.  Ralph  A.  .\rnold.  Round  table  informal 
discussion  sections  will  be  on  Low  Fat  Cookery  by 
Mrs.  Eugene  .\.  Stead;  Psychosomatic  Gynecology 
by  Dr.  Creadick;  Surgery  of  the  .Autonomic  Sys- 
tem by  Dr.  Crimson;  and  Pediatric  Allergy  by  Dr. 
Dees.  Grand  Round  will  be  the  presentation  of 
a patient  with  heart  disease  and  pregnancy  with 
discussion  by  Drs.  Stead  and  Creadick. 

There  is  a registration  fee  of  S5.00  which  includes 
the  luncheon  and  cocktail  })arty.  There  is  no  charge 
for  attendance  of  wives  at  the  lectures  or  the  cock- 
tail party  but  they  will  be  charged  S.vOO  for  the 
luncheon.  Checks  for  advance  registration  should 
be  made  out  to  the  Northern  Virginia  Clinical  .\s- 
sembly  and  mailed  to  P.  O.  Box  192,  .Mexandria. 

Dr.  Clyde  Dougherty 

Has  been  elected  chairman  of  the  Hopewell  Cha})- 
ter  of  the  .\merican  Cancer  Society. 

Dr.  T.  H.  Dickerson, 

^lartinsville,  has  been  named  a member  of  a 
Mayor's  Commission  on  Human  Values.  This  is  a 
five-member  commission  for  social  and  civic  im- 
])rovements  needed  in  Martinsville. 
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Medico-Legal  Workshop 

The  Department  of  Legal  Medicine  of  the  Medi- 
cal College  of  Virginia,  the  Chief  Medical  Exam- 
iner's Office  and  the  Virginia  Society  of  Patholog)- 
and  Laboratoiy  Medicine  are  sponsoring  a Medico- 
Legal  Workshop  for  Medical  Examiners,  Patholo- 
gists and  other  interested  Physicians,  on  Friday, 
March  29,  1957,  from  8:00  .A..M.  to  4:30  P.M.,  in 
the  .A.mphi-Theater  and  Baruch  .Auditorium  of  the 
Medical  College  of  Virginia,  Richmond. 

The  Medical  Examiners  will  have  an  opportunitv 
to  make  investigations  with  special  reference  to  gen- 
eral examinations  of  bodies,  photographic  techniques 
and  the  use  of  body  fluids  in  medico-legal  investiga- 
tions. They  will  have  a joint  session  with  the 
Pathologists  wherein  gunshot  wounds  and  special 
techniques  with  reference  to  this  subject  will  be 
discussed.  The  Pathologists  will  see  practical  dem- 
onstrations of  the  medico-legal  autopsy  techniques 
to  be  employed  in  deaths  involving  stab  wounds, 
gunshot  wounds  and  motor  vehicle-pedestrians  in- 
juries. Stab  wounds  and  gunshot  wounds  will  be 
inflicted  and  demonstrated. 

The  registration  fee  is  S25.00  and  registration  is 
limited.  For  further  information  address  inquiries 
to  Geoffrey  T.  Mann,  AI.D.,  LL.B.,  Chairman,  De- 
partment of  Legal  Medicine,  Medical  College  of 
Virginia,  Richmond,  Virginia. 

Dr.  Charles  W.  Robertson 

Has  opened  his  office  at  Stafford  Court  House, 
to  be  known  as  the  Medical  Clinic  Location.  This 
is  on  the  Village  Hotel  jjrojierty  facing  the  Court 
House. 

Postgraduate  Institute  and  Convention. 

The  Twenty-first  .Annual  Postgraduate  Institute 
and  Convention  arranged  by  the  Philadelphia 
County  Medical  Society  will  be  held  at  the  Belle^'ue- 
Stratford  Hotel,  Philadelphia,  Alarch  19-22. 

On  the  19th  there  will  be  discussions  on  Recent 
.Advances  in  Disturbances  of  Metabolism,  The  Eval- 
uation and  Treatment  of  the  More  Common  L’rologic 
Disorders,  and  Management  of  Some  .Allergic  Prob- 
lems in  Clinical  Practice.  On  the  20th,  the  subjects 
will  be  Practical  .Aspects  of  Treatment  of  Di.^^eases 
of  the  Skin,  The  Treatment  of  Common  Neoplasms, 
.Advances  in  Hematolog}’,  and  The  Differential 
Diagnosis  and  Management  of  Jaundice  Due  to 
Intrahepatic  and  Extrahepatic  Disease.  On  the  21st, 
the  discussions  will  be  on  Hormone  Therapy,  .Ad- 
vances in  Drug  Therapy,  Orthopedic  Problems  of 
General  Interest,  Progress  in  Pediatrics,  and  a Clin- 
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ical  Pathological  Conference.  Subjects  for  the  22nd 
are  Recent  Advances  in  Diagnosis  and  Treatment 
of  Pulmonary  Diseases,  Radioisotopes  in  Medical 
Diagnosis  and  Treatment,  and  a Symposium  on 
Cardiovascular  Diseases. 

There  will  be  a registration  fee  of  $10.00  for  non- 
members of  the  Society  and  registration  should  be 
mailed  to  C.  Wilmer  Wirts,  M.D.,  301  South  21st 
Street,  Philadelphia  3.  This  Institute  has  been 
approved  for  credit  by  the  .American  Academy  of 
General  Practice. 

Winchester  Memorial  Hospital. 

Dr.  E.  C.  Stuart,  Jr.,  has  been  elected  president 
of  the  medical  staff  of  the  Winchester  ^Memorial 
Hospital,  succeeding  Dr.  Hugh  Clark.  Other  officers 
are  Dr.  John  C.  Hortenstine,  vice-president;  Dr. 
Victor  F.  Albright,  secretary,  and  Dr.  Monford  D. 
Custer,  Jr.,  treasurer.  The  following  chiefs  of  serv- 
ices will  serve  during  1957;  medicine.  Dr.  Horten- 
stine; surgery.  Dr.  R.  F.  Cline;  obstetrics-gyne- 
cology, Dr.  Arthur  L.  Wilson;  pathology.  Dr.  George 
H.  Murphy;  and  radiology.  Dr.  Ellsworth  Johnson. 

Dr.  June  C.  Shafer, 

■Arlington,  participated  in  the  -American  -Academy 
of  Dermatology  as  a member  of  the  Board  of  Direc- 
tors. In  addition  she  was  a member  of  a teaching 
panel  on  Radiation  in  Dermatolog}-. 

Northampton-Accomack  Memorial  Hospital. 

Dr.  W.  J.  Sturgis,  Jr.,  is  the  new  President  of 
the  Medical-Surgical  Staff  of  this  hospital:  Dr.  J.  E. 
Gladstone,  vice-president;  and  Dr.  E.  AI.  Kellam, 
secretary-treasurer.  Elected  to  membership  on  the 
Executive  Committee,  along  with  the  above,  are 
Drs.  W.  -A.  Eskridge  and  C.  L.  Sinclair.  Dr.  S.  K. 
-Ames  was  re-elected  to  direct  the  work  of  the  Con- 
tination  Education  program. 

Dr.  Ennion  S.  Williams, 

Richmond,  has  been  elected  president  of  the  Chil- 
dren’s Home  Society  of  Virginia. 

Dr.  James  Chitwood 

Has  been  elected  president  of  the  Pulaski  County 
Heart  Council  at  its  organizational  meeting  on  Jan- 
uary 8th.  This  is  the  first  Heart  Council  to  be 
formed  in  Adrginia  and  as  such  conducts  a year- 
round  program  depending  on  which  seems  best  for 
the  area  concerned.  It  is  primarily  one  of  education 
and  community  service. 


American  Academy  of  General  Practice. 

More  than  twenty-five  prominent  physicians  will 
appear  on  the  four-day  scientific  i)rogram  of  the 
-Academy  to  be  held  in  St.  Louis,  Alarch  25-28.  There 
will  also  be  73  scientific  and  260  technical  e.xhibits. 
-All  programs  and  exhibits  will  be  in  the  Kiel  -Audi- 
torium. 

Dr.  John  S.  DeTar,  Alilan,  Alichigan,  is  presi- 
dent of  the  -Academy,  and  Dr.  Alalcolm  E.  Phelps, 
El  Reno,  Oklahoma,  is  president-elect. 

Congress  on  Cancer  Cytology. 

The  First  Pan  -American  Congress  on  Cancer 
Cytology  will  be  held  in  Aliami,  -April  25-29.  The 
Congress  is  sponsored  by  the  Southern  Society  of 
Cancer  Cytology,  the  Cancer  Institute  at  Aliami,  the 
University  of  Aliami  and  the  Cancer  Cytology  Foun- 
dation of  -America,  Incorporated. 

Aledical  and  scientific  leaders  will  present  a pro- 
gram combining  latest  adv'ances  in  cancer  detection 
by  cytologic  methods,  radioisotopes,  genetics,  micro- 
biology, electron  microscopy,  the  biology  of  cancer, 
and  research  in  leukemia.  Dr.  William  Bickers, 
Richmond,  is  one  of  the  program  chairmen  on  Clin- 
ical Cytolog}-. 

Those  physicians  wishing  to  present  scientific 
papers  should  apply  to  the  program  chairman.  Dr. 
Wayne  Rogers,  P.  O.  Box  633,  Coral  Gables,  Florida. 
Inquiries  relative  to  scientific  exhibits  or  movie  pic- 
ture presentations  should  be  addressed  to  Dr.  Homer 
L.  Pearson,  Box  633,  Coral  Gables. 

-An  invitation  is  extended  to  all  physicians  inter- 
ested in  cancer  diagnosis  and  research  to  attend  the 
Congress. 

American  College  of  Gastroenterology. 

-A  regional  meeting  of  the  Central  Region  of  the 
College  will  be  held  in  Grand  Rapids,  Alichigan, 
Alarch  17th.  Alembers  of  the  medical  profession  are 
cordially  invited  to  attend.  -A  copy  of  the  program 
may  be  obtained  from  the  Secretary,  33  West  60th 
Street,  New  York  23,  X. 

Dr.  T.  Neill  Barnett,  Richmond,  is  a member  of 
the  Board  of  Governors  of  the  College. 

International  Fertility  Association. 

The  United  States  Section  of  this  -Association  will 
meet  -April  22-24  at  the  Greenbrier,  White  Sulphur 
Springs,  West  Virginia.  Full  information  may  be 
obtained  from  Dr.  Paul  L.  Getzoff,  400  Aledical  Arts 
Building,  New  Orleans  15,  Louisiana. 
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Obituaries . . . . 


Dr.  Richard  Phillips  Bell, 

Prominent  surgeon  of  Staunton,  died  January 
2.1  rd,  at  the  age  of  seventy-five.  He  was  a graduate 
of  the  former  University  College  of  ^Medicine,  Rich- 
mond, in  1902.  Dr.  Bell  was  chief  of  the  staff  of 
King's  Daughters  Hospital  and  a consultant  for  the 
Virginia  School  for  the  Deaf  and  Blind  and  Western 
State  Hospital. 

He  was  a past  president  of  the  .Augusta  Count}' 
Medical  Society  and  the  Medical  .Association  of  the 
Valley  of  Virginia.  Dr.  Bell  was  a Life  Member 
of  The  Medical  Society  of  Virginia,  having  joined 
in  1910.  He  served  as  a vice-president  in  1924. 

-An  editorial  in  The  Staunton  Xew-Leader  states: 
•‘Dr.  Richard  P.  Bell  served  his  community  in  mam- 
ways,  but  its  gratitude  to  him  is  based  primarily 
upon  his  ability  as  a surgeon,  in  which  calling  he 
gave  unsparing  of  himself  during  a distinguished 
career  of  nearly  half  a century.  The  people  of  this 
area  were  greatly  blessed  by  having  one  of  his 
e.xceptional  talents  and  devotion  available  during 
a long  period  of  years  when  specialists  in  this  field 
were  few.  He  kept  well  abreast  of  his  profession 
up  to  the  time  of  his  retirement  several  years  ago, 
and  was  recognized  for  his  abilities  far  beyond  the 
confines  of  his  chosen  area  of  practice.’’ 

Dr.  Bell  is  survived  by  his  wife,  three  daughters 
and  three  sons,  Drs.  Richard  P.,  Jr.,  Thomas  Grasty, 
and  Lewis  F.,  all  of  whom  practice  in  Staunton. 

Dr.  Frank  Harwood  Lukin, 

Prominent  physician  of  Pamplin,  died  February 
5th.  He  was  eighty-four  years  of  age  and  a graduate 
of  the  former  University  College  of  Medicine,  Rich- 
mond, in  1900.  .After  his  graduation,  Dr.  Lukin 
located  in  Pamplin  as  a general  practitioner  and 
druggist.  He  was  active  in  the  civic  affairs  of  his 
community,  having  served  as  Mayor  and  town  coun- 
cilman. 

Dr.  Lukin  was  a Life  Member  of  The  Medical 
Society  of  A’irginia,  having  joined  in  1904. 

His  wife  survives  him. 

Dr.  Burleigh  Nichols  Mears, 

Beloved  physician  of  Belle  Haven,  died  January 
10th  following  a brief  illness.  He  was  si.xty-seven 
years  of  age  and  a graduate  of  the  Medical  College 
of  A’irginia  in  1914.  Dr.  Mears  had  practiced  in 


lower  Accomack  and  Northampton  Counties  since 
his  graduation.  He  had  always  taken  an  active 
part  in  civic  and  medical  affairs  of  his  countv.  “The 
Belle  Haven'  physician,  all  through  his  lifetime 
sacrificed  himself  for  others,  as  everyone  knows.  He 
loved  his  patients,  he  loved  his  work,  and  his  was 
an  unselfish  devotion  to  both."  (Editorial  in  local 
newspaper). 

Dr.  Alears  had  been  a member  of  The  Aledical 
Society  of  A'irginia  for  forty  years.  He  was  a mem- 
ber of  Ocean  Lodge  No.  116  .A.  F.  Sc  A.  M.,  and  a 
director  of  the  Peoples  National  Bank  of  Exmore. 

His  wife  and  two  sons  survive  him. 

The  following  resolutions  were  adopted  bv  the 
Medical  Staff  of  the  Northampton-.Accomack  Ale- 
morial  Hospital; 

\A  HERE.AS,  God,  in  His  infinite  wisdom  has  removed 
from  among  us  our  friend  and  fellow  practitioner,  Dr.  B. 
N.  \lears,  of  Belle  Haven,  on  the  Eastern  Shore  of 
Virginia,  and 

Where.as,  we  and  the  multitude  of  his  friends  and 
patients  will  miss  his  outstanding  sympathy  and  devo- 
tion, his  sincerity  and  his  charitable  attitude  to  those  with 
whom  he  had  contact,  and 

Whereas,  his  devotion  to  his  family  and  associates  was 
a light  to  the  community. 

Therefore,  Be  It  Resolved,  that  we  mourn  his  passing, 
that  we  express  our  deepest  sympathy  to  his  family,  that 
we  so  record  our  thoughts  by  sending  a copy  of  these 
resolutions  to  his  family  and  to  the  Virginia  Medical 
Monthly,  and  that  they  be  entered  on  the  minutes  of  the 
Staff  of  the  Northampton  .Accomack  Memorial  Hospital 
and  on  the  minutes  of  the  Northampton  County  Medical 
Society. 

H.  L.  Denook,  M.D.,  Chairman 

JoHK  R.  Hamilton,  M.D. 

W.  Carey  Henderson,  M.D. 

Committee 

Dr.  Ewell  Claude  Jamison, 

Rocky  Mount,  died  January  29th.  He  was  fifty- 
six  years  of  age  and  a graduate  of  the  Medical  Col- 
lege of  A’irginia  in  1927.  Dr.  Jamison  had  prac- 
ticed in  Rocky  Mount  since  his  graduation.  He  was 
a member  of  the  Rocky  Mount  Town  Council,  a 
director  of  the  Bankers  Trust  Company,  a member 
of  the  Lions  Club,  and  a trustee  of  the  Franklin 
Memorial  Hospital.  Dr.  Jamison  had  been  a mem- 
ber of  The  Medical  Society  of  A’irginia  since  1928. 

His  wife,  two  daughters  and  three  sons  survive 
him. 
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TRUE  ANTICHOLINERGIC  ACTION 


Pro-Banthine®  Inhibits  Excess 
Parasympathetic  Stimuli  in  Peptic  Ulcer 


Medical  literature  now  contains  more  than 
500  references  to  the  beneficial  role  of  Pro- 
Banthine  Bromide  (brand  of  propantheline 
bromide)  and  Banthine®  Bromide  (brand  of 
methantheline  bromide)  as  evidenced  by  a 
marked  healing  response  of  peptic  ulcers. 
Rapid  symptomatic  improvement,  particu- 
larly with  reference  to  pain  relief,  is  followed 
by  roentgenographic  demonstration  of 
crater  filling. 

The  therapeutic  action  of  Pro-Banthine  in 


decreasing  hypermotility  and  hyperacidity, 
together  with  the  remarkable  early  subjective 
benefit,  is  a desired  approach  in  the  manage- 
ment of  ulcers. 

The  initial  suggested  dosage  is  one  tablet, 
15  mg.,  with  meals  and  two  tablets  at  bed- 
time. An  increased  dosage  may  be  necessary 
for  severe  manifestations  and  then  two  or 
more  tablets  four  times  a day  may  be  indi- 
cated. G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois, Research  in  the  Service  of  Medicine. 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wTong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mf.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.N.  Alford,  Atlanta,  Ga. 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 
William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 

Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters 
Dr.  George  S.  Fultz,  Jr. 


Dr.  James  Asa  Shield 
Dr.  Amelia  G.  Wood 


Dr.  Weir  M.  Tucker 
Dr.  Robert  K.  Williams 
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A.  private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff 


PAUL  y.  ANDERSON,  M.D.,  President 
REX  BLANKINSHIP,  M.D,,  \Je<lical  Director 


JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  Af.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 
CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 

Psychologist 


R.  H.  CR\TZER,  Administrator 


Brochure  of  Literature  and  J ’ieics  Sent  On  Request  - P.  O.  Box  1514  - Phone  5-3245 


SAINT  ALBANS 


A PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD,  VIRGINIA 


STAFF 

James  P.  King,  M.D. 

Director 

James  K.  Morrow,  M.D.  Clara  K.  Dickinson,  M.D.  James  L.  Chitwood,  M.D. 
Thomas  E.  Painter,  M.D.  Daniel  D.  Chiles,  M.D.  Medical  Consultant 


AFFILIATED  CLINICS: 
Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


Beckley  Mental  Health  Center 
Berkley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 
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Professional  ISursing  Care 

TERRACE  HILL 


Comfortable  Lounges 


Each  Guest  Under  Care  of  Own  Doctor. 

Professional  care  supervised  by  trained  nurse.  Doctors  orders 
carefully  follovoed.  No  parking  problem.  Regularly  inspected 
by  City  Health  Department.  For  additional  information 

Write  or  Call  Superintendent 


Nursing  Home,  Inc. 

**U nderstanding  Care** 

2112  MONTEIRO  AVE.,  RICHMOND,  VA. 


Part  View  of  Park  Grounds 


TERRACE  HILL  was  specifically 
built  for  a Nursing  Home.  Superb  24 
hours  daily  care.  Under  supervision 
of  a Registered  Nurse  and  Resident 
Exteme.  Quiet  atmosphere.  Trained 
Dietitian.  Accommodates  50  guests 
Private  and  semi*private  rooms  with 
lavatories  Rates  $45.00  to  $75.00 
weekly  for  room,  board  and  general 
nursing  care.  Your  inspection  invited. 


Around  the  Clock 

NURSING  CARE 

• 

Convalescents 
Chronic  Cases 
Elderly  People 


TERRACE  HILL  NURSING  HOME,  Dial  3-3993 


Wide,  Long  Hallways 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Announces  to  the  Profession 

THIRTIETH  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

April  1 to  April  6,  1957 


GUEST  SPEAKERS 


Seymour  Alpert,  M.D Washington,  D.  C. 

Edward  A.  Carr,  Jr.,  M.D Ann  Arbor,  Mich. 

James  H.  Dogcart,  M.D London,  England 

Harold  F.  Fall^,  M.D Ann  Arbor,  Mich. 

Frederick  A.  Fici,  M.D.,  F.A.C.S.  Rochester,  Minn. 

Samuel  Fomon,  M.D New  York,  N.  Y. 

Dan  M.  Gordon,  M.D.,  F.A.C.S.__New  York,  N.  Y. 


Howard  P.  House,  M.D.,  F.A.C.S. 

Los  Angeles,  Calif. 

Jay  G.  Linn,  Jr.,  M.D.,  F.A.C.S Pittsburgh,  Pa. 

Frank  W.  Newell,  M.D.,  F.A.C.S Chicago,  111. 

Hugh  L.  Ormsby,  M.D Toronto,  Canada 

Harry  L.  Rogers,  M.D Philadelphia,  Pa. 

Albert  D.  Ruedemann,  M.D.,  F.A.C.S. 

Detroit,  Mich. 

Frank  B.  Walsh,  M.D Baltimore,  Md. 


Elmer  Hess,  M.D.,  F.A.C.S Erie,  Pa. 

Maynard  Hine,  M.D Indianapolis,  Ind. 


Barnes  Woodhall,  M.D.,  F.A.C.S.— Durham,  N.  C. 

For  further  information  write: 


Superinfendent,  P.  0.  Box  1789 


Roanoke,  Virginia 
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Third  Dccad*  •(  Nurvlni 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 


ST.  LUKE’S  HOSPITAL 


75th  ANNIVERSARY 
1882  - 1957 


1000  est  Grace  Street 
Richmond,  Virginia 


McGLTRE  CLIMC 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING.  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS.  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON.  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE.  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED.  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 
Treasurer:  RICHARD  J.  JONES.  BS.. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX.  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D. 
Roentgenology 

JESSE  N.  CLORE.  JR..  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON.  M.D. 


Free  Parking  for  Patrons 
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The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  June  12,  1957. 
The  examinations  will  be  held  in  the  same  hotel 
June  13,  14,  and  15,  1957,  inclusive.  All  appli- 
cations and  other  documents  pertaining  to  ihe 
examinations  or  to  matters  to  be  discussed  by 
the  Board  must  be  on  file  in  the  Secretary’s 
office  on  or  before  May  28,  1957.  The  Secretary 
of  the  Board  is  Dr.  K.  D.  Graves,  631  First 
Street,  S.W.,  Roanoke,  Virginia. 


MEDICINE  IN  VIRGINIA 

17th,  18th  and  19th  Centuries 

By  Wyndham  B.  Blanton,  M.D. 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

3 Volumes  for  $5.75 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
P.  O.  Box  5085  Richmond  20,  Va. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


ADDRESS : JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfeed  Cajx,  III,  M.D. 

M.  Mokeis  Pixcknet,  M.D. 
Alexandee  G.  Browx,  III,  M.D. 
John  D.  Caul,  M.D. 

Wtndham  B.  Blanton,  Je.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Dl-rwood  Suggs.  M.D. 
Spotswood  Robins.  M.D. 

David  C.  Foeeest,  M.D. 

Orthopedics: 

Beverley  B.  Clary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Ch-arles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Je..  M.D. 

Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 

Anesthesiology 

William  B.  Mo.ncuee,  M.D. 

Heth  Owen,  Je..  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  ^DcHAIIX,  M.D. 
Carrington  Williams,  Jr..  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 

Feed  M.  Hodges.  M.D. 

L.  0.  Snead,  M.D. 

Huntes  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr.  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Physiotherapy: 

Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 


If  If  ' 1 1 Established  1916 

HppalaClJian  • AshevUk,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPAL.\CHIAN  HALL,  Asheville,  N.  C. 
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INSTITUTE 


447  W.  Washln9foii  St. 
6REENSSORO* 
ttORTH  CAROtlNA 


Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD;  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


It*s  easy  to.. 


If  it’s  Sxmday  or  night  time 
or  if  you  are  out  of  town, 
you  can  still  do  your  banking 
with  F & M at  your 
newest  mailbox.  Keep 
an  F & M "Bank- 
by-Mail”  envelope  on 
hand  — it’s  mighty 
convenient. 


MCMBCR  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


Jfitlortal 


A Mutual  Fund  whose  primary  invest- 
ment objective  is  possible  long-term 
GROWTH  OF  CAPITAL 
through  investment  in  companies  de- 
riving income  largely  from  Canada. 

For  a prospectus  giving  fu'l  information,  write  or  call 

BRANCH,  CABELL  & CO. 

Established  1904 

Invastment  Securi;ies 
Members  of 

New  York  Stock  Exchajige  Richmond  Stock  Exchange 
American  Stock  Exchange  (Associate) 

91  Easl*  Elizabeth  St.  814  East  Main  St. 

Harrisonburg,  Virginia  Ri-.hmond  19,  Virginia 

Telephone:  4-15505  Telephone;  11-913 1 


California  Career  Opportunities 

For 

Physicians  and  Psychiatrists 

Employment  available  as  a result  of  interview  only. 
Wide  choice  of  assignments  in  State  hospitals,  out- 
patient clinics,  Juvenile  and  adult  correctional 
facilities  and  a veterans  home. 

Annual  merit  salary  Increases,  flve-day,  forty  hour 
week,  three  week  vacation  and  eleven  paid  holi- 
days yearly.  Sick  leave  and  retirement  annuities. 
Three  salary  groups:  $10,860-12,000;  $11,400-12.600; 
$12,600-13,800. 

Candidates  must  be  United  States  citizens  and  in 
possession  of,  or  elig'ible  for  California  license. 
Write : 

Medical  Recruitmenf  Unit,  Box  A 

Stal’e  Personnel  Board 

801  Capitol  Avenue,  Sacramento  14,  California 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Year  round  private 
home  and  school  for 

Homestead 

School 

infants,  children  and 
adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

fV rite  for 

booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

FREE  UNION 

VIRGINIA 
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Shoe  Last  designed 
to  the  shape 
of  average 
normal  foot"^ 


* Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran* 
teed  not  to  break  down. 

* Innersoles  guaranteed  not  to  crack  or  collapse. 
Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgicol  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

* We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  bookfet,  “The  Preservation  of  /be  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  F007-S0-P0RT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


rP^TTERSOHSi 


SAFE  SERVICE  DRUC  STORES 


Prescription 

Specialists 

Lynchburg,  Vo. 

Martinsville,  Vo. 

Danville,  Va. 

Altavista,  Va. 

Winston-Salem,  N.  C. 

for  your  complete  insurance  needs  . . . 

« PROFESSIONAL 
^ PERSONAL 
☆ PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE;  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  1 1 1 W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 
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PROVEN 
PAIN  CONTROL 


1 GRADATIONS  OF  ANALGESIA 

1 with  light  sedation 

1 XMPIRAL’® 

1 Phenobarbital  gr.  Vs 

H Acetophenetidin  gr.  2*72 

H Acetylsalicylic  Acid  gr.3Vz 

1 ‘CODEMPIRAL’®  No.  2"" 

o 1 

1 Codeine  Phosphate  gr.  Vs 

0 

■ Phenobarbital  gr.  Vs 

B Acetophenetidin  gr.  2*72 

B Acetylsalicylic  Acid  gr.  3*72 

XODEMPIRAL’®  No.  3 


(N) 


Codeine  Phosphate 
Phenobarbital 
Acetophenetidin 
Acetylsalicylic  Acid 


gr.  Vz 
gr.  */4 
gr.  21/2 
gr.  3‘/2 


(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 


in  its  completeness 


35 

iiitiffeiir 

|l 

Digitalis 

V 

(Onviea,  R<»«> 

11 

0.1  Gram 

*1 

grains) 

II 

CAUTION:  F«Jer.l 
law  pr«4iibHs  dlspens* 

:*■ 

wHboGt  presrrlp' 

tion. 

fl 

»A»IB.  MS  t e«..  lit 

!«»•,  Ihjj., » 

% ^ 

Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass, 
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for  your 


patient 


for  the  pain  of  the  present 
for  the  fear  of  the  future 


the  original 
tranquilizer- 
corticoid 


I 


prednisolone  and  hydroxyzine 


provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electi'olyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 


FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS . . . 
AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
ASTHMA.  INFLAMMATORY  DERMATOSES. 


Supplied:  Each  green,  scored 
Atak.\xoid  Tablet  contains  5 mg.  prednisolone 
(Ster.\ne)  and  10  mg.  hydroxyzine  hydro- 
chloride (At.\r.\x)  .Bottles  of  30  and  100 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


jPfizer) 


♦Trademark 


i 
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PHENAPHEN"  PLUS 


ITOSE  COLID 

each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsallcylic  Acid  (2^  gr.)  • 162.0  mg. 
Phenobarbita!  {Va  gr.)  . • • . 16.2  mg. 

Hyoscyamine  Sulfate  • . • • 0.031  mg. 
Prophenpyridamine  Maleate  . • 12.5  mg. 

Phenylephrine  Hydrochloride  • 10.0  mg. 


The  American  W^ay 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 


John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


DAVIS’  RADirUI.AR  S\  IVDR03IES 

U'ith  Emphasis  on  i'host  Pain 
Simtilaling  Coronary  Disease 

Just  Published! — The  first  manual  of  its  kind  dealing 
with  cervical  and  thoracic  spinal  root  syndromes  from 
the  internist’s  and  general  practitioner’s  point  of  view. 
Its  primary  aim  is  to  aid  the  diagnostician  in  definitely 
determining  the  significance  of  chest  pain — Is  it  coro- 
nary disease  or  is  it  of  root  origin?  In  addition  to  the 
detailed  coverage  of  chest  pain,  Dr.  Davis  goes  fully 
into  discussion  of  chest  wall  tenderness,  respiratory 
distress,  shoulder  girdle  symptoms,  headache,  and  ver- 
tigo of  cervical  origin.  Greatest  stress  is  properly 
placed  on  clarifying  diagnostic  problems.  Treatment  is 
also  given  concisely  and  simply  to  make  for  a thor- 
oughly complete  consideration. 

By  David  Davis,  M.D.,  Beth  Israel  and  Faulkner 
Hospitals,  Boston.  270  pages;  illustrated.  $6.50 


STEECiMAAX’S  EXA3iIXATIOIV 
OF  THE  XERVOUS  S\STE,M 

New! — This  practical,  pocket-size  manual  sets  forth 
clearly  and  simply  the  practical  essentials  of  neuro- 
logic history-taking  and  the  basic  techniques  of  the 
neurologic  examination.  Written  especially  for  those 
who  recognize  the  need  for  refresher  training  in  this 
important  but  too  often  overlooked  aspect  of  medical 
practice.  Accordingly,  special  pains  have  been  taken 
to  mark  the  specific  paths  of  procedure,  define  the  line 
of  objective  interrogation  and  sharply  focus  the  powers 
of  visual  observation  which,  when  applied  in  unison, 
lead  to  definitive  diagnoses. 

By  A.  Theodore  Steegmann,  M.D.,  Professor  of  Medi- 
cine (Neurology),  University  of  Kansas  School  of 
Medicine.  164  pages;  illustrated.  $3.75 


The  Year  Book  Publishers,  Inc. 

200  East  Illinois  St.,  Chicago  11,  111. 

Please  send  the  following  for  10  days’  examip-»tion, 

1 1 -‘^-7 

□ Davis’  Radicular  Syndromes,  $6.50 

Q Steegmann’s  Examination  of  the  Nervous  System,  $3.75 
Name • 

Street 

City Zone State^ 
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Erythromycin  in  Treating  Pneumonia 


and  chills  and  fever.  ' sputun 

mdicatedp„rm™nTrthtXhU«  » 

by  X-ray.  The  sputum  revealed  vram  n ' J 
bl-ci  culture  suhsepuently  «re«.  CvC  :! 

hours  per  os.  His  temperature  dropped  toZ  fu  * 

X-ray  of  the  chest  revealed  considerable  cl  anc 

hospital  day.  After  10  days  hosoif'ili  f 
for  discharge.!  ^ hospitalization,  the  patient  was 


. jy/;  .n.lZZrZt 

< crt.ica,  to  the  one  previously  reported  uith  • ' 

•*<>0  rng.  of  erythromycin  ,,er  os  every  f ’ obtained  by  treatment  w 

tlu.e  1,2  patient,  with  baeter iahm"  " 
result  One  patient  ....  eumonia,  127  (96%)  had  a .rnn, 


I ^|ntib!ntics  annual  «>55-t»!vS*f  f ? 


In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”- 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  res-  n Q j, 
piratory  infections)  when  you  prescribe  Erythrocin.  vXDutMX 


hlmtab® 


Erythrocin 

(Erythromycin,  Abbott) 


STEARATE 


"AJo  SsA/krtcd  Oecu/iAZ^' 

After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections. 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  f)  Q ji 
Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100. 


® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


annual 

BK-rw 


1.  Romansky,  M.J.,  et  al..  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine,  1954,  p.  556. 


7010S1 


I 


relieves  the  diseomfort  of  eolds 

TABLOID’ 

‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “'’miserable^’ period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  n.  y. 
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HEAJD  COX.l> 

each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg 

Acetylsalicyllc  Acid  (2V^  gr.)  . 162.0  mg 
Phenobarbltal  (Vi  gr.)  . . • • 16.2  mg 

Hyoscyamine  Sulfate  ....  0.031  mg 
Prophenpyridamine  Maleate  • • 12.6  mg 

Phenylephrine  Hydrochloride  • 10.0  mg 


For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natuied.  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y,  • Montreal,  Canada 
5645 
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The 

Well-Proportioned 
Nutrients  in 
Enriched  Bread 


JliNRiCHED  BREAD  presents  the  fortunate  combination  of  richness  in  many 
essential  nutrients  and  negligible  content  of  purines.  This  combination 
quahfies  it  eminently  as  an  important  food  in  the  diet  called  for  in  gout 
and  gouty  arthritis.  It  has  an  equally  justified  place  in  both  the  "purine- 
free”  diet  recommended  during  acute  attacks  and  in  the  purine-low  diet 
advised  during  symptomless  intervals. 

The  added  nutrients  of  enriched  bread  are  selected  qualitatively  and 
quantitatively  because  of  their  importance  in  everyday  nutrition.  They 
have  proved  especially  important  in  restricted  diets. 

It  is  now  advocated  that  the  diet  of  patients  with  gout  should  also  be 
low  in  fat,  because  fats  purportedly  inhibit  purine  excretion.  The  low  fat 
content  of  enriched  bread  (approximately  3 per  cent),  together  with  its 
blandness,  low  bulk,  and  easy  digestibility,  proves  advantageous  in  the 
diet  of  the  gouty  patient. 


Six  slices  of  average  enriched  bread  per  day  provide  12  grams  of 
protein,  0.36  mg.  of  thiamine,  0.26  mg.  of  riboflavin,  3.35  mg.  of 
niacin,  3.5  mg.  of  iron,  and  126  mg.  of  calcium.  These  amounts 
contribute  from  16  to  29  per  cent  of  the  patient’s  daily  nutritional 
needs  of  each  of  these  essentials,  yet  represent  only  378  calories, 
barely  19  per  cent  of  the  nutrient  energy  of  a 2,000  calorie  diet. 


THE  VIRGINIA  BAKERS  COUNCIL 

In  co-operation  with 

THE  AMERICAN  BAKERS  ASSOCIATION 


/The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found  con- 
sistent with  current  authoritative  medical  opinion. 
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Achrocidin  is  indicated  for  prompt 
control  of  undifferentiated  upper  res- 
piratory infections  in  the  presence  of 
questionable  middle  ear,  pulmonary, 
nephritic,  or  rheumatic  signs;  during 
respiratory  epidemics;  when  bacterial 
complications  are  observed  or  expected 
from  the  patient’s  history. 

Early  potent  therapy  is  provided 
against  such  threatening  complications 
as  sinusitis,  adenitis,  otitis,  pneumon- 
itis, lung  abscess,  nephritis,  or  rheu- 
matic states. 

Included  in  this  versatile  formula  are 
recommended  components  for  rapid 
relief  of  debilitating  and  annoying  cold 
symptoms. 

Adult  dosage  for  achrocidin  Tablets 
and  new,  caffeine-free  achrocidin 
Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dos- 
age for  children  according  to  weight 
and  age. 

Available  on  prescription  only 


symptomatic 
relief. . . plus! 

AOH 

TETRACYCLINE-ANTIHISTAMINE-AN ALGESIC  COMPOUND 


Tablets 

and 

Syrup 


Each  tablet  contains: 

Achromycin®  Tetracycline 

125  mg. 

Phenacetin 

120  mg. 

Caffeine 

30  mg. 

Salicylamide 

150  mg. 

Chlorothen  Citrate 

25  mg. 

*Trademark 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


Volume  84,  ]March,  1957 


49 


• • • 


Meat  Protein 

and  the  Many  Physiologic 

Functions  of  Its  Amino  Acids 

Th  e amino  acids  supplied  bv  meat  protein  function  in  many  vital  ^vavs  in 
addition  to  their  •vvell-knoAvn  role  in  the  gro^^th  and  maintenance  of  tissues. 
They  participate  in  the  body  economy  as  precursors  of  hormones,  vitamins, 
enzymes,  and  other  physiologic  agents.* 

Some  of  the  important  amino  acids  supplied  by  the  protein  of  meat 
include:  tryptophan  (utilized  for  the  endogenous  production  of 
niacin);  tyrosine  (the  precursor  of  thyroxine  and  triiodothyronine); 
phenylalanine  (converted  to  melanin,  a pigment  found  in  the  skin, 
hair,  retina,  and  other  tissues;  both  phenylalanine  and  tyrosine  are 
precursors  of  the  hormones  noradrenalin  and  adrenalin);  glycine 
(participates  in  the  formation  of  glutathione,  a tripeptide  important 
in  tissue  oxidation,  in  the  biosynthesis  of  glycocholic  acid,  and  in 
the  production  of  purines,  uric  acid,  and  porphyrins  used  structur- 
ally for  hemoglobin,  cytochromes,  and  iron-containing  enzymes); 
methionine  (an  important  lipotropic  agent;  participates  in  trans- 
methylation processes  in  Avhich  creatine,  adrenalin,  and  choline 
phospholipids  are  formed). 

Top  quality  protein,  as  supplied  by  meat,  yields  important  amino  acids  for 
participation  in  these  and  other  important  functions.  The  excellent  balance  of 
available  amino  acids  is  an  outstanding  feature  of  meat  protein. 

*Geiger,  E.:  Digestion,  Absorption  and  Metatolism  of  Protein,  in  \^bhl,  M.  G.,  and  Goodhart, 

R.  S.:  Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea  & Fehiger.  1955,  pp.  98-143. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  hv  the  Gouncil  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago...  Members  Throughout  the  United  States 
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A.P.Cr”  Demerol 

TcM 


Eftck'foA&t  (Wj  Doi^: 

Aspirin  200  mg.  (3  grains)  ^ ^ 2 tablets 

Phenacetin  150  mg.  (2 V2  grains) 

SS  .i a:  l!l  !35  ir-i 

Potentiated  Pain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y,  • Windsor,  Ont, 

Demerol  (brand  of  meperidine),  trademark  reg.  U.S.  Pat,  Off. 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 
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ANNOUNCING 


OR  MOST  INFECTIONS 


INOVOBIOCIN-PENICII.I-IN  C.  MERCK) 


THE  ANTIBIOTIC  PRODUCT 
OST  LIKELY  TO  BE  EFFECTIVE 


MPARE  THESE  ADVANTAGES: 

’roved  effectiveness  in  the  largest  num- 
i of  clinically  important  infections  in- 
iing  those  caused  by  antibiotic-resistant 
'hylococci  and  proteus. 

I'herapeutic,  bactericidal  blood  levels  are 
mptly  achieved. 

ixceptionally  well  tolerated;  patient  sen- 
■ity  reactions  are  rare  at  recommended 
ige. 

Jo  yeast  or  fungal  super-infections  nor 
antibiotic-induced  enteritis,  vaginitis  or 
:titis  have  been  reported  following 
'HOCILLIN. 

Jo  problems  of  cross-resistance  have  been 
Duntered  with  Cathocillin. 

The  normal  intestinal  flora  is  not  dis- 
ced by  Cathocillin. 

AGE:  Jor  adults — two  capsules  q.i.d.;  for  children 
■r  too  lbs. — dosage  in  proportion  to  weight  (e.g.  one 
ule  q.i.d.for  a child  weighing  jo  lbs.). 


CONSIDER  CATHOCILLIN  FIRST 

— for  these  clinically  important  infec- 
tions: tonsillitis;  pharyngitis;  pneumonia; 
otitis  media;  cervical  lymphadenitis; 
streptococcal  sore  throat;  infected  tooth 
sockets;  Vincent’s  infection;  acne  and 
superficial  skin  infections;  impetigo; 
boils,  furuncles  and  carbuncles;  lung  ab- 
scess; bronchitis;  mastitis;  osteomyelitis; 
wound  infections;  postoperative  wound 
infections  and  infected  lacerations;  sta- 
phylococcal enteritis, staphylococcal  diar- 
rhea of  the  newborn;  peritonitis  (caused 
by  susceptible  organisms);  pelvic  in- 
flammatory disease;  gonorrhea;  gono- 
coccal arthritis;  urethritis;  scarlet  fever; 
erysipelas. 

SU  PPL!  ED;  Blue  and  white  capsules  o/'  ‘Cathocillin’ 
— each  containing  125  mg.  of  ‘Cathomycin’  (aj 
Sodium  Novobiocin,  Merck)  and  75  mg.  (125,000 
units)  Potassium  Penicillin  G;  bottles  of  16, 


In  one  prescription  the  one  antibiotic  product  most  likely  to  be  effectivo 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC..  PHILADELPHIA  I.  PA. 


[?w\ 

=NAPHI 

■In 

L. 

PLUS 

J 

MISERABLE  COLD 

«ach  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acatylsatlcylic  Acid  (2^4  gr.)  ■ 162.0  mg. 
Phenobarbital  (U  gr.)  ....  16.2  mg. 

Hyoscyamlne  Sulfate  . . • . 0.031  mg. 
Prophenpyridamine  Maleate  . • 12.6  mg. 

Phenylephrine  Hydrochloride  • 10.0  mg. 

pms 


A Mutual  Fund  designed  for  investors 
seeking  on  investment  in  o group  of  Di- 
versified Industries  whose  development 
and  growth  possibilities  ore  based  sub- 
stantially upon  Scientific  Research. 


For  a prospectus  giving  full  information,  write  or  call 


BRANCH,  CABELL  & CO. 

Established  1904 

Investment  Securities 

Members  of 

New  York  Stock  Exchange  Richmond  Stock  Exchange 
American  Stock  Exchange  (Associate) 

91  East  Elizabeth  St.  814  East  Main  St. 

Harrisonburg,  Virginia  Richmond  19,  Virginia 

Teleplioiie:  4-2505  Telephone:  3-9131 
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TRIFONACIL-2^ 

buffered  penicillin  POlk 


lUFftKtU  rcniu.*-— • 

WITH  i 

niBic  ciiifONAMIDE  MIXV 


HIGH  POTENCY  PENICILLIN 
LEVELS... IN  TASTEFUL 
ORAL  DOSAGE  FORM 


Strawberry 

flavor 


TRIFONACIL  250 

Buffered  Penicillin  G Potassium 
with  Triple  Sulfonamides 

TRIFONACIL-250  provides,  in  convenient  oral  dosage 
form,  high  potency  penicillin  levels,  in  combination  with 
the  triple  sulfapyrimidines.  Its  appealing  strawberry  flavor 
assures  acceptance,  particularly  by  children.  Provides  in 
one  formula  the  desirable  dependable  oral  penicillin-triple 
sulfas  therapy  so  often  needed  for  prompt  control  of  a wide 
range  of  infections. 
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PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Diuretics  needing  “rest  periods,”  whether  enforced  by  dosage  restriction  to  once 
daily,  or  by  omission  to  alternate  days,  inevitably  fail  to  achieve  sustained  control 
of  edema. 

The  organomercurials  never  require  interruption  of  dosage  to  prevent  refractori- 
ness and  can  maintain  patients  continuously  in  the  edema-free  state. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORM ERODRIN  (is.s  mg.  of  3-chloromercuri-2-methoxy-propylurea 


LAKESIDE 


EQUIVALENT  TO  10  HG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02356 
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no 


there's 

substitute 

for 

standardized 

testing 


color-calibrated 


CLI N ITEST 

BRAND 

the  urine-sugar  test  with  the  color  scale  that  never  varies 


• full  color  calibration-standard  blue-to-orange 
color  scale  does  not  omit  the  critical  readings: 

3/4%  (++);  1%  (+++). 

• easy-to-read  colors— sharp  distinctions  give  reliable 
readings,  dependable  reports. 

• uniformly  reliable-results  you  can  trust,  reports 
you  can  rely  on. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


22457 


. . nauseated  and  vomiting  every  day, 
practically  the  whole  day,  from  the 
beginning  of  this  pregnancy , . 


On  ‘Compazine’  5 mg.  q.i.d.,  this  severe  case^  of  nausea 
and  vomiting  of  pregnancy  showed  “ . . . almost  immedi- 
ate response.” 

In  fact,  the  physician  reports,  “She  hasn’t  had  any  nausea 
or  vomiting  since  then  and  she  has  not  had  the  drug  for 
three  weeks.” 

‘Compazine’  is  a potent  new  antiemetic  that  has  shown  86% 
favorable  results  in  the  treatment  of  nausea  and  vomit- 
ing of  pregnancy.  In  over  12,000  patients,  treated  with 
‘Compazine’  before  introduction,  side  effects  were  infre- 
quent, minimal  and  transitory. 

Compazine 

a potent  new  antiemetic  for  everyday  practice 

Stflith,  Kline  & French  Laboratories,  Philadelphia 


I.  Personal  communication  to  S.K.F. 
^Trademark  for  proclorperazine,  S.K.F. 
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relief 
for  your 
patients 


who  develop  nasal  congestion 
on  reserpine  therapy 


■<  , 

■ ^ ^ ^ ~ 

About  50  percent  of  all  patients 

experience  this  annoying  side-effect. 

■ - ■■■ 

. ■ . • . ••  •’>?  -y 

OUALlTv/ftESEARCH  ^INTEGRITY 

‘Sandrir  c ‘Pyronil'  relieves  75  percent 
of  those  affected. 

. .-■•v  • 

TABLETS  of  0.25  mg.  ‘Sandril’  plus  7.5  mg.  'Pyronil.' 
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COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Despite  increasing  resistance  of  pathogenic  popu- 
lations, even  to  recently  introduced  antibiotics,^'^ 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
continues  to  demonstrate  high  antimicrobial  effi- 
cacy.Sensitivity  of  a wide  variety  of  clinically 
important  pathogens  of  gram-negative  and  gram- 
positive types  to  CHLOROMYCETIN, coupled  with 

limited  tendency  for  development  of  bacterial  resist- 
ance in  sensitive  strains,^'^^  permits  enhanced  clinical 
response,  often  in  patients  in  whom  other  antibiotics 
have  failed. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 
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TERIAL  EFFICACY 


MYCETIN 

SENSITIVITY  OF  4 CLINICALLY  IMPORTANT  PATHOGENS 
TO  CHLOROMYCETIN  AND  TO  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 
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^This  graph  is  adapted  from  Rantz  and  Rantz.*  It  is  based  on  in  vitro 
studies  of  bacteria  freshly  isolated  from  clinical  materials. 
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an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula.  1.2,3, 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  teaspoonful 
contains: 

Pentylenetetrazol.  .100  mg. 
Nicotinic  Acid 50  mg, 

1.  Levy,  S.,  JAMA.,  153:1260,  1953 

2.  Thompson,  L.,  Procter  R., 

North  Carolina  M.  J,,  15:595,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med.,  3:325,  1956 


CONFUSION  . . 


to  a 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOL 

DRUG  SPECIALTIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  psychoses. 

Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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Richlands 

Kinloch  Nelson,  M.D.,  Richmond 
Mack  I.  Shanholtz,  M.D.,  Richmond 
John  O.  Boyd,  Jr.,  M.D.,  Roanoke 
Rufus  P.  Brittain,  M.D.,  Tazewell 
William  B.  Barton,  M.D.,  Stonega 
Thomas  B.  Hunter,  M.D.,  Charlottesville 
William  F.  Maloney,  M.D.,  Richmond 


To  Assist  American  Diabetes  Association 
William  R.  Jordan,  M.D.,  Chairman, 
Richmond 

Robert  C.  Crawford,  M.D.,  Roanoke 

W.  C.  Salley,  M.D.,  Norfolk 

Stuart  H.  Catron,  Jr.,  M.D.,  Abingdon 


House 

Harry  J.  Warthen,  Jr.,  M.D.,  Chairman, 
Richmond 

Donald  S.  Daniel,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 


Executive  Committee  of  Council 

Louis  P.  Bailey,  M.D.,  Chairman,  Nathalie 
Frank  A.  Farmer,  M.D.,  Roanoke 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 


National  Emergency  Medical  Service 

W.  Ross  Southward,  Jr.,  M.D.,  Chairman, 
Richmond 

Thomas  Smith,  M.D.,  Hayes 
Walter  P.  Adams,  M.D.,  Norfolk 
E.  Cato  Drash,  M.D.,  Charlottesville 
James  L.  Hamner,  M.D.,  Mannboro 
Alexander  McCausland,  M.D.,  Roanoke, 


Conservation  of  Sight 

W.  W.  Taylor,  M.D.,  Chairman,  Norfolk 
Edgar  Childrey,  M.D.,  Ri(?hmond 
Parker  H,  Lee,  M.D.,  Lynchburg 
R.  O.  Smith.  M.D.,  Pulaski 
William  F.  Hatcher,  M.D.,  Roanoke 
Meade  C.  Edmunds.  M.D.,  Petersburg 
DuPont  Guerry,  III,  M.D.,  Richmond 


Liaison  Committee  with  Department  of 
Public  Welfare 

Malcolm  H.  Harris,  M.D.,  Chairman, 
West  Point 

G.  B.  Setzler,  M.D.,  Pennington  Gap 
A.  L.  Carson,  M.D.,  Richmond 

H.  B.  Mulholland,  M.D..  Charlottesville 
John  P.  Lynch,  M.D.,  Richmond 
Kinloch  Nelson.  M.D.,  Richmond 


National  Legislative  Committee 

Vincent  W.  Archer,  M.D.,  Chairman, 
Charlottesville 

John  C.  Watson,  M.D.,  Co-Chairman, 
Alexan^ia 

Reverdy  H.  Jones,  Jr.,  M.D.,  Roanoke 
A.  A.  Creecy,  M.D.,  Newport  News 
Walter  P.  Adams,  M.D.,  Norfolk 
Benjamin  W.  Rawles,  Jr.,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Louis  P.  Bailey,  M.D.,  Nathalie 
Frank  A.  Farmer,  M.D.,  Roanoke 
Harold  W.  Miller,  M.D.,  Woodstock 
David  W.  Scott,  Jr.,  M.D.,  Fredericksburg 
James  P.  Williams,  M.D.,  Richlands 
Jacob  D.  Zylman,  M.D.,  Falls  Church 


Advisory  Heart  Committee 

Reno  Porter,  M.D.,  Chairman,  Richmond 
C.  D.  Nofsinger,  M.D.,  Roanoke 
Julian  R.  Beckwith,  M.D.,  Charlottesville 
George  B.  Craddock,  M.D.,  Lynchburg 
Walter  Nalls,  M.D.,  Alexandria 


Society  Headquarters  Building  Committee 

James  P.  King,  M.D.,  Chairman,  Radford 
W.  Linwood  Ball,  M.D.,  Richmond 
Guy  W.  Horsley,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Louis  P.  Bailey,  M.D.,  Nathalie 


Venereal  Disease  Control 

Thomas  W.  Murrell,  Jr.,  M.D..  Chairynan, 
Richmond 

James  W.  Love,  M.D.,  Alexandria 
Edward  P.  Cawley,  M.D.,  Charlottesville 
O.  H.  McClung,  M.D.,  Lexington 
Jethro  H.  Irby  M.D.,  Martinsville 


Insurance 

Frank  A.  Farmer,  M.D.,  Chairman, 
Roanoke 

W.  D.  Lewis,  M.D.,  Martinsville 
Guy  W.  Horsley,  M.D.,  Richmond 
James  L.  Chitwood,  M.D.,  Pulaski 
Charles  V.  Amole,  M.D.,  Alexandria 
W.  Callier  Salley,  M.D.,  Norfolk 
Louis  P.  Bailey,  M.D.,  Nathalie 


Poliomyelitis 

Robert  C.  Hood,  M.D.,  Chairman,  Arlington 
Lee  E.  Sutton,  M.D.,  Richmond 
E.  A.  Harper,  M.D.,  Lynchburg 
Charles  B.  Bray,  Jr.,  M.D.,  Roanoke 
McLei^nore  Birdsong,  M.D.,  Charlottesville 
Mason  Romaine,  M.D.,  Petersburg 
J.  D.  Beale,  Jr.,  M.D.,  Danville 


American  Medical  Education  Foundation 

Robert  D.  Keeling,  M.D.,  Chairman, 

South  Hill 

Houston  L.  Bell,  M.D.,  Roanoke 
Walter  A.  Eskridge,  M.D.,  Parksley 
Mallory  S.  Andrews,  M.D.,  Norfolk 
Carrington  Williams,  Jr.,  M.D.,  Richmond 
Clyde  W.  Vick,  Jr.,  M.D.,  Petersburg 
Clifford  G.  Gaddy,  M.D.,  Danville 
John  W.  Davis,  Jr.,  M.D.,  Lynchburg 
Richard  P.  Bell,  Jr.,  M.D.,  Staunton 
Chester  L.  Riley.  M.D.,  Winchester 
E.  Cato  Drash,  M.D.,  Charlottesville 
Norman  R.  Tingle,  M:D.,  Nuttsville 
R.  D.  Campbell,  M.D.,  Saltville 
George  W.  McCall,  M.D.,  Bristol 
David  S.  Phlegar,  M.D.,  Blacksburg 
J.  P.  Sutherland,  M.D.,  Harman 
H.  Haskins  Ferrell,  M.D.,  Alexandria 
Edward  M.  Alexander,  M.D.,  Newport  News 
Hugh  G.  Stokes,  Jr.,  M.D.,  Williamsburg 
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abnormal  capillary 
permeability  and  fragility 
frequently  occur  in 
and  are  aggravated  by . . . 


habitual  and 
threatened 
abortion 


certain 

respiratory 

infections 


diabetic 
and  otiier 
retinopathies 


gingival 

bleeding; 

epistaxis 


hypertension 


C.V.  P.  is  a 
specific  aid  in 
the  prevention 
and  correction  of 
capillary  fault 
in  such 
conditions 


gastrointestinal 

bleeding 


C.V.  P.  helps  diminish  increased  capillary  permeability,  fragility,  and  resultant  bleeding  by 
acting  to  maintain  the  integrity  of  the  intercellular  cement  of  capillary  walls. 

C.V.  P.  provides  the  many  active  bioflavonoid  factors  of  the  whole  citrus  bioflavonoid  com- 
plex. C.V. P.  is  water-soluble  and  is  thus  readily  absorbed  and  utilized,  in  contrast  to 
purified  hesperidin  and  rutin  which  are  poorly  soluble  in  water. 


SAMPLES  on  request 


u.s.  vitamin  corporation 

(Arlington-Funk  Labs.,  division) 

250  E.  A3rd  St.,  New  York  17,  N.  Y. 
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Wr  ^ > '.j 


whenever 

COUGH  THERAPY 
IS  INDICATED 


^ IW*--  W.' 

I 


''>^.iir: 


(Dihydrocodeinone  with  Homatropine  Methylbromide) 


* ^ ' -;v.> 


!s*^r  ’ ” , ■•  *•  ^ 


Cndo 


ENDO  l>t,BpRATORIES 

Richmond  Hill  18*,  New  York  „ 


t BRAND  OP  HOMATROPfNC  METHYtBROMlDE 


*U.  S.  PAT.  2,630,400 


■ Relieves  cough  quickly  and  thor- 
oughly ■ Effect  lasts  six  hours  and 
longer,  permitting  a comfortable 
night's  sleep  ■ Controls  useless 
cough  without  impairing  expecto- 
ration ■ rarely  causes  constipation 

■ And  pleasant  to  take 

Syrup  and  oral  tablets.  Each  teaspoon- 
ful or  tablet  of  Hycodan*  contains  5 mg. 
dihydrocodeinone  bitartrate  and  1.5  mg. 
Mesopin.t  Average  adult  dose:  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Avail- 
able on  your  prescription. 


in  dysmenorrhea 


Pavalrine^  with  Phenobarbital 


125  mg.  15  mg. 

• relaxes  the  hypertonic  uterus  thus  relieving  pain 
' • furnishes  gentle  sedation 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 
of  menstruation. 


Central  Antitussive  Effect  — mild,  dependable 
Topical  Decongestion  — prompt,  prolonged 

D 

[Antihistamioic  and  Expectorant  Action  ■ 


Neo-Synephrine®  hydrochloride 

Thenfadi)'^  hy#ractitoridc..  

Dihydrocodeinane  bUartrate  .... 
Potassium  suaiacol  sultanate  ... 

Ammonium  chloride  

WBnthol  

Chbrcform  

Alcohm 

Bottles 


FXFMPr  NARCOJiC 
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a penetrant  emulsion 
lor  chronic 
constipation 


(PLAIN) 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeales  the  hard,  slubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss . . . 
makes  it  more  movable 


penetrates 


softens 


‘*butks  it  «p”  makes  it  more  movable 


KONDREMUL  (P/ainj— Pleasant-tasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascara)— 0.66  Gm.  nonbitter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 
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KQNDREMUL  / PATC 


Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  anti  arthritic,  antirheumatic 
benefits  of; 

1.  Prednisolone  buffered — the  newest  and  most  po- 
tent of  the  "predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate— newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
tion of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combination  is  good  because  there 
is  little  likelihood  of  sodium  retention,  potassium 
depletion  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  additional  important  therapeutic  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthritics,  making  them  more  amenable  to  other 
rehabilitation  measures. 

INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  i)  muscle 
spasm  e)  anxiety  and  tension  d)  discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Striimpell  disease).  Still’s  disease,  psoriatic  arthritis,  osteo- 


Therapeutlc benelits  of  MEPROLONE  compared  with  traditional  an 


V la 


-1 

/ 

:S 

a 


arthritis,  bursitis,  synovitis,  tenosynovitis,  myositifil 
sitis,  fibromyositis,  neuritis,  acute  and  chronic  Ic  b 
pain,  acute  and  chronic  primary  and  secondary  f os 
and  torticollis,  intractable  asthma,  respiratory  airg 
allergic  and  inflammatory  eye  and  skin  disorders  (:  ni 
tenance  therapy  in  disseminated  lupus  erytherioi 
periarteritis  nodosa,  dermatomyositis  and  sclerotn 


relieves 

pain 

suppresses 

inflam- 

mation 

relaxes 

muscle 

eases 

anxiety 

Salicylates 

✓ 

y 

Muscle  relaxanis 

yi 

Tranquilizers 

y^ 

Steroids 

y 

MEPROLONE 

y 

y 

y 

/.  MepTobamaU  is  the  only  iranquitn 
muscle-relaxant 


SUPPLIED:  Multiple  Compressed  Tablets  in  be  Ik 
100  in  two  formulas  as  follows:  Meprolone-I— • i 
of  prednisolone,  200  mg.  of  meprobamate  and  20l  ig 
dried  aluminum  hydroxide  gel.  Meprolone-2 — j vi 
2.0  mg.  of  prednisolone  in  the  same  formula. 


i 


NO  OTHER 


ANTIRHEUMATIC 

PRODUCT 

PROVIDES  AS  MANY 
BENEFITS  AS 


THE  ONLY 
ANTIRHEUMATIC, 

ANTI  ARTHRITIC 

THAT  SIMULTANEOUSLY 

RELIEVES: 

1.  MUSCLE  SPASM 

2.  JOINT  INFLAMMATION 

3.  ANXIETY  AND  TENSION 

4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC.  PHILADELPHIA  t.  PA. 


UEPROLONE  li  ihe  (rade-mack  of  Merck  & Co..  Ii 


frozen 

shoulder 

Bursitis  and  tenosynovitis  are  new  terms  to  home- 
makers, but  they  are  not  uncommon  sequels  to  over- 
exertion, Early  antirheumatic  therapy  is  to  be 
encouraged  in  the  treatment  of  these  conditions,  as 
it  is  in  more  serious  rheumatic  conditions,  to  allevi- 
ate pain  and  prevent  progression  of  the  disorder. 
With  adequate  therapy  the  prognosis  of  bursitis  in 
its  acute  stage  is  good.  Delaying  therapy  may  result 
in  extension  of  the  inflammation  and  gross  anatom- 
ical changes  that  tend  to  incapacitate  the  patient. 

SiGMAGEN  provides  doubly  protective  corticoid-sali- 
cylate  therapy— a combination  of  Meticorten®  (pred- 
nisone) and  acetylsalicylic  acid  providing  additive 
antirheumatic  benefits  as  well  as  rapid  analgesic 
effect.  These  benefits  are  supported  by  aluminum 
hydroxide  to  counteract  excess  gastric  acidity  and  by 
ascorbic  acid,  the  vitamin  closely  linked  to  adreno- 
cortical function,  to  help  meet  the  increased  need  for 
this  vitamin  during  stress  situations. 


protective  corticoid-salicylate  therapy 

SlGMAG€N 

corticold-analgeslc  compound  TsblstS 


for  patients 
who  go  beyond 
their  physical 
capacity 


more  than  hope . . . 

When  the  contents  of  Pandora’s  Box  were  released, 

Hope  alone  remained.  To  the  allergic  patient, 

faced  with  a veritable  Pandora’s  Box  of  discomforts, 

‘Perazir  offers  far  more  than  hope.  It  gives 
ability  to  withstand  allergens,  without  reactions. 

PERAZnJ 

brand  Chlorcyclizine  Hydrochloride 

long-lasting  action  • exceptionally  little  side  ejfect 

For  children  and  adults:  sugar-coated  tablets  of  25  mg. 

SCORED  (uncoated)  TABLETS  OF  50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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for  faster  and  higher 
initial  tetracycline  blood  levels 


now... the  new  phosphate  complex  of  tetracycline 

UMYCIN 

Squibb  Tetracycline  Phosphate  Complex 

the  broad  clinical  spectrum  of  sumycin  against  pathogenic  organisms 


Gram  Negative  Bacteria 


Gram  Positive  Bacteria 


SUMYCIN 

the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

a single  antibacterial  antibiotic 

SUMYCIN 

a well  tolerated  antibiotic 

SUMYCIN 

a true  broad  spectrum  antibiotic 

|[  Minimum  adult  dose:  1 capsule  q.i.d. 

Each  Sumycin  capsule  contains  the  equivalent 
of  250  mg.  tetracycline  hydrochloride. 

Bottles  of  16  and  100. 


Squibb 


Squibb  Quality —the  Priceless  Ingredient 


'SUMYCIN*  IS  A SQUIBB  TRADEMARK 
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LEANDOMYCIN  TETRACYCLINE 


added  certainty 
in  treatment 
of  respiratory 
infections 


new  multi-spectrum  synergistically  strengthened  antibiotic  formulation 
SiGMAMYCiN  adds  certainty  in  antibiotic  therapy,  particularly  for  the  90%  of  patients 
treated  at  home  or  in  the  office  where  sensitivity  testing  may  not  be  practical,  and  provides: 
a new  maximum  in  therapeutic  effectiveness,  a new  maximum  in  protection  against  resist- 
ance, a new  maximum  in  safety  and  toleration. 

Supply:  Capsules,  250  mg.  (oleandomycin  83  mg.,  tetracycline  167  mg.).  Bottles  of  16 
and  100. 

. . . and  for  a new  maximum  in  palatability 

New  mint-flavored  Sigmamycin  for  Oral  Suspension,  1.5  Gm.  in  2 oz.  bottle;  each  5 cc.  tea- 
spoonful contains  125  mg.  (oleandomycin  42  mg.,  tetracycline  83  mg.).  'Trademark 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
World  leader  in  antibiotic  development  and  production 


“...effective... in  the  treatment  of 
a variety  of  infections  seen  regu- 
larly by  the  practicing  clinician . . 
including  pharyngitis,  bronchitis  and 
other  respiratory  infections 

and  “. . . often  useful  in  the  treat- 
ment of  infections  due  to  staphylo- 
cocci resistant  to  one  or  several  of 
the  regularly  used  antibiotics” 

“side  effects  . . . [are]  notable  by 
their  absence”^ 


1.  Carter,  C.  H.,  and  Maley,  M.  C. : Antibi- 
otics Annual  1956-1957,  New  York,  Medical 
Encyclopedia,  Inc,,  1957,  p.  61. 
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Dexamyl*  (a  combination  of 

dextro-amphetamine  sulfate,  S.K.F.,  and 
amobarbital)  induces  a mood  of  cheerfulness 
and  optimism.  Often,  this  is  all  that  is  needed 
to  help  the  aged  overcome  their  loneliness,  the 
resentful  feeling  of  being  unwanted,  the  fears 
(imagined  or  real)  of  physical  failings. 


tablets  • elixir  • Spansule^  capsules 


smooth  and  subtle  encouragement  for  the  aged 


Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 

tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F, 


^'oI.  87,  Apkii,,  19.S7 
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individualized 


R a u V a I 


(Rauwolfia  Serpentina) 


Rauprote 

(Rauwolfia  " Trademark 


Serpentina  and 
Proto  vera  trines 
A and  B 
Combined) 


Serpate 

(Reserpine)  ® Trademark 


use  of  rauwolfia  in 
the  management  of 
hypertension 


contains  all  the  therapeutically  ac- 
tive alkaloids  of  whole  powdered 
Rauwolfia  serpentina  (double-as- 
sayed) to  provide  a unique  balance 
of  hypotensive  and  sedative  bene- 
fitsd  Bottles  of  100  and  1000  sugar- 
coated  tablets:  50-mg.  red  and 
100-mg.  pink  tablets. 


clinically  proved  combination  for 
moderate  or  severe  hypertension. 
Each  agent  appears  to  potentiate 
the  other’s  hypotensive  activity  and 
produce  beneficial  vasodilatation, 
tranquilization,  and  sedative  re- 
sponses with  a minimum  of  risk.2 
Bottles  of  100  and  1000  tablets,  each 
containing  50  mg.  Rauwolfia  ser- 
pentina and  0,2  mg.  proto  veratrines 
A and  B. 


presents  the  principal  crystalline 
alkaloid  of  rauwolfia... reduces  the 
“psychic  magnitude’’  of  everyday 
stresses  in  patients  with  mild  or 
labile  hypertension.^  Bottles  of  100, 
500,  and  1000  scored  tablets: 

0. 1 -mg.  white,  0.25-mg.  yellow,  and 
1.0-mg.  orange  tablets. 

1.  Wilkins.  R.  W. : Ann.  New  York  Acad.  Sc.  59:36, 

1954.  2.  Meilman.  E.:  Circulation  13:596.  1956. 

3.  Wolferth,  C.  C. : Pennsylvania  M.  J.  59:327,  1956. 

THE  VALE  CHEMICAL  CO.,  INC. 

pharmaceuticals 

Allentown  Pennsylvania 
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interrupting 
diuretic  a 


intermittent 


1 . ^ 
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PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Diuretics  needing  “rest  periods,”  whether  enforced  by  dosage  restriction  to  once 
daily,  or  by  omission  to  alternate  days,  inevitably  fail  to  achieve  sustained  control 
of  edema. 

The  organomercurials  never  require  interruption  of  dosage  to  prevent  refractori- 
ness and  can  maintain  patients  continuously  in  the  edema-free  state. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (le.a  mg.  of  3-chloromercuri-2-methoxy.propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN*  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


023SS 
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the  power  of  gentleness 


helps  patients  face  everyday  anxieties  and  tensions 
“...mild  action  promotes  an  over-all  calmness...’’* 


New  and  Different  • not  a hypnotic-sedative  — unrelated  to  any  available  chemo- 
psychotherapeutic  agent  • no  evidence  of  cumulation  or  habituation  • does  not  cause 
gastric  hyperacidity  • unusually  wide  margin  of  safety  — no  significant  side  effects 

Dosage:  150-300  mg.  three  or  four  times  daily. 

Supplied:  300  mg.  scored  tablets,  bottles  of  48. 


‘Ferguson,  J.  T. : J.  Am.  Geriatrics  Soc.  4:1080,  1956. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
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ALSO 

AVAILABLE 
WITH 
Vi  AND  V‘ 
GRAIN 
CODEINE 

100 

TABLETS 

1000 

TABLETS 


Anadol  offers  the  advantages  of  acetyl-p-aminophenol  . . . 
prompt,  sustained  analgesia  against  minor  aches  and  pains. 
Acetyl-p-aminophenol  is  the  active  therapeutic  metabolite  of 
phenacetin,  which — needing  no  conversion  in  the  body — begins 
to  exert  its  analgesic  effect  almost  immediately.  Unlike  its 
parent  drug,  there  is  no  evidence  of  methemoglobin  formation 
when  used  clinically. 

Anadol  offers  the  advantages  of  salicylamide,  an  efficient  salicy- 
late derivative — effective  analgesic  and  antipyretic  action,  vir- 
tually free  of  the  side  actions  often  induced  by  aspirin.  In 
addition,  by  the  admixture  of  these  active  analgesics  . . . 
salicylamide  and  acetyl-p-aminophenol  ...  a smoother  and 
more  efficient  analgesic  action  is  obtained*  than  would  be  pro- 
vided by  the  use  of  a single  analgesic  component. 

Anadol  offers  the  advantage  of  phenobarbital  . . . mild  sedation. 
Moreover  the  analgesic  effect  of  the  combination  is  rendered 
more  effective  by  the  combination  of  a barbiturate  with  the 
analgesic  drugs." 

Anadol  offers  the  advantages  of  the  alkaloids  of  hyoscyamus, 
which  tend  to  lessen  the  sweating  which  may  occur  spon- 
taneously in  febrile  conditions.  In  addition,  the  central  effect 
of  the  phenobarbital  is  augmented  by  inclusion  of  the  hyoscy- 
amus alkaloids. 

BIBLIOGRAPHY 

i.  Goodman,  L.  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  1941,  p.  244.  2.  Ibid,  p.  244. 
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KYNEX  is  an  entirely  new,  readily  soluble,  single  sulfonamide  exhibiting  excellent  antibacterial  action  at  radically 
reduced  dosage. 

KYNEX  offers  desirable  clinical  advantages  hitherto  not  obtained  by  any  related  drug— 
low  DOSAGE:  a total  maintenance  dose  of  only  2 tablets  daily. 

HIGH  SOLUBILITY:  prompt  absorption,  adequate  diffusion  into  body  fluid  and  tissue. 

PROLONGED  ACTION:  therapeutic  blood  levels  within  the  hour,  blood  concentration  peaks  within  2 hours— 5-10  mg. 
per  cent  blood  levels  persist  24  hours  after  single  oral  dose  of  1 Gm. 


BROAD-RANGE  EFFECTIVENESS:  KYNEX  is  particularly  efficient  in  urinary  tract  infections  due  to  sulfonamide-sensitive 

organisms,  including  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli,  streptococci,  staphylococci,  Gram-negative  rods, 
diphtheroids  and  Gram-positive  cocci. 

SAFETY:  KYNEX  offers  a margin  of  clinical  safety  based  on  low  required  dosage,  solubility,  slow  excretion  rate. 
Although  KYNEX  Sulfamethoxypyridazine  is  a sulfonamide  derivative  and  the  usual  precautions  regarding  such  drugs 
should  be  observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that  is  required  for  the  therapeutic  blood  levels.  No  increase  in 
dosage  is  recommended. 

CONVENIENCE:  The  low  dose  of  1 Gm.  (2  tablets)  per  day  offers  optimal  convenience  and  acceptance  to  patients. 
EACH  TABLET  CONTAINS:  sulfamethoxypyridazine  0.5  Gm.  (7‘/2  grains).  AVAILABLE:  Bottles  of  24  and  100  Tablets. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER, 

♦Reg,  U.S,  Pot.  0(1. 


NEW  YORK 


Well-Proportioned 
Nutrients  in 
Enriched  Bread 


The 


Enriched  bread  presents  the  fortunate  combination  of  richness  in  many 
essential  nutrients  and  negligible  content  of  purines.  This  combination 
quahfies  it  eminently  as  an  important  food  in  the  diet  called  for  in  gout 
and  gouty  arthritis.  It  has  an  equally  justified  place  in  both  the  "purine- 
free”  diet  recommended  diu*ing  acute  attacks  and  in  the  purine-low  diet 
advised  during  symptomless  intervals. 

The  added  nutrients  of  enriched  bread  are  selected  qualitatively  and 
quantitatively  because  of  their  importance  in  everyday  nutrition.  They 
have  proved  especially  important  in  restricted  diets. 

It  is  now  advocated  that  the  diet  of  patients  with  gout  should  also  be 
low  in  fat,  because  fats  purportedly  inhibit  purine  excretion.  The  low  fat 
content  of  enriched  bread  (approximately  3 per  cent),  together  with  its 
blandness,  low  bulk,  and  easy  digestibility,  proves  advantageous  in  the 
diet  of  the  gouty  patient. 


Six  slices  of  average  enriched  bread  per  day  provide  12  grams  of 
protein,  0.36  mg.  of  thiamine,  0.26  mg.  of  riboflavin,  3.35  mg.  of 
niacin,  3.5  mg.  of  iron,  and  126  mg.  of  calcium.  These  amounts 
contribute  from  16  to  29  per  cent  of  the  patient’s  daily  nutritional 
needs  of  each  of  these  essentials,  yet  represent  only  378  calories, 
barely  19  per  cent  of  the  nutrient  energy  of  a 2,000  calorie  diet. 


THE  VIRGINIA  BAKERS  COUNCIL 

In  co-operation  with 

THE  AMERICAN  BAKERS  ASSOCIATION 


/ 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found  con- 
sistent with  current  authoritative  medical  opinion. 
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relieves  the  diseomfort  of  eolds 


‘TABLOID’ 

‘EMPIRIN' 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  miserable’’ period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


.iZoi  BURROUGHS  WELLCOME  & CO.  (U.  S.A.)  INC.,  Tuckahoe,  n.  y. 
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AFTER  ALMOST 
FIVE  YEARS  OF 
INVESTIGATION 
AND  EXTENSIVE 
CLINICAL  USE 
(MILLIONS  OF 
PRESCRIPTIONS) 
THERE  HAS  NOT 
BEEN  A SINGLE 
REPORT  OF 
A SERIOUS  OR 
FATAL  REACTION 
TO  ERYTHROCIN 


This  remarkable  safety  record  stands  un- 
paralleled in  systemic  antibiotic  therapy 
today.  In  addition  to  being  an  unusually 
well-tolerated  drug  . . . erythrocin  (com- 
pared to  most  other  commonly-used  anti- 
biotics) is  virtually  free  of  side  effects. 

Still,  with  this  virtual  fi’eedom  from  tox- 
icity, ERYTHROCIN  is  effective  in  the  great 
majority  of  common,  bacterial  respiratory 
infections.  In  speaking  of  pneumonia,  Her- 
rell  said,  “the  lack  of  toxic  manifestations 
folloiving  administration  of  erythromycin 
today  actually  favors  its  use  over  that  of 
the  broad-spectrum  antibiotics  in  the  treat- 
ment of  this  infection.”  ‘ 

While  discussing  purulent  cellulitis  and 
sepsis  due  to  staphylococci,  Eastman,  et  ah, 
mentioned  erythromycin  as  a drug  of  first 
choice  in  treating  these  conditions.- 


Meanwhile,  Solomon  and  Johnston  stated, 
“in  the  staphylococcic  and  streptococcic  in- 
fections, other  than  pneumonias,  xvithout 
exception  the  results  of  treatment  with  ery- 
thromycin xvere  excellent.”^ 

IN  ANTIBIOTIC  THERAPY 

You,  too,  can  have  these  same  good  results 
in  your  everyday  practice— plus  the  assur- 
ance of  prescribing  a drug  proved  to  be 
exceptionally  well-tolerated  in  almost  five 
years’  use.  Filmtab  erythrocin  Stearate 
(100  and  250  mg.),  in  bottles  of  25  and  100. 


STEARATE  ( Erythromycin  Stearate,  Abbott) 


1,  Herrell,  W.  E.,  Erythromycin,  Antibiotics  Mono- 
graphs, No.  1,  p.  34,  New  York,  Medical  Encyclopedia 
Inc.,  1955.  2.  Eastman,  G.,  Cook,  E.  and  Bunn.  P., 

N.Y.  State  J.  Med..  56:241,  1956.  3.  Solomon,  S.  ^ PvPwTYi+ 
and  Johnston,  B.,  Amer.J.  Med.  Sc.,  230:660, 1955.  vAXaTXMX 


b — Film-sealed  tablets,  Abbott;  pat  applied  for. 


- 2 sec.  CONTACTS 


How  Yvgisec  jelly  and  liquid 
explode  trichomonads  in  seconds 

- i 


VAGINAL  trichomoniasis  quickly  yields  to 
Vagisec®  liquid  and  jelly.^-^  These  unique 
trichomonacides  explode  flagellates  after  15 
seconds’  contact.  Following  a Vagisec  douche, 
Vagisec  jelly  maintains  trichomonacidal  ef- 
fectiveness ’round-the-clock.  With  this  new 
approach,  therapy  succeeds  in  more  than  90 
per  cent  of  cases."* 

Research  proves  effectiveness  — In  hundreds 
of  tests  with  slide  preparations,  mixtures  of 
Vagisec  jelly  and  vigorous  cultures  of  Tricho- 
monas vaginalis  have  been  examined  under  a 
phase-contrast  microscope.^’®  The  trichomon- 
ads explode  and  disperse  within  15  seconds 
after  contact  with  jelly  — exactly  like  those  in 
a Vagisec  douche  solution.^"® 

Explosion  succeeds— y AGistEC  liquid  and  jelly 
penetrate  rapidly  to  trichomonads  covered  by 
vaginal  mucus  and  cellular  debris  and  explode 
them,  avoiding  post-treatment  flare-ups.^"® 
Vagisec  therapy  often  rids  stubborn  clinical 
cases  of  “trich”  even  after  other  agents  fail. 

Why  parasites  explode  — A wetting  agent,  a 
detergent  and  a chelating  agent,  combined  in 
balanced  blend  in  Vagisec  liquid  and  jelly,®-® 
act  to  weaken  the  parasites’  cell  membranes, 
remove  waxes  and  lipids,  and  denature  the 
protein.  Then  the  trichomonads  imbibe  water, 
swell  and  explode  into  fragments  ...  all  within 
15  seconds. 

The  Davis  technique^  — E>x.  Carl  Henry  Davis, 
co-discoverer  of  Vagisec,  recommends  a com- 
bination of  office  treatments  with  Vagisec 


liquid  and  ’round-the-clock  home  therapy  with 
the  liquid  and  jelly.®  This  regimen  halts  vagi- 
nal trichomonal  infections  and  ensures  con- 
tinuous control  until  all  trichomonads  are  gone. 
For  a small  percentage  of  women  who  have 
an  involvement  of  cervical,  vestibular  or 
urethral  glands,  other  treatment  will  be  re- 
quired.'-®"® 

Re-infections  can  and  do  occur  from  the  hus- 
band^'^-'^'^  — Prescribing  RAMS^®,  high  qual- 
ity prophylactics,  as  protection  against  con- 
jugal contagion  ensures  husband  cooperation. 
Most  of  them  know  and  prefer  RAMSES  — 
the  one  with  “built-in”  sensitivity.  RAMSES 
are  superior,  transparent  rubber  prophylactics, 
naturally  smooth,  very  thin,  yet  strong.  At  all 
pharmacies. 

Active  ingredients  in  Vagisec  liquid;  Polyoxyethylene 
nonyl  phenol.  Sodium  ethylene  diamine  tetra-acetate, 
Sodium  dioctyl  sulfosuccinate.  In  addition,  Vagisec 
jelly  contains  Boric  acid.  Alcohol  5%  by  weight. 

References:  1.  Decker,  A.,  and  Decker,  W.  H.:  Practical 
Office  Gynecology,  Philadelphia,  F.  A.  Davis  Company, 
1956.  2.  McGoogan,  L.  S.:  J.  Michigan  M.  Soc.  55:682  (June) 
1956.  3.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7, 
pp.  23-33.  4.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 
5.  Davis,  C.  H.:  J.A.M.A.  757:126  (Jan.  8)  1955.  6..  Molo- 
mut,  N.,  Pon  Washington,  N.  Y. : Personal  communication 
(Jan.)  1957.  7.  Draper,  J.  W.:  Internat.  Rec.  Med.  768:563 
(Sept).  1955.  8.  Feo,  L.  G.,  et  al.:  J.  Urol.  75:711  (Apr.) 
1956. 

JULIUS  SCHMID,  INC. 

gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 

Vagisec  and  RAMSES  are  registered  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  app.  for 
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thousands  of  physicians 
confirm  daily  in  practice 
the  overwhelming  evidence 
in  hundreds  of  publications 

AVIETICORTEN 

prednisone 


overwhelmingly  favored  by  physicians  in  rheumatoid 
arthritis  and  bronchial  asthma 

increasingly  favored  by  physicians  in  intractable  hay  fever, 
nephrosis,  disseminated  lupus  erythematosus  and  acute 
rheumatic  fever 

Meticorten,  1,  2.5  and  5 mg.  white  tablets. 


anemias  you  encounter  respond  rapidly  to 

TRINSICON 

( Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 

potent  • convenient  • economical 

Because  anemia  complicates  so  many  clinical  conditions,  ‘Trin- 
sicon’  serves  a vital  function  in  your  total  therapy.  It  provides 
therapeutic  quantities  of  all  known  hematinic  factors.  Just  2 
pulvules  daily  provide  a standard  response  in  the  average  un- 
complicated case  of  pernicious  anemia  and  related  megaloblastic 
types.  ‘Trinsicon’  also  offers  at  least  an  average  dose  of  iron  for 
hypochromic  anemias,  including  nutritional  deficiency  types. 
Available  in  bottles  of  60  and  500  at  pharmacies  everywhere. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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The  Richmond  Poison  Information  Center 

T N 1956  there  were  reported^  138  fatalities  in  Virginia  due  to  the  ingestion  of 

common,  more  or  less  “every  day”,  solid  and  liquid  household  articles.  Of 
these,  102  were  accidental.  It  is  encouraging  to  note  that  in  the  past  five  year  period 
the  number  of  deaths  from  poisoning  has  not  increased  despite  the  population  Increase. 
It  is  estimated^  that  the  ratio  between  non-fatal  and  fatal  cases  of  poisoning  is  of  the 
order  of  100  or  150  to  1.  With  reference  to  the  morbidity  from  poisoning  in  the 
Richmond  area,  during  an  approximately  three  week  period  in  July  1953,  a total  of 
21  persons  were  treated  for  intoxications  of  one  type  or  another  in  the  two  emergency 
rooms  of  the  Medical  College  of  Virginia®.  It  is  evident  from  these  data  that  the 
extent  of  illness,  fatal  and  non-fatal,  resulting  from  poisoning  is  impressive  and 
presents  a challenge  to  the  medical  and  allied  professions  in  terms  of  prevention  and 
treatment. 

Based  on  national  figures®  about  30  per  cent  of  all  fatal  accidental  intoxications 
occur  in  children  under  five  years  of  age.  Because  of  the  obvious  relationship  of  such 
a situation  to  pediatric  practice,  and  recognizing  the  importance  of  a systematic 
approach  to  it,  pediatricians,  led  to  a large  degree  by  the  Committee  on  Accident  Pre- 
vention of  the  American  Academy  of  Pediatrics,  have  played  an  active  role  in  bring- 
ing about  the  establishment  of  facilities  for  the  better  dissemination  of  information 
on  the  nature  of  potentially  poisonous  preparations  and  indicated  treatment  if  poison- 
ing does  occur.  From  the  efforts  of  this  group  and  several  others,  some  25  to  30 
so-called  “Poison  Information  Centers”  have  been  developed  throughout  the  country. 
The  first  was  organized  in  Chicago  in  1953  with  Dr.  Edward  Press  as  Director. 

To  a degree  the  aims  and  purposes  of  a Poison  Information  Center  have  been  met 
in  the  Richmond  area  in  an  informal  manner  by  the  emergency  rooms  of  the  several 
hospitals  and  by  the  Toxicology  Division  of  the  State  Medical  Examiner’s  Office. 
With  the  hope  of  coordinating  and  making  these  existing  facilities  even  more  useful, 
representatives  of  the  Richmond  Pediatric  Society,  the  Virginia  and  Richmond  Health 
Departments,  the  Richmond  Area  Safety  Council,  the  Richmond  City  Schools,  the 
Monacan  Junior  Woman’s  Club  and  the  Medical  College  of  Virginia  have  organized 
the  Richmond  Poison  Information  Center.  Dr.  Sidney  Kaye,  Toxicologist  in  the 


L 


Office  of  Chief  Medical  Examiner,  was  named  Director  of  the  Center  with  Dr.  Lillian 
C.  Lindemann,  of  the  Richmond  City  Health  Department,  as  Assistant  Director. 
The  Center  began  operation  on  March  15th  with  arrangements  for  24  hour  service. 

The  Poison  Information  Center  is  not  intended  to  be  a facility  for  the  actual  treat- 
ment of  poisoning;  this  aspect  of  the  problem  is  quite  adequately  provided  for  by 
the  emergency  rooms  of  the  local  hospitals.  The  primary  function  of  the  Center  will 
be  to  supply,  on  the  request  of  physicians,  information  as  to  the  constituents  of  a 
suspected  preparation  or  plant  as  the  cause  of  poisoning  and  possible  guidance  in 
treatment.  When  it  is  realized  that  there  are  an  estimated'*  250,000  “name”  products 
alone  available  to  the  public  about  which  the  question  of  poisoning  could  arise,  the 
importance  to  physicians  of  a ready  source  of  information  concerning  their  composi- 
tion becomes  apparent.  It  will  be  the  aim  of  the  Center  to  maintain  as  complete  a 
set  of  reference  files  on  this  subject  as  possible.  It  is  anticipated  that  files  will  also 
be  kept  bearing  on  the  most  recent  advances  in  the  treatment  of  poisonings.  Through 
cross  indexing  it  is  hoped  that  quick  reference  can  be  made  both  to  cover  the  active 
ingredients  involved  in  a given  case  as  well  as  the  modern  concept  of  tlierapy.  In 
addition  to  the  master  set  of  files  which  will  be  reposited  in  Dr.  Kaye's  office,  there 
will  be  one  set  each  in  the  Medical  College  of  Virginia  emergency  room  and  in  the 
Department  of  Pharmacologr'.  It  is  contemplated  that,  should  it  be  deemed  desirable, 
other  stations  in  and  around  Richmond  would  also  be  provided  with  sets  of  these 
files  It  should  be  mentioned  that  the  members  of  the  IMonacan  Junior  Woman’s 
Club  are  generously  devoting  much  time  and  energy  in  preparing  the  duplicate  files 
and  in  calling  attention  to  plants  and  household  products  about  which  the  Center 
should  have  information.  Actually  they  were  a very  important  force  in  bringing  about 
the  inauguration  of  the  Center. 

In  addition  to  rendering  service  which  might  be  useful  in  an  immediate  case  of 
poisoning,  the  Center  plans  to  aid  in  the  prevention  of  poisoning  through  educational 
programs  arranged  for  the  general  public,  both  adults  and  children.  Furthermore, 
through  gathering  data  on  poisoning  cases  it  is  expected  that  information  will  ac- 
cumulate which  would  lend  itself  to  various  types  of  statistical  study. 

\\’liile  this  pilot  center  is  getting  under  way  in  a modest  fashion,  it  is  hoped  that 
the  exjx-rience  it  gains  might  be  useful  to  other  communities  throughout  the  State  for 
which  a similar  typ>e  of  service  might  seem  needed.  Naturally,  those  of  us  associated 
with  the  Richmond  Center  would  be  most  grateful  for  any  comments  or  suggestions 
for  bettering  our  own  work. 

H.a,rvey  B.  H.yag,  M.D. 

Permanent  Chairman 
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Civilization  and  Disease 


/^CC  AS  I ON  ALLY  I am  told  that  many  or  most 
of  our  diseases  are  the  result  of  our  modem 
civilization,  that  if  we  would  only  live  as  “God 
meant  us  to  live”,  “closer  to  Mother  Nature”  and 
so  on,  we  would  be  a healthier  people.  The  bright 
worthies  that  tell  me  these  things  usually  omit  to 
mention  how  the  Lord  communicated  His  wisdom 
to  them,  and  cheerfully  ignore  the  fact  that  cancer, 
for  instance,  is  common  in  certain  other  animals  and 
even  in  plants,  which,  one  would  imagine  live  close 
enough  to  Mother  Nature. 

And  yet  it  is  quite  obvious  to  all  that  at  least 
some  of  our  ills  are  somehow  connected  with  the 
hurry,  bustle  and  stress  of  modern  life,  and  even 
with  the  good  things  of  life.  But  are  these  disa- 
bilities brought  about  directly  by  stress  and  strain, 
as  such?  Or  is  it  rather  that  many  people,  failing 
to  adapt  themselves  to  new  situations,  continue  to 
react  in  a primitive,  “uneducated”,  or  “uncivilized” 
way  to  stress?  That,  in  fact,  they  have  not  learned 
to  curb  natural  emotions,  through  one  or  more  of 
the  methods  known  to  us?  There  is,  indeed,  no 
subject  more  important,  or  more  in  need  of  clari- 
fication, than  the  principles  governing  the  reactions 
of  the  body  to  changes  of  environment  and  the 
maintenance  of  homeostasis.  It  involves  the  mech- 
anism of  life  itself. 

The  law  of  the  jungle  and  of  our  primitive  an- 
cestors was  “kill  and  eat  or  be  killed  and  eaten” — 
a simple  and  uncomplicated  law.  Only  those  ani- 
mals or  men  tliat  could  best  and  most  rapidly  adapt 
themselves  to  the  sudden  emergencies  of  the  prowling 
jungle,  survived — by  fight  or  by  flight.  There  were 
also  the  rigors  of  climate  and  other  physical  con- 
ditions to  be  withstood. 

From  the  point  of  view  of  modern  man,  the 
descendant  of  generations  of  survivors,  this  piece 
of  Divine  planning  was  excellent.  Over  untold 
thousands  of  years  the  adaptive  apparatus  was  im- 
proved— by  ruthless  natural  selection — and  has  fi- 
nally achieved  a high  degree  of  perfection. 

But  in  recent  times — a mere  twenty  thousand 
years  or  so — men  began  to  associate  into  groups 
and  tribes,  and  mutual  defense  began  to  supplement 
individual  defense.  This  was  the  beginning  of 
civilization,  involving  the  imposition  of  customs  and 
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rules  and  laws  which  curbed  the  operations  of  the 
primitive  defense  mechanism  of  the  individual,  thus 
creating  psychological  and  physiological  conflicts 
within  his  body. 

Finally  men,  or  some  men,  with  developing  rea- 
son, philosophy  and  religion,  learned  to  re-route  their 
reactive  energies  into  other  or  more  useful  chan- 
nels, or  to  accept  the  inevitabilities  of  life  with 
serenity  and  equanimity,  and  thus  avoided  those 
mental  conflicts  and  hormonal  imbalances  with 
which  their  less  adaptable  brethren  are  so  commonly 
afflicted.  These  men  are  the  truly  educated  men,  the 
highest  products  of  our  civilization. 

A.  THE  HOMEOST.\TIC  OR  ADAPTIYE 
MECHANISM 

One  of  the  essential  conditions  for  the  continued 
health  of  the  cells  of  the  body  is  the  maintenance  of 
the  constancy,  within  narrow  limits,  of  the  temper- 
ature, the  osmotic  pressure,  and  the  chemical  com- 
position of  the  intercellular  fluids  which  bathe  these 
cells.  To  maintain  these  equilibria  (homeostasis) 
the  body  possesses  an  apparatus  that  acts  as  thermo- 
stat, osmotostat  and  chemostat.  Failure  of  main- 
tenance within  certain  limits  and  within  certain 
limes  may  lead  to  temporary  or  permanent  damage 
or  to  death  of  the  cell  or  even  of  the  whole  body. 

Ever}’  activity  of  the  body  tends  to  disturb  these 
equilibria.  Most  of  these  are  ordinary  everyday 
activities,  such  as  digestion,  respiration,  muscular 
exercise,  reaction  to  cold,  heat,  etc.  and  the  mechan- 
ism of  these  activities,  their  resulting  disturbances 
and  their  readjustments  constitute  the  subject  matter 
of  physiolog}'. 

There  are  other  forces,  however,  that  may  gravely 
disturb  the  body’s  equilibria  and  lead  to  much  stress 
on  the  machinery  of  the  body  in  its  attempt  to 
restore  equilibrium,  as,  for  instance,  following  ex- 
posure to  the  intense  or  violent  muscular  activity  of 
“fight  or  flight”,  severe  cold  or  heat,  high  altitudes, 
trauma,  drugs,  poisons  and  even  the  memories  of 
previous  stresses  i.e.,  psychic  and  emotional  dis- 
turbances. In  these  cases  the  mechanism  for  main- 
taining or  restoring  equilibrium  may  bring  about  or 
initiate  certain  compensatory  or  counter-activities. 
Some  of  these  constitute  the  symptoms  of  disease. 
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I'he  machinery  for  coordinating  these  various  com- 
pensatory activities  might  be  likened  to  a General 
Headquarters  Staff  with  its  descending  chain  of 
command.  This  apparatus  is  com]>osed  of  the  hyp'o- 
thalamus,  the  pituitary,  the  ductless  glands  and  the 
autonomic  nervous  system. 

Into  tlie  hypothalamus  (the  old  primitive  brain) 
is  poured  information,  not  only  from  the  outside 
wtirld  (through  sight,  hearing,  touch,  and  other 
senses)  but  from  disturbing  events  within  the  bod}’ 
(chemical,  thermal  and  osmotic,  and  from  mem- 
ories and  associations  stored  in  the  Ijrain).  This 
information  is  then  relayed  to  the  aj>propriate  j^arts, 
nervous  or  liormonal,  of  the  apjiaratus,  in  such  a 
beautifully  regulated  and  coordinated  manner  that 
the  various  equilibria  of  the  body  are  maintained, 
or  restored,  following  stress — provided  alwavs,  of 
course,  that  the  homeostatic  apparatus  itself  is  intact 
and  in  good  functioning  order,  and  tliat  the  stress 
is  not  too  great. 

B.  THE  TRANSITION  FROM  PRIMITIVE 
-MAN  TO  CIVIEIZED  OR  EDUCATED  MAN 
In  order  to  facilitate  discussion,  let  us  consider 
the  state  of  man  during  three  stages  of  his  transition 
from  the  primitive,  savage  state. 

1.  The  Defensive  or  Adaptive  Response  of 
Primitive  M.an  to  External  Emergencies. 
The  primitive  emergency  mechanism  is  a compli- 
cated one.  It  might  be  considered  as  consisting  of 
two  parts:  (a)  the  “Alert  IMechanism”  under  com- 
mand of  the  nervous  system,  which  allows  the  body 
instantly  to  assume  the  “attitude  of  defense”,  and 
(b)  the  “luel-supply  and  Homeo.static  INIechanism” 
which  supplies  muscles  with  energy  fuel  while  main- 
taining homeostasis  as  nearly  as  possible, 

(a)  Since  primitive  man  lived  by  the  “eat  or  lie 
eaten”  rule,  most  of  his  crises  involved  “fight  or 
flight”.  It  is  therefore  interesting  that  sudden  crises 
immediatel}’  brought  about  (through  the  sympathetic 
system)  all  those  changes  in  his  body  which  would 
be  of  most  value  for  facilitating  those  intense  ac- 
tivities involved  in  fight  or  flight.  These  changes, 
which  constitute  what  we  miglit  call  “the  attitude 
of  defense”,  are  as  follow.® — vaso-constriction  of 
all  visceral  arterioles,  resulting  in  a re-routing  of 
a larger  proportion  of  lilood  to  the  muscles,  myo- 
cardium and  brain;  mobilization  of  fuel  (glucose 
and  ketones)  from  liver  and  fat  stores  into  the  blood 
stream  for  conveyance  to  the  muscles;  constriction 
of  the  spleen,  with  empti'ing  of  stored  blood  into 
the  circulatory  system,  thus  adding  to  its  effective 


volume;  bronchiolar  dilatation,  facilitating  oxygen 
and  COo  exchange;  sweating;  dilatation  of  the 
pupils,  accommodating  for  the  distant  vision  of  the 
hunter  for  liis  prey  or  of  the  hunted  for  his  haven; 
increase  of  blood  platelets  and  shortened  coagulation 
time,  of  survival  value  in  case  of  wounds;  and  in- 
hibition of  all  other  functions  not  of  value  in  fight 
or  flight,  i.e.,  inhibition  of  gastro-intestinal  func- 
tion together  with  closure  of  the  sphincters. 

It  is  interesting  to  note  that  fever,  which  we  may 
regard  as  an  “attitude  of  defense”  facilitating  those 
chemical  changes  involved  in  combating  bacterial 
invasion  and  removal  of  dead  tissues,  depends  upon 
a similar  mechanism. 

(b)  Prolonged  fight  or  flight  or  fever  would,  of 
course,  jiroduce  such  depletions  of  the  fuel  stores  of 
the  body,  and  such  alterations  in  the  levels  of  blood 
sugar,  proteins,  CO^,  salts,  water  and  other  equilibria 
as  might  lead  to  exhaustion.  This  is  where  the 
pituitary-adrenal  cortex  axis  comes  in.  By  bringing 
about  such  changes  as  gluconeogenesis,  retention  of 
salts  and  water,  etc.,  equilibria  and  fuel  supplies 
are  maintained,  and  combat  or  flight  sustained. 
The  perfection  of  this  mechanism  in  our  bodies 
jircbably  depends  upon  the  fact  that,  over  thousands 
of  generations,  only  those  with  the  best  responsive 
mechanisms  survived. 

It  might  be  apropos  at  this  point  to  refer  to  what 
various  writers  have  called  the  Stage  of  Exhaustion, 
which  follows  the  stage  of  adaptation,  described 
above.  But  we  know  that,  in  healthy  animals,  the 
various  cortical  and  other  hormones,  though  rapidly 
depleted,  are  just  as  rapidly  restored,  thanks  partly 
to  the  rich  blood  supply  to  the  endocrine  glands. 
We  also  know  by  experience  that  apparently  quite 
healthy  people  are  more  vulnerable  to  infections 
after  heav}’  exercise,  or  follow  spells  of  cold 
weather,  exposure  to  damp  and  wet,  etc.  In  these 
conditions  there  can  lie  no  question  of  exhaustion, 
and  }’et  their  defences  are  temporarily  down,  i.e., 
there  is  a negative  phase.  It  seems  to  us  we  can 
regard  this  negative  phase  as  merely  an  example 
of  the  general  biological  rule  that  a positive  phase 
is  followed  by  a negative  phase,  depending  on  the 
fact  that  equilibria  are  not  fixed  levels  or  values, 
but  continual  oscillations  about  an  average  level 
in  which  a movement  in  one  direction  necessarily 
elicits  reactive  forces  which  reverse  the  movement, 
with  an  overshooting  of  the  average  normal  level — 
a negative  jihase.  But  this  does  not  imply  a stage 
of  exhaustion. 

.\lthough  a negative  phase  is  a perfectly  normal 


162 


Virginia  Medic.al  IMonthly 


phenomenon,  it  could,  of  course,  be  considerably 
exaggerated  in  disease,  especially  in  those  diseases 
involving  the  homeostatic  mechanism  itself. 

2.  The  Defenshe  or  Adaptive  Mechanism  in 
Conflict  with  Civilization. 

However  well  the  emergency  and  adaptive  ma- 
chinery of  the  body  worked  when  primitive  man 
roamed  and  hunted  at  will  and  was  a law  unto 
himself,  there  must  have  been  inner  conflicts  and 
troubles  when  he  was  absorbed  into  the  tribe  or 
group  and  had  to  curb  his  instinctive  and  automatic 
reactions  in  obedience  to  tribal  law,  the  sacrifice 
of  personal  interests  for  the  general  welfare.  He 
could  no  longer  kill  his  fellow-tribesman  with  whom 
he  quarrelled.  Instead,  he  could  only  rage  and 
bear  resentment.  Physiologically,  his  whole  sympa- 
thetic-adrenal-thyroid  team  was  in  a condition  of 
excessive  activity,  with  consequent  cardio-vascular 
effects,  useless  mobilization  of  muscle  fuels  which 
were  not  utilized,  and  other  effects.  In  our  own 
time  we  suffer  the  same  rages  and  resentments 
against  seen  and  unseen  enemies — the  income  tax 
commissioner,  the  over-officious  policeman  on  the 
corner,  social  and  domestic  turmoils,  the  failure  to 
keep  up  with  the  Smiths  and  Joneses  and  hundreds 
of  ether  annoyances.  This  is  all  perfectly  natural, 
but  our  civilized  code  forbids  us  to  beat  up  the  tax 
commissioner,  the  policeman,  or  other  annoyers. 
Faced  with  this  dilemma  some  will  “escape”  into 
a mental  world  of  self-delusion  and  dreams,  or  take 
refuge  in  alcohol,  drugs  or  over-eating.  Others, 
often  more  emotional  than  philcsoifliic,  and  often 
unable  to  distinguish  between  the  possible  and  the 
impossible,  will  continue  to  strive  and  to  drive  them- 
selves, finally  achieving  a condition  of  chronic  ac- 
tivity or  exhaustion  of  the  autonomic  and  endocrine 
systems.  Still  others  continue  to  rage  and  to  bear 
resentments  against  their  neighbors  and  the  world. 
Should  these  rages  and  resentments  become  unduly 
prolonged,  a permanent  imbalance  of  our  autonomic 
nervous  system  and  hormones  is  liable  to  occur  and 
lead  to  pathological  changes.  These,  esjiecially  in 
the  presence  of  certain  hereditary  and  chemical 
failures,  constitute  that  large  group  of  ])sychosomatic 
diseases  and  metabolic  failures  which  include  dia- 
betes, arterial  hypertension,  duodenal  ulcer  spastic 
colon,  and  others. 

3.  The  Civilized  or  Educ.-\ted  Man 

In  all  peoples  there  are  some  men  who  have  per- 
ceived the  futility  of  rages  and  resentments  against 
the  inevitable  and  have  learned  to  meet  the  slings 


and  arrows  of  misfortune  with  equanimity.  These 
are  the  trul}-  educated.  Some  attain  this  high  level 
by  strength  of  mind  and  ])hilosophy  alone.  Others 
are  helped  by  religion,  a belief  in  God’s  wisdom  and 
protective  care,  and  are  content  to  leave  their  wor- 
ries with  Him.  The  Good  Doctor,  knowing  these 
things,  can  do  much  for  his  patients,  faced  with 
incurable  troubles  or  diseases  or  deformities,  by 
recreating  within  them  a more  forgiving,  generous, 
tolerant  outlook,  a new  philosophy,  a new  courage 
to  face  life  and  its  inevitables,  or  even  a new 
serenity  in  the  face  of  impending  death.  The  good 
family  doctor,  who  knows  the  whole  man,  his  fam- 
ily, his  background,  his  environment  and  all  the 
things  that  make  him  the  man  that  he  is,  also 
knows,  with  Shakespeare,  that  “Our  remedies  oft 
in  ourselves  do  lie,  which  we  ascribe  to  heaven.” 

C.  THE  DISEASES  OE  ADAPTATION 

It  is  obvious  that  the  body  can  respond  and  adapt 
itself  to  environmental  changes  in  a healthy  way 
only  when  the  adaptive  mechanism  is  in  good  func- 
tional order.  Abnormalities  in  the  function  of  the 
mechanism  will  lead  to  abnormal  responses  of  the 
body  to  changes  in  environment.  The  term  “dis- 
eases of  adaptation”  should  be  restricted  to  those 
conditions  which  adversely  affect  the  adaptive  mech- 
anism and  hence  its  ability  to  respond  in  a normal 
way. 

On  general  principles  we  would  expect  more  or 
less  failure  of  the  adaptive  mechanism  under  two 
sets  of  conditions,  namely; 

(a)  Organic  disease  of  the  homeostatic  mechan- 
ism itself,  e.g.,  tuberculosis  or  tumors  of  the  adrenals 
(.\ddi.son’s  disease);  trauma,  tumor  or  meningitis 
affecting  the  hypothalamus;  infarction  or  trauma  of 
the  ifltuitary  gland;  pheo-chromocytoma;  the  severe 
anoxia  of  prolonged  shock,  and  others. 

(b)  An  insufficient  supply  of  the  raw  materials 
necessary  to  create  and  maintain  the  necessary  en- 
zymes involved,  or  to  supply  them  with  adequate 
substrates  for  the  production  of  their  various  hor- 
mones (chemical  insufficiencies).  We  know,  for 
instance,  that  the  stress  reaction  is  impaired  in 
deficiencies  of  vitamins  A,  C,  pyridoxine,  riboflavine, 
and  pantothenic  acid.  But  we  will  require  a vastly 
increased  knowledge  of  this  field  if  we  are  to  deal 
successfully  with  these  deficiencies  and  their  numer- 
ous and  common  results. 

The  various  instances  of  hormonal  imbalance,  such 
as  occur  with  puberty,  the  menopause,  old  age  and 
undue  psychic  and  emotional  stresses  in  some  people, 
called  “functional”  and  commonly  ascribed  to  “ex- 
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haustion"  of  one  or  more  of  the  glands  concerned, 
are  more  likely,  we  feel,  to  be  examples  of  chemical 
insufficiencies,  sometimes  perhaps  depending  on 
defects  of  heredity.  But  the  evolution  of  the  civil- 
ized state  with  its  softer  living  conditions,  unbal- 
anced diets  and  increased  emotional  inhibitions  and 
conflicts,  has  undoubtedly  done  much  to  initiate  and 
aggravate  weaknesses  in  our  homeostatic  apparatus. 
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The  American  Cancer  Society 


The  American  Cancer  Society  has  three  organi- 
zational elements:  The  National  Society,  with  head- 
quarters in  New  York  City,  si.xty  divisions  and 
2,590  local  units. 

The  program  of  the  American  Cancer  Society  is 
threefold — Education,  Research,  Service.  The  ed- 
ucational program  is  directed  to  the  public  and  to 
the  medical  profession.  The  emphasis  in  public 
education  is  Ujxtn  periodic  examinations  for  cancer, 
recognition  of  danger  signals,  and  an  encouraging 
outlook  in  cases  promptly  diagnosed  and  adequately 
treated.  Every  medium  of  publicity  is  used — radio 
and  television,  national  news  services  and  maga- 
zines, booklets  and  exhibits. 

Professional  education  tries  to  provide  doctors 
with  the  latest  information  on  cancer  and  to  improve 
the  means  for  diagnosis  and  treatment  through  spe- 
cial training  courses.  Clinical  fellowships  are  made 
in  surgery,  radiolog}-,  pathology,  g}-necology,  urology, 
internal  medicine,  etc.  Grants  are  made  through 
institutions  approved  for  postgraduate  training  by 
the  American  Medical  Association.  Since  1948  a 
total  of  864  fellowships  have  been  awarded.  Since 
1953  fellowships  for  training  in  radiation  therapy- 
in  European  centers  have  been  awarded  12  people. 
Postgraduate  fellowships  in  exfoliative  cytology  have 
been  granted  to  61  pathologists. 

more  general  educational  program  is  available 
to  all  doctors.  A library  of  medical  Aims  demon- 
strating diagnosis  and  treatment  methods  of  proved 
effectiveness  is  now  available.  Two  bi-monthly 
periodicals  are  published  by  the  National  Society: 


Cancer,  a scientific  journal  for  the  clinical  inves- 
tigator, and  CA,  .1  Bulletin  of  Cancer  Progress,  for 
the  practitioner.  C.4  is  distributed  through  the  Di- 
visions and  is  now  received  by  35  per  cent  of  the 
country’s  registered  physicians.  Other  publications 
include  Cancer  Current  Literature,  a monthly  index 
to  medical  literature,  and  the  Cancer  Monograph 
Series,  dealing  with  sjyecific  forms  of  cancer.  A lend- 
ing library  of  demofistration  slides  is  available  to 
lecturers  at  medical  meetings  and  exhibits  are  pro- 
vided for  state  and  national  meetings. 

Closely  allied  to  the  educational  activities  of  the 
Society  is  the  research  program.  During  1955  the 
Society  allocated  $6,100,000  for  its  national  research 
program  and  the  Divisions  and,  in  addition,  cur- 
rently support  research  to  the  extent  of  $1,000,000 
a year. 

The  service  program,  carried  out  largely  in  the 
Divisions  and  their  units  by  thousands  of  devoted 
volunteers  is  impressive.  It  includes  such  services 
as  an  information  center  which  is  a link  between 
the  cancer  patient  and  his  family  and  physician, 
local  hospital,  social  agencies,  nursing  services  prep- 
aration of  dressings,  loan  closets  of  sick  room  sup- 
plies, rehabilitation  classes,  and  home  visiting. 

During  the  month  of  April  each  year  the  Ameri- 
can Cancer  Society  conducts  an  educational  and  fund 
raising  campaign.  The  national  Society’s  goal  this 
year  is  $30,000,000.  The  Virginia  Division’s  goal 
is  $475,000.  The  crusade  theme  is  again  this  year 
“Eight  Cancer  with  a Checkup  and  a Check.” 
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The  Vulnerable  Middle  Lobe 


L.  JAMES  BUIS,  M.D. 
DEAN  B.  COLE,  M.D. 
Richmond,  Virginia 


IRECT  SURGICAL  attack  on  intrathoracic 
lesions  became  feasible  after  acceptance  of 
intratracheal  anesthesia,  the  discovery  of  antibiotics 
and  safe  techniques  of  blood  replacement.  Prior  to 
this,  intrathoracic  disease  too  often  remained  in  the 
realm  of  speculation,  or  only  the  terminal  events 
were  viewed  at  necropsy.  The  desirability  of  better 
localization  of  lesions  resulted  in  better  diagnostic 
techniques  and  the  realization  that  isolated  portions 
of  the  lung  could  produce  symptoms  similar  to  those 
of  more  extensive  involvement.  Eirst  mention  that 
the  right  middle  lobe  could  be  incriminated  was  in 
1937  when  Brock  in  England^  described  the  effects 
of  tuberculous  lymphadenitis  up>on  the  major  bron- 
chi. The  first  publication  in  America  describing 
atelectasis,  fibrosis,  and  pneumonitis  of  the  right 
middle  lobe  as  a clinical  entity  appeared  in  1948.^ 
Since  then  numerous  cases  have  been  reported^’'*’“ 
The  findings  have  been  quite  uniform  and  difference 
of  opinion  has  been  confined  in  the  main  to  termin- 
ology. Should  it  be  called  “the  middle  lobe  syn- 
drome”, “the  shrunken  right  lobe”,  or  “middle  lobe 
disease”  ? 

The  anatomical  basis  for  the  vulnerability  of  the 
right  mid  lobe  to  obstruction  and  its  sequelae  is 
twofold®:  first,  the  almost  90  degree  angle  at  which 
the  mid  lobe  bronchus  leaves  the  right  main  bronchus 
and  second,  the  fact  that  the  mid  lobe  bronchus 
lies  in  the  lymphatic  pathway  from  the  right  lower 
lobe  and  is  closely  surrounded  by  nodes  which  drain 
the  lower  and  middle  lobes.  The  sequence  of  events 
leading  to  bronchostenosis  consist  of  infection, 
tuberculous  or  otherwise,  in  the  right  lower  or 
middle  lobe,  spread  of  the  infection  via  lymphatic 
drainage  to  the  regional  nodes  and  an  acute  adenitis 
(Fig.  1 ).  The  enlargement  of  the  nodes  may  be 
sufficient  to  cause  complete  or  partial  obstruction 
abetted  by  the  edema  and  congestion  distal  to  the 
obstruction.  If  drainage  and  subsidence  of  the 
inflammation  occurs,  fibrous  tissue  proliferation  of 
the  bronchial  wall  or  adjacent  lung  parenchyma  may 
lead  to  distortion  of  the  bronchus  facilitating  ob- 
struction or  sub.sequent  infection.  A caseous  or  cal- 
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careous  node  may  ulcerate  through  a bronchus 
leaving  a permanent  partial  or  complete  stricture. 
Bronchiectasis  as  elsewhere  results  from  degenera- 
tive change  in  the  bronchial  wall  due  to  infection, 
atelectasis,  and  distention  of  the  bronchial  lumen 
with  mucus  and  the  products  of  infection. 

Right  bronchial  pattern 


Fig.  1 — Diagram  showing  variation  in  location  of  nodes 
around  right  mid  lobe  bronchus. 

For  a portion  of  a lung  to  become  atelectatic,  two 
factors  must  be  present.  The  source  of  air  mu.st 
be  eliminated  and  there  must  be  sufficient  circula- 
tion to  remove  the  air  trapped  distal  to  the  obstruc- 
tion. The  reversibilit}’  of  the  atelectasis  depends 
on  the  duration  of  the  state  of  airlessness,  the  amount 
of  inflammation,  and  the  fibrous  tissue  formation 
(Fig.  2).  Grossly  a resected  atelectatic  lobe  is  a 
fairly  firm,  shrunken  mass  of  fibrous-like  tissue. 
Microscopically  there  is  a chronic  pneumonitis, 
fibrous  tissue  proliferation,  compression  of  the  al- 
veoli which  contain  desquamated  and  inflammatory 
cells.  Often  dense  accumulation  of  lymphocytes 
are  scattered  throughout. 

We  have  had  the  opportunity  of  seeing  27  cases 
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Fig.  2 — Schematic  drawing  showing  (a)  normal  and  (b)  at:lectatic  mid  lobe,  anterior-medial 

aspect. 


with  findings  of  middle  lobe  disease.  There  were 
17  females  and  10  males.  Age  incidence  varied 
from  5 to  81  years,  the  majority  occuring  after  the 
third  decade  (Table  1).  Symptoms  were  nonspecific, 
merely  indicating  that  some  t}pe  of  respirator}- 


T.vble  1 


ItioHT  Mid  Lobe  Dise.\.se 


Male 10 

Female 17 


Total 


.\telectasis.  Infection 17 

Bronchiectasis.  Infection..  0 
Abscess 1 


Youngest ; Oldest ; 81 

.\ge  by  Decade: 

1-10  11-20  21-30  31-10  41-50  51-60  60  Plus 

3 0 3 8 3 5 5 


abnormality  was  present.  Duration  of  symptoms 
was  3 weeks  to  6 years;  in  the  majority  it  was  3 
to  12  months  (Table  2).  Physical  findings  were 
not  helpful  in  the  .diagnosis;  those  present  were 


T.vble  2 

Right  Mid  Lobe  Dise.vse 
Symptoms 

Duration:  3 weeks  to  6 years 

(Most  had  symptoms  3 to  12  months) 
27  cases 


Cough 

....  26 

Pain 

8 

Sputum 

. . . . 11 

Hemoptvsis 

6 

\\  heeze 

. . . . 10 

Fatigue 

4 

Fever 

Recurring  Resp. 
feet  ion 

, . . 9 

In- 

. . . . 8 

Shortness  of  Breath. . 

3 

indicative  of  nonspecific  bronchitis  and  pneumonitis 
and  included  rales,  wheeze  and,  in  acute  or  recur- 
ring infections,  fever,  tachycardia,  and  weight  loss. 
Laboratory  studies  were  equally  nonspecific  e.xcept 
when  the  tubercule  bacillus  was  found. 

Roentgenograph ic  studies  offer  the  most  diagnostic 
help  and  of  these  the  lateral  chest  film  is  the  most 
informative.  The  posterior-anterior  film  will  usually 
show  an  abnormality  in  the  inferior  aspect  of  the 
right  hilar  area,  possibly  leading  to  the  right  cardio- 
phrenic  angle,  which  could  be  interpreted  as  local- 
ized in  the  right  lower  lobe.  Hilar  calcium  deposits 
may  be  present  but  this  is  such  a common  finding 
that  the  true  import  may  not  be  appreciated.  In 
the  well  developed  mid  lobe  atelectasis  the  lateral 
film  is  almost  pathognomonic,  the  lobe  appearing 
as  a slender,  well  delineated  opacity  e.xtending  an- 
teriorly and  slightly  inferiorly  from  the  hilum,  end- 
ing near  the  anterior  chest  wall.  Calcified  nodes 
may  be  near  the  medial  border  of  the  density  (Fig. 
3,  4).  Since  the  middle  lobe  is  of  comparatively  small 
volume  its  atelectasis  is  insufficient  to  alter  the 
intrathoracic  pressure  sufficiently  to  produce  medi- 
astinal shift  or  elevation  of  the  diaphragm,  the  find- 
ings in  upper  or  lower  lobe  atelectasis. 

The  patterns  in  bronchograms  vary.  The  right 
mid  lobe  bronchus  may  not  be  outlined,  which  could 
be  attributed  to  faulty  position  when  the  contrast 
media  was  introduced.  The  bronchus  may  be  filled 
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Fig.  3 — ^P-A  and  right  lateral  films  of  right  mid  lobe  atelectasis. 


for  .5  to  2 cm.  with  an  abrupt,  comihete  obstruction, 
or  varying  degrees  of  Ijroncliiectasis  may  be  present. 
Bronchograms  were  done  on  1 1 patients.  In  one 
the  mid  lobe  bronchus  did  not  fill ; on  e.\i>loration 
a lymph  nodes  was  found  blocking  the  bronchus. 
One  showed  an  obstruction  one  cm.  distal  to  the 
orifice.  Bronchiectasis  w’as  present  in  seven. 

Other  writers  have  found  that  Iwonchoscopy  was 
of  considerable  diagnostic  value.  Of  the  15  ca.ses 
who  were  bronchoscoped  two  showed  obstruction,  in 
one  it  was  produced  by  a partially  extruded  node 
and  in  the  other  by  granulation  tissue  in  which 
tubercle  bacilli  were  found.  Purulent  secretions  were 
-seen  issuing  from  the  mid  lobe  orifice  with  inflam- 


mation of  the  adjacent  mucosa  in  4.  Bronchoscopy 
is  desiralfle  to  rule  out  foreign  body,  to  obtain  secre- 
tion or  tissue  for  study,  and  to  get  a general  idea 
of  the  state  of  the  visible  tracheobronchial  tree. 

Definitive  treatment  is  surgical  excision  of  the 
lobe  and  regional  nodes.  Resection  was  carried  out 
in  7 following  failure  to  improve  on  conservative 
measures.  In  these  hemoptysis  or  recurring  acute 
episodes  were  the  deciding  factors.  Bronchial  drain- 
age following  bronchoscopy  was  effective  if  the  symp- 
toms had  not  been  present  over  several  months  and 
this  procedure  is  worthwhile  for  both  its  diagnostic 
and  therapeutic  value  (Fig.  5).  Cultures  of  sputum 
and  aspirates  and  drug  sensitivity  tests  were  carried 
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Fig.  5 — Mid  lobe  atelectasis,  symptoms  of  three  months 
duration.  The  lower  films  were  made  two  days  follow- 
ing bronchoscopy  and  show  clearing. 


out  routinely.  Courses  of  the  appropriate  antibiotics 
were  the  mainstay  in  the  nonoperated  cases  (Table 
o). 

T.vble  3 

Right  Mid  Lobe  Dise.vse 

27  Cases 

Rronchoscopy 1.5  Positive  Findings  in. . 6 

Bronchogram 13  Positive  Findings 

Bronchiectasis 9 

Obstruction 2 

11 

Mid  Lobe  Resection. . 7 Atelectasis... 5 

Bronchiectasis 1 

.\bscess 1 

7 

Follow  up  has  been  one  to  eight  years.  There 
have  been  no  fatalities.  In  one  operated  case  a 
bronchopleural  fistula^  developed  which  necessitated 
a second  ojteration.  Those  in  whom  x-ray  findings 
disappeared  following  bronchoscopy  have  remained 
symptom  free.  The  remainder  have  not  been  in- 
capacitated but  do  have  symptoms-  at  intervals.  It 
is  jtarticularly  gratifying  to  those  who  have  had 
symptoms  for  months  to  know  that  there  is  a basis 
for  their  illness  which  is  neither  tuberculosis  nor 
cancer. 

IMSCUSSIOX 

Brook’s  original  paper  dealt  with  the  results  of 


enlarged  tuberculous  nodes.  One  of  our  patients 
had  active  tuberculosis,  one  had  received  pneumo- 
thorax, and  one  gave  a history  of  pleural  effusion 
believed  to  have  been  tuberculous.  Two  of  the  three 
children  tested  were  tuberculin  negative.  Of  the 
adults  who  had  calcific  deposits  and  were  tuberculin 
positive,  there  was  no  evidence  of  activity  of  the 
infection.  The  patient  with  the  suppurative  lung 
abscess  had  a calcified  nodule  in  the  mid  lobe  peri- 
pheral to  the  abscess  which  was  a tuberculoma.  The 
patients  with  symptoms  of  short  duration  who  re- 
sponded to  conservative  treatment  were  believed  to 
have  had  non  tuberculous  infections. 

Atelectasis  of  other  lobes  and  segments  does  occur 
but  seemingly  with  less  frequency.  We  have  recently 
seen  a case  of  atelectasis  of  the  anterior  basal  segment 
of  the  right  lower  lobe  in  an  elderly  woman  following 
an  acute  pneumonitis  which  cleared.  A second  case 
was  in  a white  boy,  age  8,  who  had  had  episodes  of 
wheeze  and  dyspnea  since  age  2,  and  in  whom  diag- 
noses of  congenital  heart  defect  and  foreign  body 
had  been  considered.  On  a lateral  film,  the  first 
time  this  view  had  been  obtained,  a sharp  atelectasis 
was  seen  out  from  the  lower  hilum.  On  exploratory 
the  right  lower  lobe  was  found  to  be  atelectatic,  the 
right  middle  and  right  upper  lobes  inflating  well. 
The  lower  lobe  and  adjacent  nodes  were  excised. 
^Microscopic  studies  showed  a diffuse  atelectasis  and 
pneumonitis;  the  nodes  were  tuberculous  and  be- 
lieved to  represent  part  of  a primary  complex.  A 
third  case  was  of  a 42  year  old  white  woman  who 
experienced  moderately  severe  hemoptysis  eight  times 
in  three  years.  Serial  chest  film,  two  bronchograms 
and  two  bronchoscopies  gave  no  clue  except  that  the 
bleeding  was  coming  from  the  left  lung.  On  thoraco- 
tomy the  lingual  segment  of  the  left  upper  lobe  was 
found  to  be  atelectatic.  Alicroscopic  examination 
disclosed  atelectasis,  focal  area  of  hemorrhage,  and 
an  excess  of  lymphoid  tissue  but  no  tuberculosis  or 
malignancy.  The  lingular  segment  may  be  consid- 
ered the  counterpart  of  the  right  middle  lobe  and 
in  this  case  a localized  atelectasis  was  present  not 
demonstraljle  by  x-ray. 

Aliddle  lobe  disease  may  result  from  other  than 
infection.  Halle  and  Cloutier®  reported  a case  of 
foreign  body  in  the  lower  third  of  the  esophagus 
producing  middle  lobe  syndrome.  On  thoracotomy 
a denture  was  removed  from  the  lower  third  of  the 
esophagus.  The  swelling  and  edema  in  the  area 
of  the  mediastinum  extended  to  the  region  of  the 
hilum  of  the  middle  and  lower  lobes  and  several 
large  lymph  nodes  were  found  pressing  on  the  right 
middle  lobe  bronchus.  Sarcoidosis  was  incriminated 
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in  the  case  of  Arkless’®,  the  diagnosis  being  made 
on  the  resected  specimen. 

Malignancy  of  the  mid  lobe  is  comparatively  rare. 
Of  78  cases  of  obscure  peripheral  pulmonary  lesions 
coming  to  surgery  reported  by  Heiser**,  55  were 
bronchogenic  carcinoma,  only  one  of  these  in  the 
right  middle  lobe.  ^Malignancy  was  not  present  in 
our  27  cases.  W'e  have  no  qualms  about  rejecting 
diagnostic  thoracotomy  in  the  elderly  who  have  mid 
lobe  disease  because  of  the  discomfort  associated 
with  such  procedures  and  the  notoriously  poor  results 
of  excisional  surgery  in  malignancy  of  the  lung.  If 
the  surgery  is  for  the  control  of  hemorrhage  or 
incapacitating  illness  the  calculated  risk  is  accepted. 

CONXLUSIONS 

1.  Disease  limited  to  the  right  middle  lobe  has 
been  observed  in  27  patients. 

2.  History  and  physical  findings  are  non  specific 
but  do  indicate  that  detailed  diagnostic  studies 
are  warranted. 

3.  Resection  of  the  middle  lobe  has  proven  effec- 
tive in  7 cases  when  incapacitating  symptoms 
persisted  following  conservative  treatment. 

4.  Localized  atelectasis  may  occur  elsewhere  but 
with  less  frequency. 
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A New  Medical  Film 


“The  Metabolic  Insufficiency  Syndrome:  Diag- 
nosis and  Treatment" — is  now  available  from  the 
Medical  Film  Center  of  Smith,  Kline  & French  Lab- 
oratories. Particularly  oriented  towards  the  phy- 
sician in  general  practice,  it  also  is  suitable  for 
medical  teaching. 

A 16  mm.  sound  motion  picture  in  full  color,  the 
25-minute  film  reviews  the  processes  of  metabolism 
and  describes  the  etiology  and  diagnosis  of  hypome- 
tabolism,  whether  due  to  subnormal  activity  of  the 
thyroid  gland  itself  (hypothyroidism)  or  faulty  cel- 
lular utilization  of  the  thyroid  hormone  (metabolic 


insufficiency).  The  clinical  use  of  ‘CytomeP,  a new 
Smith,  Kline  & French  Laboratories  preparation 
designed  for  use  in  the  treatment  of  hypometabolic 
states,  is  demonstrated  in  the  film. 

Prints  of  tliis  film,  as  well  as  other  medical 
motion  pictures,  are  available  on  free  loan  to  phy- 
sicians and  medical  groujis  through  SKF  profes- 
sional Service  Representatives,  or  by  writing:  iSIed- 
ical  Film  Center,  Smith,  Kline  & French  Labora- 
tories, Philadelphia  1,  Pa.  Four  weeks’  notice  and 
an  alternate  showing  date  should  be  given  whenever 
possible. 
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Malignant  Melanoma 


TXTEXSIVE  efforts  to  establish  the  etiology 
^ of  various  kinds  of  malignant  tumors  have  brought 
us  closer  to  the  discovery  of  the  method  of  growth 
of  many  cancers.  The  unmistakable  role  of  such 
factors  as  trauma,  endocrine  disturbances,  and  hered- 
itv  are  realized.  And  yet,  there  remains  the  serious 
problem  of  the  tumor  which,  apparently  benign  in 
its  incipiency,  later  becomes  malignant.  Examples 
of  this  are  polyps  of  the  intestinal  tract  and  cervix, 
certain  breast  tumors,  leukoplakic  lesions  and 
melanomas. 

.\lthough  relatively  rare,  melanomas  are  recog- 
nized as  being  among  the  most  highly  malignant  and 
most  unpredictable  of  all  types  of  cancer.  ^Most 
])eople  are  vividly  conscious  of  black  moles,  es- 
peciallv  since  every  person  has  approximately  20 
pigmented  lesions  scattered  over  the  surface  of  the 
skin.  Dermatologists  and  surgeons  alike  are  con- 
stant! v faced  with  the  problem  of  what  to  do  with 
so-called  moles.  Taking  into  consideration  the  rarity 
of  malignant  melanoma  (approximately  one  case  per 
100,000  in  the  general  jxrpulation),  it  would  be  fool- 
hardy to  attempt  to  remove  all  pigmented  skin  lesions 
in  order  to  prevent  the  formation  of  melanoma.  How- 
ever, one  has  only  to  treat  an  occasional  patient  with 
advanced  melanoma  to  realize  the  gravity  of  this 
disease  and  to  become  somewhat  gun-shy  of  moles. 
The  decision  therefore  must  be  made  as  to  which 
types  of  pigmented  lesions  one  should  remove. 

One  of  the  most  confusing  aspects  of  this  problem 
is  the  nomenclature  of  pigmented  skin  lesions.  It 
is  a common  practice  to  call  all  pigmented  and/or 
raised  lesions  of  the  skin  “moles”.  It  is  my  feeling 
that  this  should  be  discouraged  and  the  various 
lesions  should  be  designated  more  accurately  from 
a patliologic  standpoint.  For  example,  senile  kera- 
toses, papillomas,  epitheliomas,  hemangiomas  and 
neurofibromas  ought  not  to  Ire  classified  as  moles. 
The  term  “nevus”  is  the  one  commonly  apjrlied  to 
the  benign  pigmented  lesion  of  the  skin  which  is 
frequently  seen  and  may  be  confused  with  or  actually 
jrredispose  toward  melanoma,  which  itself  is  a 
name  reserved  for  frankly  malignant  lesions.  In 
selected  instances  nevi  may  become  malignant,  and 
it  is  our  job  to  make  the  proper  decision  about  re- 
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moving  these  precancerous  lesions.  L'nfortunately, 
the  term  “nevus”  is  derived  from  a Latin  root  mean- 
ing “mark”  and  consequently  many  different  types 
of  blemishes  or  skin  lesions  have  fallen  into  the 
category  of  nevi.  However,  for  the  sake  of  clarity, 
the  name  “pigmented  nevus”  should  be  applied  to 
pigmented  growths  composed  of  melanoblastic  cells; 
the  so-called  “common  mole”  is  a form  of  pigmented 
nevus.  Since  each  individual  has  about  20  nevi 
and  since  the  incidence  of  melanoma  is  1:100,000 
individuals,  it  is  apparent  that  melanomas  are  rare 
and  also  uncommonly  develop  from  nevi.  Certain 
types  of  nevi  never  become  malignant  whereas  others 
do.  The  following  table  will  indicate  the  etiologic 
relationship  of  nevi  to  melanomas. 


T}-pe 

Characteristics 

?Change  to 
Melanoma? 

Derm.vl 
Nevus 
(C  omnion 
mole ) 

Flesh  colored  to  dark 
brown 

Flat  or  raised 

Often  hairy 

Never  becomes  a 
melanoma 

Junction 

Nevus 

Brown  to  dark  black 
usually  smooth  and 
flat 

Hairless 

Precursor  to  mela- 
noma 

CO-MPOIND 

Nevus 

May  resemble  both 
above  types 

Hairless  or  may  lose 
hair 

.Junctional  element 
may  develop  into 
melanoma 

1 :10  arise  from  these 

Blue 

Nevus 

Brown  to  blue-black 
May  be  elevated 
Hairless 

Benign 

Exceptionally  rare 
malignant  change 

In  selecting  the  nevi  which  ought  to  be  removed 
prophylactically,  certain  factors  must  be  considered : 

1.  Location  (hands,  feet,  genitalia,  mucosae) 

2.  Exposure  to  trauma 

3.  Change  in  character  or  appearance 

4.  Degree  of  pigmentation 

5.  Sudden  growth 

6.  Endocrine  influence  (puberty,  pregnancy) 

All  nevi  which  come  under  the  influence  of  one  or 
more  of  the  above-listed  factors  ought  to  be  removed 
and  examined  microscopically.  In  most  cases,  it  is 
perfectly  safe  to  excise  nevi  under  local  anesthesia, 
but  prior  to  doing  so  a careful  history  and  examina- 
tion pertinent  to  the  lesion  should  be  obtained.  If 
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there  is  any  question  about  tlie  possibility  of  malig- 
nancy, I feel  that  general  anesthesia  should  be  em- 
ployed so  as  to  avoid  the  trauma  of  local  infiltration 
of  an  anesthetic  substance  and  limited  excision  of 
the  lesion.  Needless  to  say,  careful  pathologic  ex- 
amination is  performed  on  all  nevi  which  are  re- 
moved. 

Faced  with  the  pathologic  diagnosis  of  malignant 
melanoma,  we  then  must  proceed  with  the  radical 
oj)eration  most  suited  for  the  location  of  the  lesion. 
Melanoma  differs  from  many  malignancies  in  that 
its  location  varies  from  case  to  case,  necessitating 
entirely  different  procedures  in  different  areas  of 
the  body.  In  general,  I believe  that  a promjrt  radical 
excision  of  the  local  area,  together  with  radical  re- 
gional node  dissection  is  the  operation  of  choice. 
On  the  extremities,  back  and  abdomen,  it  may  be 
possible  after  wide  excision  to  close  the  wound,  but 
in  many  instances  a skin  graft  has  to  be  used.  In 
addition  to  the  local  area.  Pack  and  others  have 
recommended  block  excision  of  the  skin  and  sul;- 
cutaneous  tissue  between  the  local  area  and  the 
regional  lymph  nodes,  in  conjunction  with  a radical 
regional  node  dissection.  In  lesions  of  the  extremi- 
ties, the  question  of  amputation  always  arises.  Here 
a philosophical  question  is  raised,  inasmuch  as  we 
would  not  hesitate  to  recommend  radical  amputation 
or  quarterectomy  if  we  could  guarantee  cure  of  the 
patient.  On  the  other  hand,  one  hesitates  to  do  a 
hip  joint,  hind  quarter,  or  interscapulo-thoracic 
amputation  for  melanoma  unless  the  outlook  for  cure 
is  very  favorable.  A crippling  operation  such  as 
this,  later  followed  by  recurrence  of  the  disease, 
would  scarcely  be  worthwhile.  Therefore,  consider- 
ing all  of  the  factors  involved,  1 have  elected  to 
excise  widely  all  of  the  soft  tissues  around  the  local 
lesions  and  concurrently  to  perform  a radical  regional 
node  dissection.  This  type  of  approach  should  give 
good  results  in  proportion  to  the  degree  of  node  in- 
volvement, and  more  radical  surgery  will  probably 
not  increase  the  curability  when  node  involvement  is 
advanced. 

At  this  point,  I should  like  to  summarize  10  cases, 

9 of  them  coming  within  the  past  8 years.  Of  the 

10  cases,  4 are  dead  from  melanoma,  while  the  others 
have  shown  no  evidence  of  metastases,  varying  from 
5 months  to  over  3 years  j)Ostoperatively. 

Case  :^1  S.  IF.  //.,  female,  age  50.  A “mole” 
had  been  present  on  the  left  forearm  all  of  her  life 
but  suddenly  had  increased  in  size  for  about  a year 
l:)efore  she  consulted  her  local  doctor.  Five  days 
before  admission  to  Stuart  Circle  Hospital,  a biopsy 
was  taken  by  her  local  doctor,  and  the  remaining 


lesion  was  fulgurated.  The  i)athology  report  was 
malignant  melanoma,  and  she  was  then  subjected 
to  radical  local  excision  and  axillary  gland  dissection 
July  22,  1948.  The  skin  defect  was  grafted  on 
August  3,  1948.  Sulxsequently,  she  developed  pain 
in  the  hip  and  thigh  and  was  re-admitted  to  the 
hosjntal  four  months  later,  but  .studies  failed  to 
reveal  the  cause  for  this  pain.  However,  she  died 
from  generalized  metastases  January  6,  1949  (six 
months  after  radical  e.xcision  of  the  area). 

Case  ^2,  II.  K.,  male,  age  40.  A “mole”  had 
been  })resent  on  the  anterior  aspect  of  the  right  calf 
for  about  six  or  eight  months  and  had  grown  to 
about  the  size  of  a dime  and  was  slightly  raised.  It 
was  excised  under  local  anesthesia  PTbruary  23, 
1950,  and  was  reported  as  malignant  melanoma. 
After  a four  week  interval  to  allow  any  potential 
cells  in  transit  to  lodge  in  the  regional  nodes,  radical 
excision  of  the  site  of  the  lesion  on  the  calf  with 
skin  grafting  of  the  defect  and  radical  popliteal  and 
inguino-femoral  node  dissections  were  carried  out 
on  March  24,  1950.  All  tissues  were  reported  as 
negative  for  residual  tumor.  15  months  later  pig- 
mented nodules  appeared  in  the  scar  at  the  groin, 
and  these  were  excised  and  reported  as  benign  nevi. 
Further  development  of  pigmented  nodules  occurred, 
and  biopsy  on  October  4,  1951,  indicated  that  these 
were  recurrent  malignant  melanoma.  Thereafter 
there  was  rapid  development  of  skin  nodules  in  the 
calf  and  thigh,  and  careful  study  revealed  no  spread 
above  the  level  of  the  groin.  Exploration  for  pos- 
sible hip  joint  disarticulation  was  carried  out  on 
November  5,  1951,  but  at  that  time  peri-aortic  nodes 
were  noted  and  were  biopsied  and  showed  metastatic 
melanoma;  therefore,  this  operation  was  abandoned. 
Excision  of  multiple  recurrences  was  performed  on 
November  16,  1951,  to  prevent  breakdown  of  these 
lesions,  and  he  was  given  x-ray  treatment  to  the 
leg  and  to  the  pituitary  gland.  Deterioration  tliere- 
after  wxis  rapid,  and  death  occurred  on  February  18, 
1952  (two  years  after  excision  of  the  original 
lesion). 

Case.  #3,  S.  H.  C.,  female,  age  41.  A non-pig- 
mented  lesion  was  excised  from  the  left  upper  arm 
in  1947  and  was  reported  as  an  amelanotic  melanoma. 
Thereafter  a surgeon  excised  this  area  widely,  and 
the  tissues  were  reported  as  negative  for  residual 
tumor.  Five  years  later  she  was  seen  because  of  a 
mass  in  the  left  axilla,  and  on  January  24,  1952, 
radical  axillary  gland  dissection  was  performed. 
The  pathologic  examination  indicated  metastatic 
malignant  melanoma.  Because  of  headaches  and 
dizzy  spells  she  was  studied  thoroughly  approxi- 


VoL.  87,  April,  1957 


171 


mutely  16  months  later  and  was  found  to  have  cere- 
bral metastases  at  craniotomy.  She  gradually  failed 
and  died  April  29,  1954  (seven  years  after  the  re- 
moval of  the  original  lesion  and  two  years  after 
radical  axillary  dissection). 

Case  4p4,  E.  G.,  female,  age  38.  A “mole”  was 
removed  from  the  left  lower  leg  in  1939  by  a sur- 
geon, and  pathologic  examination  indicated  a benign 
nevus.  One  year  later  she  was  seen  because  of  a 
mass  in  the  left  groin  which  appeared  to  be  a hema- 
toma. This  was  needled  by  the  patient,  and  on 
June  17,  1940,  incised  and  drained  by  her  local 
doctor.  Because  of  hemorrhage  she  was  admitted  to 
the  hospital,  and  biopsies  were  reported  first  as 
metastatic  angiosarcoma,  but  later  as  metastatic 
melanoma.  Subsequently,  local  recurrences  developed 
in  the  lower  leg  at  the  site  of  the  original  lesion, 
and  deterioration  was  rapid,  and  she  died  October 
1940  (slightly  over  one  year  after  the  original  lesion 
was  removed). 

The  following  cases  are  still  living  and  well  and 
are  being  closely  followed. 

Case  #3  11’.  M.  male,  age  72.  This  elderly 
man  had  had  a “mole”  in  the  epigastrium  for  many 
years,  but  for  several  months  it  had  increased  in 
size  and  in  elevation  from  the  skin.  Precperatively, 
a diagnosis  of  probable  melanoma  was  made,  but 
because  of  complicating  arteriosclerotic  heart  disease 
it  was  decided  to  limit  the  operation  to  excision  of 
the  local  area.  This  was  carried  out  under  local 
anesthesia  September  23,  1954,  and  at  the  present 
time,  over  two  years  postoperatively,  he  is  alive  and 
well,  although  there  are  some  enlarged  nodes  in  the 
left  axilla. 

Case  #6, 1).  MacD.,  female,  age  46.  This  patient 
had  had  many  “moles”  all  of  her  life.  One  on  the 
right  upper  arm  had  changed  from  brown  to  black 
in  color  about  a year  previously,  and  she  pricked 
it  with  a pin  following  which  there  was  sudden 
increase  in  size.  The  lesion  was  excised  but  no 
pathological  examination  carried  out.  Seven  months 
later  she  developed  a mass  in  the  axilla,  and  biopsy 
of  a gland  was  reported  as  showing  metastatic 
melanoma.  She  was  then  referred  for  more  radical 
surgery,  and  on  July  28,  1953,  radical  axillary  and 
supraclavicular  node  dissections  were  carried  out. 
There  was  one  black  node  in  the  supraclavicular 
fat  which  was  reported  as  showing  metastatic  mela- 
noma, but  otherwise  the  tissues  were  negative  for 
recurrence,  and  she  is  alive  and  well  three  and  one- 
half  years  postoperatively. 


Case  #7,  H.  11'.  A.,  male,  age  27.  A brown  spot 
had  been  present  on  his  right  thigh  just  above  the 
knee  all  of  his  life.  In  the  course  of  his  work  as 
a termite  exterminator  he  scratched  the  area  with  a 
nail  on  several  occasions  following  which  there  was 
growth  in  the  lesion  on  the  thigh.  Glands  became 
apparent  in  the  groin  two  months  before  he  was 
seen  by  me.  One  week  before  admission  cautery 
excision  of  the  lesion  was  performed  by  his  local 
doctor,  and  pathological  examination  revealed  malig- 
nant melanoma.  Subsequently,  radical  resection  of 
the  local  area  combined  with  radical  inguino-femoral 
node  dissection  was  carried  out  May  7,  1955.  The 
femoral  glands  were  reported  as  showing  metastatic 
melanoma,  but  the  iliac  glands  were  negative.  He 
has  been  followed  for  over  1 7 months  and  is  alive 
and  well. 

Case  :f^8,  H.  J.  IF.,  male,  age  25.  A pigmented 
lesion  on  the  left  ear  lobe  which  had  been  present 
for  many  years  began  growing  slowly  approximately 
one  and  one-half  years  ago.  The  patient  was  being 
followed  by  a dermatologist  because  of  xeroderma 
pigmentosa,  and  this  lesion  was  noted  and  was  diag- 
nosed pre-operatively  as  a melanoma.  Excision  of 
the  area  under  general  anesthesia  was  carried  out 
January  27,  1956,  and  was  rep>orted  as  melanoma. 
Therefore,  radical  removal  of  the  lower  portion  of 
the  left  ear  and  surrounding  skin  combined  with 
radical  neck  dissection  was  carried  out  January  31, 
1956.  The  resulting  skin  defect  was  grafted,  and 
pathological  examination  indicated  no  evidence  of 
residual  tumor  in  the  tissues  examined.  He  has 
been  followed  nine  months  and  is  alive  and  well. 

Case  #9,  M.  A.  IF.  M.,  female,  age  34.  This 
young  woman  has  had  a number  of  nevi  for  many 
years.  A lesion  in  the  region  of  the  left  mandible 
was  removed  under  local  anesthesia  by  another  sur- 
geon on  May  11,  1956,  and  reported  as  malignant 
melanoma.  She  was  then  referred  for  radical  sur- 
gery, and  the  local  area  was  widely  excised  and 
radical  neck  dissection  carried  out  May  17,  1956. 
'Fhe  tissues  were  negative  for  residual  or  metastatic 
tumor,  and  the  patient  is  alive  and  well  five  months 
postoperatively. 

Case  fflO,  R.  54.  F.,  female,  age  48.  This  patient 
had  had  a carcinoma  of  the  sigmoid  which  was  re- 
sected January  12,  1950,  from  which  there  has  been 
no  evidence  of  recurrence  or  metastases.  A red, 
raised  skin  lesion  on  the  right  forearm  had  been 
present  for  several  months  and  was  excised  under 
local  anesthesia  IMarch  22,  1956,  and  was  surpris- 
ingly reported  as  malignant  melanoma.  Wide  local 
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excision  and  radical  axillary  gland  dissection  were 
performed  on  March  29,  1956,  and  the  tissues  were 
negative  for  residual  tumor.  She  is  alive  and  well 
seven  months  postoperatively. 

This  is  a small  series  of  patients,  some  of  whom 
have  been  followed  only  a short  while  after  treat- 
ment, and  yet  it  illustrates  several  important  aspects 
of  the  disease.  Melanoma  is  a disease  of  adidt  life, 
generally  of  the  4th  and  5th  decades,  while  death 
from  melanoma  before  the  age  of  puberty  is  prac- 
tically unheard  of.  In  this  group  of  cases,  the 
youngest  patient  was  27  and  the  oldest  72,  with 
the  mean  age  43. 

The  influence  of  trauma  is  apparent  in  at  least 
two  patients.  In  one,  the  lesion  began  to  grow 
suddenly  after  it  was  repeatedly  scratched  by  a nail 
while  he  was  w’orking.  The  other  patient  pricked 
the  lesion  with  a pin  several  times,  thinking  it  to 
be  a blood-blister,  following  which  it  grew  rapidly. 
In  several  other  cases,  removal  of  the  lesion  with 
the  electro-cautery  or  excision  under  local  anes- 
thesia was  performed,  and  these  procedures  may  have 
contributed  to  recurrence  or  spread  of  the  disease. 

The  role  of  endocrine  stimulation  in  the  growth 
of  melanomas  is  not  brought  out  by  this  series  of 
cases,  but  this  is  definitely  an  important  considera- 
tion. Growth  of  pigmented  lesions  after  puberty 
has  been  noted  and  therefore  questionable  lesions  in 
children,  at  the  moment  harmless,  should  be  removed 
prior  to  puberty.  Furthermore,  rapid  growth  of 
melanomas  has  been  observed  during  pregnancy, 
suggesting  here  also  an  endocrinologic  relationship. 

In  this  group  of  10  cases,  there  were  7 instances 
of  melanoma  in  the  extremities,  3 in  the  leg  and  4 
in  the  arm.  One  case  involved  the  epigastric  region, 
one  the  submandibular  area  of  the  neck,  and  one 
the  ear  lobe.  In  all  these  cases,  extensive  radical 
surger\'  including  the  regional  lymph  node  areas  was 
possible,  and  this  is  the  only  effective  type  of  therapy 
in  melanoma.  X-ray  therapy  was  given  in  the 


terminal  stages  to  two  patients,  without  appreciable 
alteration  of  their  course.  The  location  of  the  lesion 
in  this  series  is  characteristic  of  the  disease,  occur- 
ring most  frequentl}’  in  the  extremities,  and  as  pre- 
viously mentioned,  selection  of  the  proper  operation 
must  be  individualized  for  each  case. 

Although  lymph  node  involvement  is  a bad  prog- 
nostic sign,  as  it  is  in  other  forms  of  cancer,  in 
melanoma  death  from  widespread  local  and  general 
dissemination  often  occurs  when  the  regional  nodes 
are  reported  as  uninvolved.  Conversely,  in  some  in- 
stances when  nodes  are  selectively  involved,  the  sub- 
sequent course  may  be  surprisingly  favorable.  Re- 
currence or  metastasis  may  occur  soon  after  opera- 
tion, or  infrequently  the  disease  may  reappear  several 
years  later.  It  would  seem  that  melanomas  are 
tumors  which  from  the  outset  are  malignant  and 
for  the  varying  periods  of  time  are  held  in  a quiescent 
state  before  becoming  widely  disseminated.  They 
are  indeed  most  unpredictable. 

In  conclusion,  I would  like  to  reiterate  several 
points  concerning  malignant  melanoma.  One  must 
be  “mole-conscious”  and  must  examine  each  pig- 
mented lesion  most  carefully.  Those  lesions  which 
are  thought  to  be  benign  but  which  might  be  subject 
to  trauma  can  safely  be  removed  under  local  anes- 
thesia. Whenever  melanoma  is  suspected,  the  safest 
procedure  is  to  remove  the  lesion  under  general 
anesthesia,  and  if  pathologic  examination  indicates 
malignancy,  wide  e.xcision  of  the  local  area  combined 
with  radical  regional  node  dissection  is  imperative. 
In  certain  cases,  amputation  may  be  necessary  but 
should  be  recommended  only  after  careful  considera- 
tion. Spread  of  recurrent  and  metastatic  melanoma 
is  extraordinarily  rapid  and  distressing,  and  it  em- 
phasizes the  grave  nature  of  this  type  of  malignant 
disease.  A personal  series  of  10  cases  has  been 
reviewed  and  discussed. 

805  West  Franklin  Street 
Richmond,  Virginia 


Do  you  know  that  every  4 minutes  someone  is  saved  from  cancer This  means  that 
150,000  Americans  will  he  saved  from  cancer  this  year.  (One  out  of  every  3 cancer 
sufferers) 
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Excessive  Operative  Bleeding 

E\  aluation  and  JVIanagement 


The  field  OE  surgery  has  developed  and 
broadened  in  the  last  decade  to  the  extent  that 
operations  which  are  now  jjerformed  by  a skilled 
surgeon  would  have  Ireen  considered  impcssilde  ten 
years  ago.  Such  operations  burden,  and  at  time 
exhaust,  many  systems  of  the  patient’s  organism — 
among  them  the  coagulation  system.  Hence,  it  is 
fortunate  that  our  knowledge  in  the  field  of  coagula- 
tion has  surged  equally  in  the  past  decade,  and  as 
usual  in  such  cases,  newly  proven  facts  have  resulted 
in  a more  comple.x  theory  of  the  working  mechanism 
of  human  blood  coagulation.  Many  new  prophylactic 
and  therapeutic  measures  have  been  found  to  be 
helpful  in  this  field. 

It  is  my  aim  to  bring  out  some  diagnostic  ap- 
proaches which  could  be  used  in  the  operating  room 
and  help  you  decide  as  to  the  cause  and  therapy  of 
bleeding  in  the  operated  patients  without  the  help  of 
a specialized  laboratory.  Recognition  of  a potential 
bleeder  may  also  be  done  with  a few  simjfie  tests 
before  the  planned  operation. 

The  congenital  bleeder  who  has  a history  of  easy 
bruising  and  bleeding  even  after  minor  cuts  rarely 
is  a cause  of  unexpected  operative  bleeding.  Such 
a patient  is  not  oj)erated  upon  without  full  diagnosis 
and  is  properly  prei:)ared  for  operation  by  replace- 
ment of  the  missing  coagulation  factors.  The  mild 
ideeder  whose  many  clotting  factors  are  scant,  but 
sufficient  for  daily  needs,  bleeds  when  exposed  to 
an  operative  trauma.  Fortunately,  most  of  these 
patients  have  a family  history  of  bleeding  after 
oi)erations.  Nevertheless  they  remain  a threat  even 
if  rarely  encountered. 

Among  the  acquired  causes  of  operative  bleeding, 
excessive  fibrinolysis  is  of  major  importance.  Fibrin- 
olysin  is  a proteolytic  enzyme  normally  active  in  the 
removal  of  clotted  blood  after  a repair  of  the  dam- 
aged tissue  is  accomplished.  It  is  found  to  be 
increased  in  a number  of  disturbances  like  anes- 
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thesia,  shock,  hemorrhage,  anoxia,  carcinoma  of 
prostate,  lungs  or  stomach-,  severe  burns,  incom- 
patible blood  transfusions  and  after  operations  on 
organs  rich  in  thromboplastic  and  proteolytic  en- 
zymes like  lungs,  uterus,  prostate  and  pancreas'*. 
Fibrinolysin  was  found  to  be  increased  in  mental 
distress,  in  anxiety  states,  severe  exercise,  after  in- 
jection of  adrenalin*,  and  even  by  alarming  sugges- 
tion under  hypnosis*®  This  enzyme  destroys  not 
only  fibrinogen  and  filiren  but  also  many  other  pro- 
tein components  partaking  in  the  blood  coagulation 
like  prothrombin,  accelerin  (Factor  Y),  Convertin 
(Factor  YII)  and  others. 

The  use  of  massive  amounts  of  stored  blood  with 
few  or  no  viable  platelets  may  lead  to  a dilution 
of  the  original  number  of  platelets  and  result  in  a 
platelet  deficit.  The  amount  of  blood  given  and 
the  time  during  which  it  is  administered  is  of  para- 
mount importance.  Krevan  and  Jackson^  found  that 
four  patients  out  of  thirteen  who  received  1 to  9 
pints  of  stored  blood  showed  thrombocytopenia  below 
100,000/cu.mm.,  while  all  fourteen  who  received 
from  10  to  40  pints  in  48  hours  developed  significant 
thrombocytopenia  and  generalized  bleeding.  All  had 
some  degree  of  shock  and  two  of  the  fourteen  sur- 
vived the  operation. 

It  is  known  that  transfusion  of  whole  blood, 
plasma  or  serum  into  normal  individuals  causes  a 
temporary  thrombocytopenia  for  a jjeriod  of  1 to 
2 days®  due  a thrombocytopenic  factor  present  in 
normal  blood.  The  use  of  large  amounts  of  the 
plasma  expander  Dextran  is  also  followed  by  a 
thrombocytopenia.  ThrombocytojDenia  may  be  exag- 
gerated in  some  cases  by  the  possible  incompatibility 
of  platelets  resulting  in  iso-agglutination  and  lysis 
of  these  cells**. 

The  probability  of  intoxication  with  citric  acid 
used  as  anticoagulant  in  stored  blood  has  been  de- 
bated for  many  years.  Patients  with  a well  func- 
tioning liver  are  able  to  metabolize  in  one  passage 
through  the  liver  amounts  of  citric  acid  100  times 
higher  than  normal®.  On  the  contrary,  patients  with 
liver  disease  showed  an  elevation  of  blood  citric 
acid  even  after  small  blood  transfusions'’®.  Citric 


174 


YiRGIXI.A  iMEDIC.VL  iMoXTHLY 


acid  levels  found  in  blood  of  such  patients  by 
Bunker,  et  al”,  are  more  than  sufficient  to  bind  all 
available  ionized  calcium.  In  addition,  potassium 
leaks  out  from  stored  erythrocj'tes,  and  increases 
fourfold  the  plasma  potassium  level  in  blood  stored 
for  21  days.  Both  of  these  factors,  decrease  of 
ionized  calcium  and  increase  of  potassium,  are  re- 
sponsilde  for  a number  of  cases  of  sudden  hypo- 
tension and  cardiac  arrest  during  operations.  How- 
land, et  aP,  account  for  22  cases  of  sudden  death 
due  to  cardiac  arrest  in  130  patients  who  underwent 
radical  surgical  resections  of  malignant  tumors,  and 
who  received  more  than  10  pints  of  blood  during 
the  operation.  The  electrocardiographic  examina- 
tion showed  patterns  of  ventricular  fibrillation  or 
cardiac  asystole  causing  cardiac  arrest. 

Time  best  spent  on  ]>roph}  laxis  of  excessive  oper- 
ative bleeding  is  that  used  for  taking  a thorough 
histor}-.  This  may  help  to  differentiate  bleeding 
due  to  local  causes  from  a generalized  bleeding  tend- 
ency. Personal  and  family  history  of  spontaneous 
or  unexjjlained  e.xcessive  operative  bleeding  will  put 
the  surgeon,  otolaryngologist  or  obstetrician  on  guard, 
and  save  both  the  patient  and  physician  many  an 
unpleasant,  yet  avoidable,  experience.  Normal  re- 
sults of  bleeding  and  clotting  time  performed  rou- 
tinely do  not  eliminate  the  possilnlity  of  a clotting 
disturbance.  One  can  name  a number  of  conditions 
causing  excessive  ojierative  bleeding  where  the  bleed- 
ing and  clotting  times  determined  pre-operatively  are 
usually  normal. 

test  tor  m,EEDING  TIME  (.Small  incision  in  skin) 


ImiDediaie 


2 Min. 


20  Mxn. 


Capi 1 1 ary 
De  fee  t 


Fig.  1 

One  of  the  most  frequently  used  but  not  fully 
interpreted  tests  is  the  lileeding  time.  This  figure 
shows  how  the  observation  of  bleeding  after  a stab 
in  the  ear  lobe  will  indicate  the  presence  of  vascular 
defect,  coagulation  defect,  or  both. 


A suspected  bleeding  condition  may  be  recognized 
in  a great  majority  of  cases  with  the  use  of  these  few 
simple  tests  outlined  in  the  following  self-explana- 
tory figure. 

SUGGESTED  J-IINIHAL  PREOPERATIVE  TESTS  AND  THEIR  INTERPRETATION 


Vascular  Defect 


1,  Capilla^  fragility  test  - positive 

2.  Bleeding  time  - prolonged 


Coagulation  Defect 

(other  tlian  toe  hemophilia  group) 

Prot.'xombin  time  - prolonged 


Platelet  Deficiency 

J/ 

Platelet  count  - low 
deeding  time  - prolonged 
Clot  retraction  - poor 


The  Hemophilia  Group 


1 


Clotting  time  • prolonged 


Partial  thromboplastin  time  ' 
abnormal 


Fig.  2 

A normal  capillary  fragility  test  and  bleeding 
time  virtually  eliminates  a vascular  defect,  as  well 
as  a clinically  significant  platelet  deficiency.  The 
latter  will  be,  in  addition,  well  estimated  by  an  exam- 
ination of  a stained  blood  smear,  platelet  count  or 
clot  retraction.  Normal  one-stage  prothrombin,  as 
performed  in  most  laboratories,  indicates  the  absence 
of  any  marked  deficiency  or  prothromifin,  accelerin  or 
labile  factor  (Factor  V),  convertin  or  stable  factor 
(Factor  VII)  and  fibrinogen.  Each  of  these  com- 
ponents can  be  estimated  individually  in  a special- 
ized lalioratory.  The  bleeding  diseases  which  be- 
long to  the  hemophilia  group  are  most  difficult  to 
diagnose,  especially  when  present  in  a mild  form 
without  a tyjiical  histor}-.  Prolonged  clotting  time 
done  l)y  the  Lee-\Miite  method  and  the  reliable  and 
simple  screening  test — partial  thromboplastin  time 
will  help  to  place  the  deficiency  in  the  hemophilia 
group.  Individual  entities  comprising  this  group 
can  be  recognized  with  special  tests  and  treated  ac- 
cording to  the  t}pe  of  deficiency. 

All  patients  known  to  have  a bleeding  disorder 
should  be  fully  classified  and  the  kind  and  degree 
of  deficiency  estimated.  They  can  be  prepared  for 
an  operative  intervention  by  the  estimation  of  the 
duration  and  degree  of  response  to  a jiractical 
rejilacement  of  the  deficient  clotting  component.  Un- 
fortunately, there  are  rare  cases,  where  in  spite  of 
all  tests  giving  normal  results  and  a negative  his- 
tory, patients  may  develop  excessive  bleeding  during 
tlie  operation.  These  may  be  due  to  a number  of 
precipitating  factors,  many  of  which  are  connected 
with  the  surgical  intervention. 

The  evaluation  of  the  bleeding  disorder  which 
occurred  during  the  operation  is  oliviously  done  under 
quite  different  conditions.  One  must  use  rapid,  simple 
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and  reliable  methods  which  will  indicate  broadly 
the  kind  of  deficiency,  but  be  precise  in  the  neces- 
sary- therapy. 

PEaroa.’S)  in  op:jutimg  aooH  on  a bleeuwc  patient 

Clott^c  *.iM 

I ^ 1 

lional.  Prolonged 

Tina  elastic  clot  | 

. -Toabin  added 


No  clot  Saall  clot 

4^  4^ 

ATibriftoteneftia  Hj-pofibrinogeneaia 

Clot  lysed  ia  ^ 1 hour 
ExcessiTe  fibrirwl>*sin 

Bleed  LAg  tiae 

I 1 

oraal  Prolonged 

sta^nedl  blood  saear  exanined 

I * I 

:;or-Al  platelets  ihrorbocftopenia 


Vascular  defect  Cither  coagulation 
defects 

Fig.  3 

As  seen  on  this  figure,  this  may  be  accomplished 
by  performing  the  clotting  time,  the  estimation  of 
bleeding  time  and  staining  a blood  smear.  Obviously, 
one  cannot  evaluate  all  disturbances  of  this  com- 
plicated system  by  these  few  tests,  and  there  will 
be  some  situations  where  more  complete  studies  will 
be  necessary,  but  generally,  we  have  found  these  tests 
satisfactory  for  rapid  evaluation  of  the  therapy  nec- 
essary for  the  bleeding  patient. 

Normally,  the  blood  will  clot  in  5-10  minutes  and 
the  clot  retract  in  one-half  to  one  hour,  as  a firm 
elastic  string.  In  cases  of  prolonged  clotting  time, 
we  recommend  the  addition  to  one  test  tube  with 
blood  a “pinch”  of  topical  thrombin  to  be  found 
in  operating  rooms,  .\bsence  of  clotting  after  a few 
minutes  is  diagnostic  of  afibrinogenemia — a small  clot 
formed  on  the  bottom  of  the  test  tube  or  a soft  friable 
clot  is  typical  of  hypo-fibrinogenemia.  A firm,  elas- 
tic clot  formed  after  the  addition  of  thrombin  indicates 
the  deficiency  of  some  of  the  coagulation  factors 


other  than  fibrinogen.  Fibrinolysin  may  be  suspected 
as  causing  fibrinogenopenia  in  any  case  where  the 
clot  will  lyse  in  one  hour  or  less  after  coagulation^. 

Bleeding  time  prolonged  over  five  minutes  indicates 
a vascular  defect  when  the  clotting  time  is  normal, 
and  frequently  a thrombocytopenia,  when  the  clot- 
ting time  is  reversed  to  normal  by  the  addition  of 
thrombin.  This  may  be  confirmed  by  an  evaluation 
of  the  number  of  platelets  on  the  stained  blood 
smear. 

One  might  expect  a generalized  bleeding  tendency 
in  certain  disease  conditions.  Operations  on  the 
heart  for  a congenital  malformation  is  one  of  these, 
especially  when  accompanied  by  a secondary  poly- 
cythemia. 

The  patient  whose  data  is  presented  in  this  chart 
shows  basically  normal  findings  except  for  a high 
hematocrit.  The  large  mass  of  red  cells  cannot  form 
a solid  clot  with  the  normal  number  of  platelets  and 
fibrinogen.  Bleeding  in  such  cases  is  due  to  rela- 
tive hypofibrinogenemia  and  thrombocytopenia. 
These  are  readily  corrected  before  the  operation  by 
repeated  venesections,  centrifuging  of  the  patient’s 
blood  and  transfusing  with  his- own  plasma  until 
the  hematocrit  is  brought  to  normal. 

Patients  with  liver  diseases  and  portal  hyper- 
tension may  easily  become  dangerous  bleeders  be- 
cause of  decreased  formation  of  some  of  the  clotting 
proteins  in  the  liver,  as  well  as  proneness  to  citric 
acid  intoxication. 

The  treatment  of  operative  bleeding  can  be  best 
assured  by  having  a pint  of  fresh  blood  ready  for 
each  patient  suspected  of  bleeding  excessively.  This 
should  be  given  at  the  first  sign  of  generalized  ooz- 
ing. Fresh  blood  will  supply  xiable  platelets,  and 
a pint  of  it  should  be  administered  after  transfusions 
of  3-4  pints  of  stored  blood  in  order  to  avoid  throm- 
bocytopenia due  to  dilution  of  patient’s  platelets. 


Fira  elastic  clot 


Coaculaiion  defects  other 
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If  at  all  possible,  transfusions  should  be  "iven 
slowly.  According  to  Clifton  et  al^,  diffuse  oozing 
was  observed  in  all  cases  when  transfusions  were 
given  at  a speed  of  more  than  1000  cc.  per  hour. 

Therapy  of  afibrinogenemia  due  to  fibrinolysis 
should  consist  of  removal  of  precipitating  factors 
listed  before;  intravenous  injection  of  4-8  grams  of 
human  fibrinogen  in  a single  dose  rather  than  in 
less  effective  multiple  small  doses,  and  fresh  blood 
transfusions  to  prevent  shock  and  supply  other  clot- 
ting components  commonly  decreased  in  these  cases. 
Injections  of  ACTH  and  Cortisone  help  in  such 
cases  probably  by  increasing  anti-fibrinolysin.  These 
hormones  are  also  effective  in  the  improvement  of  the 
integrity  of  the  vascular  tree  and  may  reduce  the 
severity  of  bleeding  due  to  a vascular  deficiency. 

\\'henever  large  amounts  of  stored  blood  are  trans- 
fused, especially  into  patients  with  impairment  of 
liver  functions,  the  possibility  of  citric  acid  intoxi- 
cation must  be  recognized.  This  may  be  prevented 
by  intravenous  injection  of  approximately  1 gram  of 
Calcium  gluconate  after  each  1000  cc  of  blood  trans- 
fused. 

This  outline  of  the  problem  of  excessive  bleeding 
during  operation  is  presented  as  seen  by  a non- 
surgeon “coagulationist”,  who  would  be  satisfied  if 
some  of  the  suggestions  woull  be  considered  w’orth- 
while  by  you — surgeons  who  must  calmly  face  any 
such  unexpected  situations. 
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Let’s  Reminisce! 

In  a case  of  “Remarkable  Recovery  from  a Pistol  Shot  Wound  of  the  Right  Ilium”, 
reported  at  the  annual  meeting  of  The  Medical  Society  of  Virginia  in  1873,  the  fol- 
lowing statemient  was  made;  “I  have  not  seen  Mr.  J.  M.  P.  since  my  last  visit 
(April)  but  am  happy  to  state,  as  1 am  informed,  that  from  spectral  tenacity,  he  has 
grown  up  to  his  full  standard;  weighs  180;  better  health  than  ever;  wound  entirely 
healed,  and  can  walk  with  his  cane  with  comparative  ease.  All  this  after  being 
confined  to  his  bed  for  five  months;  drinking,  in  the  meantime,  over  sixteen  gallons 
of  Grayson  county’s  best  whiskey  and  brandy,  and  losing,  by  suppuration  alone 
thirteen  gallons  pus. 
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Cystic  Fibrosis  of  the  Pancreas 

Complicated  by  Myocardial  Fibrosis 


Cystic  fibrosis  of  the  pancreas  has  an  esti- 
mated incidence  of  one  case  in  one  thousand 
live  birthsd  The  cystic,  fibrctic  changes  in  the  pan- 
creas are  usually  associated  with  a chronically  in- 
fected lung  lesion,  and  clinical  manifestations  are 
varied.  Cor  pulmonale  is  an  occasional  complica- 
tion of  advanced  pulmonary  lesions  in  this  disease.^ 
The  following  case  of  fibrocystic  disease  of  the 
pancreas  developed  congestive  heart  failure  because 
of  extensive  degenerative  and  fibrous  changes  in  the 
myocardium.  Only  three  other  cases  with  similar 
myocardial  lesions  were  found  in  the  literature.  In 
one  of  these  cases,  the  heart  lesions  were  described 
as  similar  to  those  of  beriberi.® 

CASE  REPORT 

'Phis  2J4-year-old  male  child  was  admitted  to  The 
^lemorial  Hospital  for  the  last  time,  10-22-55,  with 
pallor  and  generalized  edema. 

Family  History.  The  child’s  mother  and  father 
were  living  and  in  good  health.  One  sister,  9 years 
old,  is  living  and  well.  A second  sister  died  sud- 
denly at  the  age  of  4^^  years.  She  had  apparently 
Ireen  in  good  health  until  three  days  prior  to  death. 

Past  History.  The  child  was  born  March  17, 
1953,  and  weighed  4 pounds  8. ounces.  On  May  12, 
1953,  at  nine  weeks,  the  child  weighed  5 pounds 
5 ounces.  The  nutrition  was  described  as  extremely 
poor.  The  child  entered  The  ISIemorial  Hospital 
for  the  first  time  on  IMay  25,  1953,  because  of  diar- 
rhea. He  was  two  months  old  and  weighed  5 pounds 
10  ounces.  The  child  had  been  having  loose  stools 
since  birth,  but  in  the  past  three  weeks  before  ad- 
mission, the  stools  had  been  green  and  very  offensive 
in  odor.  Twenty-four  hours  before  admission,  there 
had  been  six  to  eight  loose  green  bowel  movements. 
On  physical  examination,  the  child  was  a small, 
malnourished,  premature  infant  with  a general  ap- 
[rearance  suggesting  stan,-ation  and  wasting  but  not 
deliydration.  The  EENT  examination  revealed  a 

From  the  Departments  of  Pathology  and  Pediatrics, 
The  Memorial  Hospital,  Danville,  Virginia. 
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mildly  red  pharynx.  The  heart  presented  a systolic 
murmur  over  the  base.  No  rales  were  heard  in  the 
lungs.  The  abdomen  revealed  no  masses.  During 
this  admission,  the  hemoglobin  was  8.9  grams;  rbc 
2,900,000;  wbc  8,540  with  1 band,  25  segs,  69 
lymphs,  3 monos,  2 eosinophils.  x\n  x-ray  of  the 
chest  was  essentially  normal.  The  child  was  treated 
with  glucosulfadiazine.  The  child  was  discharged 
the  following  day.  May  26,  1953,  on  iron  therapy. 
The  parents  were  given  instructions  about  feeding 
the  infant  properly. 

At  four  months  of  age,  the  child  was  hospitalized 
in  another  city.  There  gelatin  tests  for  stool  tryp- 
sin and  studies  on  du:idenal  drainage  showed  the 
absence  of  pancreatic  enzymes.  This  finding  along 
with  the  history  and  physical  examination  estab- 
lished the  diagnosis  of  cystic  fibrosis  of  the  pancreas. 
At  the  time,  there  were  no  signs  of  pulmonary  in- 
fection. The  child  was  discharged  on  one-quarter 
teaspoon  pancreatic  granules  three  times  a da}'  plus 
a formula  and  poly-vitamin  drops. 

During  the  next  24  months,  the  patient  was  not 
heard  from. 

On  July  20,  1955,  at  age  28  months,  the  child 
was  seen  because  of  a cough.  The  child  looked  very 
pale.  A chest  x-ray  revealed  an  increase  in  the 
bronchovascular  markings.  The  hemoglobin  was 
46%  and  100  cc.  of  whole  blood  were  given. 

Present  Illness.  On  October  22,  1955,  at  age  two 
years,  seven  months,  the  child  was  admitted  to  The 
Memorial  Hospital.  He  weighed  20  pounds  2 ounces 
and  was  very  pale.  The  hands  and  feet  were  cold 
and  there  was  generalized  edema  and  a weak  pulse. 
.■\n  x-ray  of  the  chest  revealed  a slight  increase  in 
bronchovascular  markings  with  questionable  enlarge- 
ment of  the  heart  to  the  left.  On  admission,  the 
temperature  was  normal,  but  on  the  following  day, 
10-23-55,  the  temperature  rose  to  101.5°.  On  10- 
24-55,  it  fell  to  99.4°.  The  hemoglobin  was  10.7; 
rbc  3,800,000;  wbc  13,350  with  1 band,  66  segs, 
33  lymphs.  There  was  oliguria,  but  one  urine  ex- 
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amination  revealed  no  alljumin  or  abnormal  sedi- 
ment. The  cliild  was  somnolent,  and  his  condition 
seemed  poor.  On  10-24,55,  the  child  vomited  im- 
mediately after  breakfast  and  expired. 

The  final  clinical  impression  was  cystic  fibrosis 
of  the  pancreas. 

.AUTOPSY  FINDINGS 

External  Examination.  The  body  was  that  of  a 
baby  boy,  2 years,  7 months  old,  which  weighed  22 
pounds  and  measured  30.5  inches  long.  The  skin 
was  tense,  dry  and  very  pale,  the  legs  were  moder- 
ately edematous. 

Internal  Examination.  Each  chest  cavity  con- 
tained 70-80  cc  of  amber  colored  watery  fluid.  The 
pericardium  contained  20  cc.  of  fluid  but  the  peri- 
toneum was  dry. 

Heart.  The  heart  weighed  50  grams  and  was 
dilated.  The  epicardium  was  smooth  and  contained 
a moderate  amount  of  fat.  The  myocardium  was 
pale  brown  and  showed  focal  areas  of  dense  white 
scar  tissue  in  the  left  ventricle. 

These  areas  were  scattered  through  the  myocar- 
dium but  were  more  prominent  near  the  base  of  the 
heart.  The  coronary  vessels  and  the  valves  were 
within  normal  limits.  The  endocardium  was  smooth. 

Lungs.  The  right  lung  weighed  70  grams  and 
the  left  lung  60  grams.  Both  presented  gray  brown 
surfaces  with  moderate  congestion  and  atelectasis  of 
the  lower  lobes.  There  was  a muco-j)urulent  exudate 
in  the  small  radicals  of  the  bronchi. 

Spleen.  This  weighed  30  grams.  It  had  a dark 
red  congested  Ifloody  j>arenchyma  and  a tense  cap- 
sule. 

Liver.  The  liver  weighed  200  grams.  'I'he  cap- 
sule was  smooth  and  pale  brown.  The  cut  surface 
was  pale  tan  and  had  a fatty  apj^earance. 

Pancreas.  The  pancreas  apj>eared  atrophic,  fi- 
brotic  and  partly  infiltrated  with  fat.  No  normal 
])ancreatic  tissue  was  seen  grossly. 

Lymph  Nodes.  The  lymph  nodes  of  the  media- 
stinum and  the  mesentery  were  enlarged,  edematous 
and  pale  gray. 

The  remaining  organs  showed  no  pathologic 
changes  grossly. 

MICROSCOPIC  EX.AMIN.ATION 

Heart.  There  were  large  patchy  areas  in  the  myo- 
cardium in  which  muscle  fibers  were  rejflaced  by 
fibroblasts,  fibrous  connective  tissue,  capillaries  and 
a few  scattered  lymphocytes.  Occasional  plasma 
cells,  macrophages  and  eosinophils  were  seen.  The 


process  appeared  to  be  a gradual  dropping  out  of 
muscle  fibers  and  their  rejflacements  by  fibrous  tis- 
sue. Several  of  the  muscle  fibers  in  and  around  the 
areas  of  fibrosis  showed  swelling  of  the  sarcoiflasm 
and  nucleus.  This  degenerative  change  was  most 
prominent  in  the  left  ventricle,  although  the  right 
ventricle  was  also  involved.  The  auricles  were  spared. 

In  a few  foci  the  areas  of  fibrosis  extended  nearly 
through  the  entire  thickness  of  the  left  ventricle. 
Special  stains  revealed  no  fungi  or  bacteria  in  the 
sections. 


Fig.  1 — Photomicrograph  of  left  ventricle  (about  100  x) 
showing  epicardium  and  a few  intact  myocardial  fibers 
above,  with  a large  pale  area  of  degeneration  below. 
Occupying  this  damaged  area  are  fibroblasts,  a few 
hydropic  swollen  myocardial  fibers  and  scattered  lym- 
phocytes. 

Lungs.  The  sections  showed  moderate  peribron- 
chial fibrosis  with  some  lymphocytic  infiltration. 
There  was  a muco-purulent  exudate  containing  seg- 
mented neutroifliils  in  the  smaller  bronchi.  Most  of 
the  lung  parenchyma  was  aerated,  but  the  vessels 
were  congested  and  there  were  patches  of  atelectasis. 
Spleen.  This  showed  acute  congestion. 

Liver.  Sections  of  the  liver  exhibited  severe  fatty 
metamorphosis. 
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Pancreas.  The  i>ancreas  showed  dilatation  of 
many  of  the  small  ducts  with  atrophy  and  compres- 
sion of  ductal  epithelium.  There  was  inspissated 
material  in  many  of  the  ducts  and  acini.  The  acinar 
epithelium  was  also  compressed  by  acinar  dilation 
and  surrounding  fibrosis,  and  there  was  moderate 
lymphocytic  infiltration.  Much  of  the  pancreatic 
parenchyma  was  replaced  by  fibrous  tissue.  The 
islets  of  Langerhans  were  not  affected. 

.\side  from  congestion,  the  remaining  organs  show- 
ed no  remarkable  pathologic  changes. 

The  autopsy  diagnoses  were:  cystic  fibrosis  of 
the  pancreas  with  chronic  bronchitis,  fatty  meta- 
morphosis of  the  liver  and  myocardial  fibrosis. 

The  death  was  thought  to  be  caused  by  congestive 
heart  failure  as  a result  of  the  myocardial  fibrosis. 

DISCUSSION 

•Apparently,  the  first  case  associating  myocardial 
fibrosis  with  cystic  fibrosis  of  the  pancreas  was  men- 
tioned in  1945  by  Wissler  and  Zollinger  in  a child 
8 months  old.^ 

A similar  case  of  cystic  fibrosis  of  the  pancreas 
was  reported  by  Kintzen  in  a girl  18  months  old.® 
At  age  15  months,  she  weighed  6530  grams.  There 
was  severe  dysjmea  and  a bad  cough  aggravated  by 
activity.  Examination  revealed  circumoral  cyanosis, 
enlarged  lymph  nodes,  a liver  2.5  cm.  below  the  costal 
margin  and  a palpable  spleen.  There  were  rales  in 
the  lungs,  and  the  heart  was  enlarged  to  the  left. 
I'he  heart  action  was  normal  and  the  tone  clear.  A 
chest  x-ray  showed  the  heart  slightly  enlarged  to 
the  left.  There  was  infiltration  of  the  right  middle 
lung  field  with  enlarged  hilar  nodes.  The  child 
expired  at  18  months.  At  that  time,  she  weighed 
7150  grams.  The  heart  weighed  85  grams  and  was 
dilated.  Microscopically,  the  heart  muscle  fibers  in 
several  areas  were  pushed  apart  by  interstitial  edema. 
This  edema  was  associated  with  swelling  of  the 
collegan  fibers.  Other  muscle  fibers  exhibited  hy- 
dropic degeneration  and  sarcolysis.  In  these  areas, 
the  muscle  fibers  looked  like  empty  tubes  and  the 
nuclei  aj)i)eared  suspended  in  space.  There  was 
a marked  infiltration  of  fibroblasts,  moderate  en- 
largement of  muscle  cells  and  slight  infiltration  of 
lymphocytes,  plasma  cells,  eosinophils  and  neutro- 
phils. The  inflammatory  infiltrate  was  ajjparently 
raj)idly  replaced  by  scar  tissues.  Kintzen  consid- 
ered the  above  description  to  fit  that  recorded  by 
Durch  and  W’enckebach  in  beriberi.  The  myocardial 
lesions  were  considered  to  be  the  cause  of  death. 

It  is  interesting  that  a case  of  cystic  fibrosis  of 


the  pancreas  described  by  Feer  was  accompanied 
not  only  by  myocardial  damage,  but  also  by  xer- 
ophthalmia.® The  xerophthalmia  responded  com- 
pletely to  Vitamin  A therapy,  but  the  child  expired 
of  heart  failure  at  7 months  of  age.  At  post-mortem 
examination,  myocardial  lesions  similar  to  those 
described  by  Kintzen  were  found.  The  heart  lesions 
were  considered  responsible  for  the  child’s  death 
in  this  case,  too. 

The  etiology  of  the  myocardial  damage  in  our  case 
was  obscure;  however,  thiamine  deficiency  was  a 
possibility  which  w’as  considered.  In  theory,  ab- 
sorption of  the  water  soluble  vitamins  should  be  rela- 
tively unimpaired  in  pancreatic  insufficiency.^  How- 
ever, this  child  was  from  a low  income,  farm  family 
and  dietary  intake  was  probably  inadequate.  The 
fatty  liver  was  mute  evidence  in  support  of  this 
assumption.  The  parents  had  to  be  reminded  about 
proper  nutrition  for  the  child  on  several  occasions. 
In  addition,  the  pulmonary  infection  may  have  in- 
creased his  requirements  for  thiamine.  The  heart 
lesions  in  this  case  were  quite  similar  to  those 
described  by  Kintzen  as  compatible  with  beriberi. 

However,  it  should  be  emphasized  that  in  human 
beriljeri,  little  in  the  way  of  specific  lesions  has  been 
found  in  the  myocardium.  Wenckebach  described 
sarcolysis,  swollen  muscle  fibers,  edema  between  the 
cells  and  around  the  vessels.®  He  considered  hydro- 
})ic  or  vacuolar  degeneration  a characteristic  finding. 
Hydropic  degeneration  and  interstitial  edema  were 
also  found  in  cases  of  beriberi  heart  disease  by  Weiss 
and  Wilkins.”  Yet  these  authors  pointed  out  that 
such  changes  occurred  in  other  conditions  and  were 
not  specific  for  beriberi. 

Xev’erthless,  extensive  heart  lesions  have  been 
found  in  experimental  thiamine  deficiency  in  ani- 
mals. In  thiamine-deficient  swine,  Follis  described 
necrosis  of  myocardial  fibers,  either  focal  or  diffuse, 
W'hich  was  sometimes  visible  grossly.  These  areas 
of  necrosis  were  found  in  both  auricles  and  ven- 
tricles.® At  first,  the  muscle  cells  showed  loss  of 
striations  accompanied  by  vacuolation  and  hyalini- 
zation  of  the  myofibrils.  Leukocytes  then  appeared. 
Long-standing  thiamine-deficient  diets  produced 
areas  of  myocardial  fibrosis. 

Rinehart  and  Greenberg  described  two  types  of 
changes  in  the  myocardium  of  thiamine-deficient 
Rhesus  monkeys.®  One  type  was  a focal  necrosis  of 
heart  muscle  of  variable  extent.  It  appeared  to  be 
a slow  degeneration  of  muscle  fibers  rather  than 
acute  necrosis.  The  reticular  stromal  cells  showed 
a reactive  hyperplasia  and  there  was  leukocytic  in- 
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filtration.  The  other  type  lesion  was  thought  to 
be  more  distinctive  of  thiamine  deficiency  and  con- 
sisted of  the  formation  of  large  clear  areas  in  the 
cytoplasm  of  subendocardial  muscle  fibers  accom- 
panied by  hypertrophy  and  hyperchromatism  of  the 
associated  nuclei.  There  was  also  some  interstitial 
edema.  The  lesion  was  most  frequently  seen  in  the 
left  ventricle.  These  authors  felt  that  the  “hydropic 
degeneration”  of  the  conduction  fibers  was  distinc- 
tive for  beriberi. 

We  agree  with  Weiss  and  Wilkins  that  the  classi- 
cal hydropic  degeneration  of  muscle  fibers  is  certainly 
not  specific  for  beriberi.  It  is  frequently  observed 
in  long-standing  coronary  artery  disease,  for  ex- 
ample. However,  the  severe  patchy  myocardial  de- 
generation and  fibrosis  present  in  our  case  is  some- 
what similar  to  that  observed  in  thiamine  deficient 
animals. 

Although  thiamine  deficiency  seemed  to  be  a dis- 
tinct possibility  as  the  cause  of  the  myocardial  dam- 
age in  the  present  case,  other  etiologic  agents  were 
considered.  Potassium  deficiency  has  been  seen  to 
produce  lesions  in  the  hearts  of  experimental  animals 
indistinguishable  from  those  of  thiamine  deficiency.® 
These  lesions  consisted  of  areas  of  focal  necrosis 
with  macrophagic  and  fibroblastic  proliferation. 
Lymphocytic  infiltration  was  also  present.  Similar 
heart  changes  have  been  described  in  humans  with 
severe  potassium  deficiency. However,  the  “hy- 
dropic degeneration”  of  the  subendocardial  fibers  as 
seen  in  human  beriberi  was  not  present.  Unfor- 
tunately, no  potassium  determination  was  done  in 
our  case. 

We  also  considered  fungal,  bacterial,  viral  and 
non-specific  myocarditis  as  possible  causes  of  the 
myocardial  fibrosis.  Certainly  myocarditis  could 
not  be  completely  ruled  out,  but  the  histological  evi- 
dence was  against  it.  The  processes  of  degeneration 
and  fibrosis  were  marked,  yet  the  inflammation  was 
quite  minimal.  Indeed,  swollen,  hydropic  myo- 
cardial fibers  were  seen  in  areas  where  inflammatory 
cells  w’ere  absent.  In  addition,  no  organisms  were 
seen  in  the  sections. 


However,  until  more  cases  of  a similar  nature 
are  observed  and  recorded,  we  can  only  speculate 
as  to  the  etiology  of  the  myocardial  fibrosis  in  this 
child.  This  case  does  point  out  that  cor  pulmonale 
is  certainly  not  the  only  cause  of  heart  failure  in 
children  with  cystic  fibrosis  of  the  pancreas. 

SUMMARY 

A case  of  fibrocystic  disease  of  the  pancreas  com- 
plicated by  myocardial  degeneration  and  fibrosis  is 
reported.  Only  three  sim.ilar  cases  were  found  in 
the  literature.  The  possible  relation  of  the  myo- 
cardial lesions  to  thiamine  deficiency  is  di.scussed. 
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Virginia  Study  On  Chronic  Illness 

A Preliminary  Report 


INTEREST  in  chronic  disease  has  been  evidenced 
by  the  Legislature  in  that  they  have  made  some 
money  available  to  study  the  problem.  A sum  of 
$1  7,500  was  appropriated.  This  followed  a Virginia 
-Advisory  Legislative  Committee  recommendation  to 
establish  not  less  than  five  pilot  clinics  to  determine 
the  best  means  and  methods  to  approach  the  situa- 
tion. More  will  be  said  about  the  financial  situa- 
tion later. 

In  keeping  with  the  mandate  of  the  Legislature, 
two  general  medical  or  chronic  disease  clinics  have 
been  established  as  demonstrations  in  Dinwiddie  and 
Russell  Counties.  The  one  in  Russell  has  been  op- 
erating for  some  time,  the  one  in  Dinwiddie  recently 
estal^lished,  and  a third  is  proposed  to  be  under- 
taken in  another  geographic  area  of  the  state  during 
the  present  fiscal  year.  This  area  is  yet  to  be  de- 
termined. 

In  carrying  out  the  study,  the  term  pilot  or  dem- 
onstration has  been  used.  AMiat  do  we  expect  or 
hope  to  demonstrate? 

1.  d'o  determine  the  extent  of  the  problem  of 
chronic  disease  among  low  income  groups  in 
average  areas  in  Virginia.  To  discover  the 
facts  as  to  the  health  status  of  the  indigent 
population  and  their  medical  needs. 

2.  To  learn  what  can  be  done  to  coordinate  ef- 
forts for  better  service  to  these  individuals  with 
an  approach  to  pooled  facilities. 

3.  To  provide  more  readily  for  the  purchase  of 
laboratory  and  other  facilities  now  available 
through  devious  means,  or  not  available  at  all. 

4.  To  prevent  duplication  of  services  thus  i)ro- 
moting  economy  of  public  funds. 

5.  To  serve  as  a screening  device  to  expedite 
referrals  to  specific,  sjx'cial  services  now’  avail- 
able. 

6.  To  determine  if  a type  of  local  out-patient 
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service  can  be  developed  that  may  make  it 
possible  to  appl}-  more  preventive  measures  and 
less  hospitalization  at  public  expense. 

7.  To  emphasize  rehabilitation  when  indicated. 

8.  To  make  the  general  public  more  conscious 
of  these  problems. 

Now  that  reasons  for  the  demonstrations  have  been 
given,  it  may  be  well  to  give  briefly  some  of  the  main 
features  of  how  the  pilot  studies  are  being  conducted. 

These,  like  all  other  health  department  clinics, 
have  lieen  established  in  the  local  health  center  in 
conformity  with  certain  well-established  principles. 
There  is  a plan  prepared  in  w’riting  by  the  local 
health  director  with  assistance  from  local  groups. 
.Although  tailored  to  suit  local  situations,  both  plans 
now  in  operation  carry  out  certain  principles.  In 
general,  tliese  require  approval  by  the  local  medical 
profession  with  assurance  of  their  participation,  the 
understanding  of  representatives  of  the  official  and 
non-official  agencies  that  may  be  involved,  agreement 
on  eligibility  and  administrative  policies,  and  an 
outline  of  the  procedures  to  be  followed.  It  has 
been  the  general  belief  of  the  agencies  involved 
locally  that  it  is  best  to  concentrate  efforts  on  known 
welfare  clients  in  the  beginning.  The  local  health 
director  acts  as  overall  director  of  the  clinic,  local 
physicians  serve  on  a rotating  basis  as  clinicians; 
the  clinic  is  held  in  the  health  center  with  jiublic 
health  nurses,  clerical,  and  other  facilities  of  the 
local  health  center  being  utilized.  The  health  de- 
partment clerk  maintains  the  appointment  register. 
.A  maximum  of  3 new  and  7 old  patients  are  sched- 
uled for  each  clinic  session.  Clinics  are  started  on 
a twice-monthly  basis  and  increased  to  a weekly 
schedule  w'hen  indicated.  Complete  records  are 
maintained  on  each  ])atient.  These  are  designed  for 
transfer  to  punch  cards  for  future  statistical  studies. 
I'his  is  regarded  as  necessary  to  give  definite  data 
on  the  incidence  of  disease,  the  evaluation  of  means 
and  methods  of  treatment,  and  the  cost  of  these 
procedures. 

Only  those  laboratory  studies,  such  as  are  avail- 
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able  in  the  average  physician’s  office,  are  attempted 
in  the  clinic.  Arrangements  are  made  locally  for 
the  purchase  from  nearby  facilities,  such  as  the 
nearest  hospital,  for  x-ray,  laborator}',  electrocardio- 
grams, basal  metabolism  tests  and  other  diagnostic 
procedures  as  may  be  recommended  by  the  clinician. 
Such  services  are  paid  for  at  the  jmevailing  rate  for 
clinic  patients.  The  cost  of  drugs  is  borne  by  the 
local  Welfare  Department.  Patients  are  given  return 
appointments  on  a basis  somewhat  similar  to  any 
good  out-patient  clinic  service.  Referrals  are  made 
to  other  servdces  as  indicated.  This  includes:  Or- 
thojredic.  Rheumatic  Fever,  Maternal  and  Child 
Health,  Tuberculosis,  Rehabilitation,  Seizure  Con- 
trol and  and  other  established  local  or  regional 
clinic  services. 

Patients  may  be  referred  with  the  approval  of  the 
health  director  for  public  health  nursing  supervision 
in  the  home,  when  such  is  indicated,  on  the  same 
basis  as  any  other  public  health  nursing  home  visit 
is  presently  being  made.  The  service  does  not  in- 
clude home  visits  by  the  clinic  physician  or  office 
visits  by  the  patient  to  a physician’s  private  office, 
nor  does  it  include  routine  bedside  nursing  by  a 
public  health  nurse.  Emergency  medical  or  surgical 
conditions  cannot  be  handled  normally  through  the 
general  medical  clinic,  but  an  attempt  is  made  to  use 
this  clinic  as  far  as  is  practicable  to  screen  patients 
before  referring  them  under  state  and  local  and 
similar  hospitalization  programs. 

Reference  has  been  made  to  the  appropriation  of 
$17,500  to  establish  not  less  than  five  clinics  for 
study.  The  sum  of  $17,500  is  not  sufficient  to  op- 
erate three  clinics  even  on  the  most  frugal  budget. 
Each  of  the  two  clinics  in  operation  has  required 
an  addition  of  $7200  annually  to  the  budget  of  the 
local  health  department.  This  provides  for  the 
salary  and  travel  of  one  additional  public  health 
nurse  in  each  location,  payment  of  a reasonable 
honorarium  to  each  local  physician  serving  in  the 


clinic,  and  for  such  essentials  as  the  purchase  of 
necessar}-  laboratory,  x-ray  and  other  diagnostic  aids. 
.\lthough  the  localities  participate  financially  in 
the  operation  of  their  local  health  deijartments,  tb.ey 
understand  that  they  are  not  to  be  asked  to  share 
in  the  cost  of  these  studies  until  their  value  can  be 
demonstrated. 

Several  observations  may  be  made  from  present 
experience,  though  limited.  It  is  believed  that  the 
term  “chronic  disease”  imposes  a psychological  bar- 
rier in  attempting  to  develop  interest  in  the  type 
of  care  proposed.  After  a clinic  has  been  in  opera- 
tion and  those  concerned  recognize  what  is  being 
done,  this  obstacle  apparently  is  diminished.  Per- 
haps the  term  “general  medical  clinic”  has  more 
meaning  to  the  average  person,  including  the  local 
medical  profession.  In  our  experience,  this  type 
of  clinic  has  been  the  most  difficult  of  all  clinics  to 
establish.  This  is  probably  due  to  the  fact  that  it 
involves  more  people  and  more  diversified  interests 
than  any  other  type  of  clinic. 

The  establishment  of  each  of  the  two  demonstra- 
tion clinics  now  in  operation  has  required  a con- 
siderable amount  of  repeated  explanation  locally  to 
secure  the  understanding,  coordination  and  coop- 
eration of  local  physicians,  the  Health  Department, 
Welfare  Department,  Rehabilitation  Service,  Beard 
of  Supervisors,  Board  of  Public  ^^’elfare  and  other 
interested  voluntary  agencies.  Certain  benefits  are 
evident.  The  various  agencies  involved  locally  in 
the  counties  with  the  two  demonstration  clinics  are 
apparently  working  together  with  a greater  under- 
standing of  how  each  may  work  with  and  complement 
the  efforts  of  the  other.  This  by-product  alone  is 
believed  to  be  worth  a great  deal. 

It  is  felt  that  future  reports  may  prove  the  value 
of  this  study. 


Blanton  Building 
Richmond,  Virginia 


Don’t  forget  the  dates  of  the  .Annual  Meeting  of  The  Medical  Society  of  Virginia — 
October  27-30 — at  The  Shoreham,  Washington,  D.C. 
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Problems  of  Our  Senior  Citizens 


T(:DAY,  we  are  meeting  to  discuss  the  problem 
of  our  senior  citizens.  Suddenly,  we  have 
awakened  to  the  realization  that  this  group  consti- 
tutes a challenge  to  society. 

Over  a year  ago,  the  Council  on  Medical  Service 
of  the  -American  Medical  .Association  set  up  a Com- 
mittee on  Geriatrics,  to  concern  themselves  with  this 
area,  hoping  to  stimulate  an  awareness  of  the  mag- 
nitude of  the  problem,  particularly  on  the  part  of 
the  medical  profession.  One  might  wonder  why 
the  committee  which  was  first  activated  under  the 
name  of  Geriatrics  Committee  asked  to  have  its  name 
changed  to  the  Committee  on  .Aging.  Geriatrics  to 
many  ccnnctes  these  who  have  one  foot  in  the  grave, 
while  aging  starts  at  conception  and  continues  on 
until  death.  Therefore,  to  really  tackle  this  ques- 
tion, it  is  necessary  to  start  out  with  the  conception 
that  study,  research  and  action  must  take  into  con- 
sideration the  entire  life  of  an  individual,  includ- 
ing psychological,  mental  and  physical  factors  which 
may  affect  and  accelerate  the  process  of  aging.  The 
Committee  on  -Aging  of  the  .A.M..A.  has  set  its 
sights  with  the  following  objectives  in  mind: 

1.  To  explore  problems  concerned  with  the  med- 
ical, biological,  psychological,  and  social  as- 
pects of  aging; 

2.  To  collect  data  concerning  energ}'  maintenance, 
fatigue  control,  and  the  preservation  of  specific 
motivation ; 

3.  To  promote  research  in  these  areas; 

4.  To  inform  the  medical  profession  of  the  avail- 
ability of  information  regarding  the  aging 
processes ; 

5.  To  stimulate  medical  society  interest  in  the 
problems  of  the  aging;  and 

6.  To  impress  upon  the  practicing  physician  the 
important  role  he  can  play  by  assuming  com- 
munity leadership  to  enrich  the  lives  of  older 
citizens. 


H.  B.  Mulholl.\N'D,  M-D.,  Professor  of  Internal  Medi- 
cine, Assistant  Dean,  and  Chairman  of  the  AM  A Com- 
mittee on  Aging. 

From  the  Department  of  Internal  Medicine,  Universit>' 
of  Virginia  Hospital  and  the  School  of  Medicine,  Univer- 
sity of  Virginia,  Charlottesville,  Virginia. 

Delivered  before  the  Conference  on  Aging  and  Chronic 
Illness,  sponsored  by  The  Medical  Society  of  Virginia  and 
the  Council  on  Health  and  Medical  Care,  Richmond, 
November  8,  1956. 


H.  B.  AIULHOLLAXD,  M.D. 

Charlcttesville,  A’irginia 

The  latest  figures  indicate  that  there  are  now 
14,500,000  people  in  this  countre-  who  are  over  65 
years  of  age.  The  rate  of  increase  in  this  figure 
in  older  people  is  twice  that  of  the  rate  of  increase 
in  the  general  population.  By  1965,  by  present 
estimates,  there  will  be  25,000,000  people  over  65 
in  this  country.  By  1980  40% — 75,000,000  of  our 
population  will  be  over  45,  and  what  a political 
pressure  group  this  can  turn  out  to  be  I Of  the 
75,000,000,  20,000,000  will  have  some  involvement 
of  the  cardiovascular  system,  12,000,000  to  14,000- 
000  will  have  arthritis,  and  20,000,000  some  type 
of  mental  disturbance.  To  take  care  of  the  medical 
needs  of  these  people  will  require  sound  thinking 
and  action  on  the  part  of  the  medical  profession 
and  allied  groups.  Facilities,  such  as  general  hos- 
pitals, convalescent  homes,  nurses  units,  and  chronic 
disease  hospitals,  will  have  to  be  improved,  ex- 
panded and  coordinated.  The  necessarc-  person- 
nel to  develop  this  care  will  also  have  to  be  pro- 
vided in  some  way  or  other.  I will  not  go  into 
this  at  any  length  because  speakers  who  follow  me 
will  further  elucidate  this  facet  of  the  problem. 

The  Committee  on  -Aging  recently  sent  out  a ques- 
tionnaire which  indicated  some  lack  of  concern  on 
the  part  of  state  and  local  medical  societies  on  this 
question.  Only  34  of  48  states  replied,  and  70.8 
per  cent  of  these  34  have  no  committee  in  this  sphere. 
The  county  medical  societies  appeared  in  a little 
better  light,  45  of  84  replying,  stating  that  71.2 
per  cent  had  geriatrics  committees,  ^^’hat  is  the 
importance  of  these  figures?  To  me,  it  seems  ob- 
vious that  the  magnitude  and  seriousness  of  this 
problem  has  not  filtered  down  to  any  extent  to  the 
levels  where  its  recognition  is  of  such  great  im- 
portance. If  those  who  must  deal  directly  with 
many  of  tlie  ravages  which  result  from  the  aging 
process  are  not  yet  concerned,  imagine  the  lack  of 
knowledge  of  the  general  population.  The  oppor- 
tunities in  the  field  of  education  of  the  public  and 
of  the  medical  profession  are  limitless,  .After  all, 
unless  we  do  face  up  to  the  issues  presented  by  this 
group,  their  impact  on  our  social  and  economic 
structure  in  the  near  future  may  well  be  quite  serious. 
Can  we  absorb  the  care  and  support  of  the  majority 
of  this  group?  We  must  strive  to  make  them  self- 
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sustaining,  and  indeed,  often  contributing  not  only 
to  the  support  of  themselves  but  to  others.  What  are 
the  issues  as  we  now  see  them,  the  solution  of  which 
may  serve  to  soften  the  blow,  and  to  incorporate 
this  group  into  our  every  day  life  as  useful  and 
active  citizens? 

We  must  remember  that  modern  life  in  this  coun- 
try makes  little  or  no  provision  for  the  oldster. 
Witness  our  housing  developments  where  there  often 
is  no  room  for  the  grandmother  or  grandfather,  or 
even  the  mother  or  father.  In  other  countries,  China, 
Scandinavia,  Holland  and  England,  an  elderly  per- 
son  is  venerated,  and  the  younger  generation  listens 
to  their  counsel  and  seeks  their  advice.  A few  com- 
munities are  experimenting  with  home-like  facilities 
for  the  aged,  where  surrounded  with  friends  and 
provided  with  active  interest,  they  live  a comfortable 
existence.  I heard  just  the  other  day  that  suicide 
rates  have  been  cut  to  practically  zero  in  several  such 
establishments  which  provide  recreation,  occupational 
therapy  and  companionship,  whereas  the  rates  had 
been  very  high  before  such  units  were  in  use. 

Nutrition.  One  of  our  sad  commentaries  on  our 
American  way  of  life  is  that  many  older  peojile  are 
overweight,  and  it  is  well  known  that  frustrations 
and  worries  lead  to  overeating.  Statistically,  it  is 
quite  evident  that  obesity  leads  to  more  increasing 
morbidity  and  decreases  longevity.  Control  of  weight 
alone  is  one  of  the  methods  of  slowing  down  the 
incidence  of  hypertension,  coronary  disease,  diabetes, 
and  vascular  disease  in  general.  Also,  with  the 
concentrated  interest  in  the  effect  of  lipids  on  the 
progression  of  arterial  changes,  some  progress  may 
be  made  in  diminishing  the  deterioration  of  various 
organs  affected.  There  is  hope  that  our  vessels,  if 
the  practical  results  of  such  research  pans  out,  may 
resemble  those  of  the  Bantus  in  Africa  and  others, 
who,  eating  a low  fat  diet,  are  said  to  have  soft, 
pliable  arteries. 

Exercise.  There  is  good  evidence  that  increased 
blood  cholesterol  which  may  be  one  of  the  factors 
in  accelerating  arterial  disease,  can  be  kept  down 
by  an  appropriate  amount  of  sensible  and  moderate 
exercise.  A balance  between  work  and  play  should 
be  obvious  to  all.  Too  much  rest  can  have  its  mani- 
fest disadvantages. 

Retirement.  Unfortunately,  through  custom  and 
various  pressures,  the  age  of  retirement  has  been 
considered  to  be  somewhere  around  65.  Factors 
which  have  brought  about  this  conception  are  the 
adoption  of  this  arbitrary  ceiling  on  the  basis  of  past 
predictions  in  regard  to  mental  and  physical  capa- 


bilities at  this  age,  a feeling  that  from  65  years  of 
age  on,  both  of  these  factors  must  worsen.  In  the 
light  of  our  present  knowledge,  this  is  certainly  not 
so,  and  indeed,  many,  many  individuals  can  main- 
tain their  full  mental  and  adequate  physical  capacity 
far  beyond  this  point.  Industry,  unions,  and  the 
public  must  be  made  aware  that  the  skills  and 
wisdom  of  such  a group  must  lie  utilized.  There 
should  be  jihysiological,  rather  than  chronological 
retirement.  By  this  I mean  that  those  who  can 
contribute  should  in  some  way  allowed  to  be  con- 
tinued on,  if  even  on  a consultative  basis.  Youth 
must  be  served,  but  not  to  the  neglect  of  the  elderly. 
Preparation  for  retirement  should  be  an  important 
part  of  every  one’s  life,  with  the  development  of 
hobbies  and  new  skills  being  of  paramount  impor- 
tance. 

Health  maintenance.  Health  in  all  of  its 
broadest  aspects  is  so  important  to  those  in  this 
phase  of  life.  Moderation  in  every  aspect  of  living 
is  to  be  sought,  and  the  primary  prevention  of  dis- 
ease states  or,  at  least,  their  slowing  down  should  be 
our  goal.  To  achieve  this,  periodic  health  examina- 
tions are  advocated.  Just  when  these  should  be 
started  and  how  often  they  should  be  done  is  a mat- 
ter of  debate,  but  at  least,  every  man  over  fifty 
should  have  a health  examination  or  a periodic 
check-up  once  a year.  Such  an  examination  should 
use  all  of  the  modern  methods  of  detection  of  early 
symptoms  and  signs  of  disease.  Most  important  of 
the  methods  to  be  used  may  be  that  contributed  by  a 
good  history.  Next,  a thorough  physical  examina- 
tion and  the  necessary  laboratory  tests  and  screening 
procedures.  In  taking  the  history,  it  is  well  to  stress 
environment,  fatigue,  and  various  strains  which  may 
adversely  affect  the  aging  process.  To  be  considered 
also  are  disease  states  exjierienced  in  earlier  life 
which  may  contribute  to  disabilities  of  the  later  years. 

Rehabilitation.  Such  a talk  as  this  would  be 
an  empty  one  indeed  if  it  did  not  mention  rehabili- 
tation. In  areas  where  an  enlightened  medical  pro- 
fession exists,  much  has  been  accomplished  to  put  the 
seemingly  severely  handicapped  oldster  back  to  a 
point  where  he  can  at  least  care  for  himself  and 
often  be  an  economical  asset, rather  than  a liability. 

Mental.  Too  much  stress  cannot  be  laid  on  the 
importance  of  proper  psychological  and  emotional 
adjustment  of  this  group.  -As  mentioned  before,  the 
let-down  of  retirement  in  those  unprepared  may  lead 
to  sudden  and  rapid  physical  deterioration,  plus 
depression.  Death  or  suicide,  loneliness  and  inactiv- 
ity may  exact  their  toll,  if  this  group  is  not  sympa- 
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thetically  handled.  Proper  disposition  too  must  be 
made  of  our  mildly  senile  oldsters,  with  the  utiliza- 
tion of  suitable  nursing  homes  and  other  facilities, 
not  mental  institutions,  for  these  persons. 

In’COMe.  \\'herever  these  individuals  are  capable, 
they  should  have  equal  job  opportunities.  In  a 
recent  group  sur\'eyed,  only  one  out  of  twenty-five 
wanted  to  quit  work.  Various  sources  of  income 
must  be  utilized  to  care  for  those  who  cannot  support 
themselves.  Adequate  pension  plans,  O.A.S.I.,  social 
security,  extension  of  health  insurance,  all  must  play 
a part. 

The  community  must  take  its  full  responsibility 
to  provide  the  many  ser\'ices,  counseling,  welfare, 
home  care,  home  nursing,  and  of  greatest  importance, 
coordination  and  cooperation  to  provide  the  needed 
services.  Above  all,  first  must  be  an  awareness  that 
the  problem  exists  and  that  it  presents  many  features 


that  need  a solution.  Churches,  clubs  and  fraternal 
organizations  may  be  quite  helpful  in  the  planning 
and  implementation  in  this  area. 

The  medical  profession  must  apply  all  of  its  re- 
sources, which  should  include  preventive  medicine, 
medical  care,  rehabilitation,  and  the  social  aspects 
involved.  All  of  us  must  work  together  to  plan  and 
do  something  about  it.  Research  should  be  stimu- 
lated in  all  of  the  various  manifold  aspects  of 
aging.  By  the  cooperative  thinking  and  efforts  of 
all  represented  here  today,  we  should  make  Virginia 
a shining  example  of  what  can  be  accomplished.  Let 
us  call  upon  our  citizens  and  our  State  government 
to  help  us  do  something  about  it. 

School  of  Medicine 
University  of  Virginia 
Charlottesville,  Virginia 


Resembling  Scarlet  Fever 


.\n  apparently  new  disease  with  symptoms  re- 
sembling those  of  scarlet  fever,  but  without  its 
seriousness,  is  reported  by  a Pennsylvania  pedia- 
trician. Thirt}'  cases  were  seen  at  the  State  Hospital 
for  Crippled  Children,  Elizabethtown,  Pa.,  from 
November  4,  1955,  to  .\pril  4,  1956,  Dr.  Mary  D. 
.\mes,  Harrisburg,  Pa.,  said  in  the  American  Medi- 
cal .\ssociation's  (February)  Journal  of  Diseases 
of  Children. 

The  scarlet  fever-like  symptoms  were  fever,  sore 
throat,  and  a generalized,  bright  red  rash.  How- 
ever, no  streptococci,  the  causative  agent  of  scarlet 
fever,  were  isolated  from  the  throats  of  the  patients 
and  there  was  no  scaling  of  the  skin  as  in  scarlet 
fever. 

Dr.  .\mes  pointed  cut  that  it  is  very  imp>ortant 
to  distinguish  between  this  new  disease  and  scarlet 
fever  because  of  the  hardships  that  would  follow 
wrong  diagnosis.  diagnosis  of  scarlet  fever  means 
that  the  patient  must  be  quarantined  for  at  least 
seven  days.  In  Pennsylvania,  other  persons  resid- 
ing on  the  premises  cannot  handle  or  .sell  food,  milk, 
cand)-,  beverages,  or  tobacco.  The  child  loses  time 
at  school  and  the  adults  may  be  cut  off  from  neces- 
sary income. 

The  rash  in  the  new  disease  was  present  over  the 


entire  Ijody,  neck,  and  extremities,  but  was  particu- 
larly marked  on  the  groins  and  the  back  of  the  trunk. 
In  scarlet  fever  the  rash  begins  on  the  neck  and 
later  appears  on  the  trunk  and  groins.  The  rash 
was  also  different  from  the  characteristic  rashes  of 
red  measles,  German  measles,  infectious  mononu- 
cleosis, and  other  known  feverish  eruptions. 

Twenty-three  children  who  were  patients  in  the 
hospital,  two  doctors,  two  nurses,  and  a doctor’s 
wife  and  two  children  were  ill.  The  children  were 
not  remarkably  ill  and  continued  to  be  alert  and 
active,  but  the  adults  were  incapacitated  for  24  to 
48  hours  vith  marked  discomfort  and  weakness. 

The  method  of  spread  and  the  incubation  period 
were  hard  to  determine.  After  the  first  two  cases, 
the  children  were  not  isolated  and  the  cases  were 
rather  spotty  in  the  wards.  Three  times  as  many 
females  as  males  had  it. 

The  onset  was  abrupt  with  fever,  sore  throat,  and 
general  discomfort,  followed  in  12  to  48  hours  by 
the  appearance  of  the  rash.  Nausea  and  vomiting 
occurred  in  17  patients,  abdominal  pain  in  20,  and 
signs  of  an  upper  respiratory  infection  in  four. 
The  average  length  of  illness  was  three  days.  There 
were  no  complications.  The  course  of  the  illness 
was  not  influenced  bv  medication. 
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Rehabilitation  Problems  of  the 
Aging  and  Chronically  111 

CORBETT  REEDY 
Charlottesville,  Virginia 


IX  1941  the  X'ational  Council  on  Rehabilitation 
adopted  a definition  of  rehabilitation  which  has 
become  practically  standard  in  its  acceptance — 
namely,  that  “rehabilitation  is  a process  which  re- 
stores the  disabled  person  to  the  fullest  state  of  use- 
fulness of  which  he  is  capable,  physically,  emo- 
tionally, socially,  vocationally  and  economically.” 
\Miile  this  appears  to  be  more  a statement  of  goals 
than  a definition  it  does  emphasize  the  breadth  of 
our  concept  of  the  rehabilitation  process  itself  and 
also  the  scope  of  problems  that  must  receive  our 
attention  in  developing  programs  of  rehabilitation. 

In  the  latter  part  of  the  same  decade,  a former 
^’irginian,  Colonel  John  Smith,  who  for  many  years 
was  the  Director  of  the  Institute  for  the  Crippled  and 
Disabled  in  X^ew  York,  and  who  is  regarded  by  many 
as  the  “father”  of  our  modern  concept  of  total  re- 
habilitation, defined  rehabilitation  as  “a  composite 
science,”  combining  the  following  factors:  “medi- 
cine in  all  of  its  specialties,  including  physical  medi- 
cine and  its  corollaries,  physical  and  occupational 
therapy;  psychiatry;  mental  hygiene;  clinical  psy- 
chology and  prosthetics.  The  new  science  also  in- 
cludes family  case  work,  psychiatric  and  medical 
social  work,  recreation  and  social  group  work.  On 
the  educational  and  vocational  levels  it  takes  in 
vocational  and  academic  guidance  and  training,  job 
training  in  industry,  sheltered  workshop  employ- 
ment, and  job  placement.” 

From  the  above  we  can  see  that  rehabilitation 
encompasses  the  broad  span  of  human  problems  and 
that,  in  its  most  effective  state,  it  enlists  the  par- 
ticipation of  a wide  range  of  professional  skills  and 
community  services. 

The  chronic  patient  and  the  aged  person  both 
present  a complex  set  of  problems.  Disability,  es- 
pecially after  work  age  is  attained,  produces  disas- 
trous results  both  for  the  individual  and  for  society. 
For  the  individual  it  may  mean  the  loss  of  a job, 

Corbett  Reedy,  Regional  Representative  Offiee  of  Vo- 
cational Rehabilitation,  Department  of  Health,  Education 
and  Welfare. 

Delivered  before  the  Con'^erence  on  Aging  and  Chronic 
Illness,  sponsored  by  The  Medical  Society  of  Virginia  and 
the  Council  on  Health  and  Medical  Care,  Richmond, 
November  8,  1956. 


loss  of  social  competence  and  social  acceptance,  loss 
of  opportunity,  or  even  the  loss  of  personal  dignity, 
self  respect,  and  integrity.  For  society  it  means  not 
only  the  loss  of  individual  productivity  but  assump- 
tion by  someone  of  the  care  of  a dependent  person. 

In  their  book  entitled  “X"ew  Hope  for  the  Handi- 
capped,” Dr.  Howard  Rusk  and  Eugene  Taylor  state 
that  by  1980,  if  present  trends  continue,  each  em- 
ployed person  in  the  United  States  will  be  sup- 
porting one  aged  or  chronically  disabled  person  in 
dependency.  If  this  prediction  is  even  remotely 
realistic,  then  we  are  considering  here  a jiroblem 
of  vital  significance  to  all  citizens. 

As  applied  to  the  disabled  segment  of  our  adult 
population,  the  rehabilitation  problems  of  the  chron- 
ically ill  and  aging  may  be  grouped  into  three  major 
areas: 

( 1 ) Problem  of  employment.  I mention  this  one 
first  since  in  its  solution  there  lies  a partial  solution 
to  the  remaining  two.  The  projx)rtion  of  men  65 
years  and  over  in  the  labor  force  has  been  declining 
steadily  since  1900,  now  being  less  than  40%.  This 
is  an  alarming  reduction  from  the  68%  employed 
in  1890.  With  an  increase  in  life  expectancy,  a 
longer  period  of  retirement  can  be  expected. 

Government  estimates  of  what  it  costs  an  elderly 
couple  to  maintain  a “modest  but  adequate”  level 
of  living  now  is  put  at  $2,500  annually.  Yet  less 
than  forty  |)er  cent  of  such  families  now  have  a cash 
income  of  $1,500  or  over  j>er  year. 

Despite  the  exemplary  work  records  of  handi- 
capped and  older  workers,  as  compared  to  younger 
able-l)odied  workers,  in  productivity,  turnover,  and 
absenteeism,  it  still  remains  a major  problem  to  find 
employment  after  the  50-year  mark  is  reached  or 
for  the  chronically  disabled  at  any  age.  It  seems 
wholly  unrealistic  that  we  should  still  cling  to  the 
traditional,  ancient  economic  policy  of  retirement  at 
age  65  when  the  life  span  and  productive  capacity  of 
the  worker  have  been  so  greatly  extended.  It  is 
equally  indefensible  that  many,  if  not  all,  of  the 
familiar  roadblocks  to  employment  of  the  disabled 
should  still  be  with  us  in  the  face  of  modern  ex- 
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perience  in  industrial  medicine,  safety  programs, 
and  the  proven  reliability  of  such  workers. 

(2)  Our  second  major  problem  area  is  the  main- 
tenance of  physical  fitness  and  health.  Stated  an- 
other way,  it  is  the  problem  of  securing  the  benefits 
of  modern  rehabilitative  medicine  for  the  reduction 
or  removal  of  disability.  If  we  could  but  put  them 
to  use,  we  now  have  the  “know  how”  to  rehabilitate 
a ver\'  sizeable  percentage  of  our  aged  and  chron- 
ically disabled  to  the  point  that  they  are  again 
capable  of  satisfactory  employment.  “From  bed  to 
job”  is  no  longer  an  empty  slogan,  when  modern 
medical  skills  and  facilities  and  the  other  supportive 
services  required  are  employed  in  a functioning  team 
effort.  An  even  larger  per  cent  of  such  persons 
would  respond  to  treatment  having  no  higher  goal 
than  the  restoration  of  self  care  and  physical  inde- 
pendence. 

The  chronically  disabled  may  need  corrective  sur- 
gery, medication  to  control  disability,  or  a continu- 
ous program  of  health  supervision.  In  addition  he 
may  need  to  be  retrained  to  walk  and  travel,  to  care 
for  his  daily  needs,  to  use  normal  methods  of  trans- 
portation, to  use  ordinary  toilet  facilities,  to  apply 
and  remove  his  own  prosthetic  devices,  and  to  com- 
municate either  orally  or  in  writing.  These  are 
such  simple  things  that  they  are  often  overlooked; 
but  the  personal,  vocational  and  social  success  of  the 
handicapped  person  is  dependent  on  them. 

When  we  consider  that  today  no  more  than  one 
out  of  ten,  who  is  in  need  of  and  could  profit  by 
such  efforts  for  restoration  of  physical  competency, 
can  be  helped,  we  can  realize  how  great  is  the  gap 
between  resources  available  and  the  job  to  be  done. 

(3)  The  third  major  problem  is  in  the  area  of 
social  adjustment.  In  an  address  some  years  ago. 
Dr.  Guy  Fisher,  former  president  of  the  State  medi- 
cal society,  remarked  that  “in  every  community, 
there  are  disabled  and  aged  persons  relegated  to  the 
back  rooms  of  their  homes  for  whom  even  normal 
social  life  and  family  participation  is  denied.”  We 
live  in  a society  that  respects  only  the  productive. 
The  ending  of  ability  to  do  gainful  work  is  for 
most,  a tragedy;  it  symbolizes  the  end  of  independ- 
ence and  purpose  in  life.  To  the  extent  that  we  can, 
through  rehabilitative  measures,  restore  the  ability 
to  live  purposefully  and  constructively,  do  we  create 
the  likelihood  of  happy  social  adjustment. 

Success  achieved  in  the  rehabilitation  of  the  dis- 
abled under  the  State-Federal  program  of  vocational 
rehabilitation  attests  to  the  practicality  of  rehabili- 
tation. Persons  with  substantial  job  handicaps  ])e- 


cause  of  physical  or  mental  impairment  and  who 
have  a reasonable  chance  of  becoming  employable, 
are  being  served  in  steadily  increasing  numbers  in 
these  state  administered  programs. 

Of  the  2,252  persons  rehabilitated  in  Virginia  in 
1955-56  fiscal  year  through  this  program,  24%  were 
over  45  years  of  age.  14%  were  over  55  years  of 
age.  The  average  cost  of  rehabilitation  per  case  was 
$480.  The  average  earnings  after  rehabilitation 
were  at  the  annual  rate  of  $1,750.  Only  19%  of 
those  rehabilitated  were  living  on  their  own  income 
or  earnings  at  the  time  rehabilitation  was  under- 
taken. Diseases  were  specified  as  the  cause  of  dis- 
ability of  57%.  Twenty-nine  per  cent  were  disabled 
from  accidents  and  14%  were  born  with  their  handi- 
caps. These  figures  are  secured  by  projecting  na- 
tional experience  to  the  state  group. 

These  experiences  indicate  that  if  resources  were 
available — facilities,  specialized  personnel,  and 
funds — we  could  reclaim  to  usefulness  and  produc- 
tivity a truly  sizeable  number  of  the  aging  and  the 
chronically  ill  through  appropriate  rehabilitation 
measures. 

Either  advanced  age  or  chronic  disability  present 
obstacles  to  the  achievement  of  personal  competence 
and  security  that  are  quite  formidable.  In  combina- 
tion, the  handicap  is  compounded.  The  absence  of 
opportunity  for  rehabilitation  is  for  many  a crown- 
ing blow. 

A few  years  ago  Lord  Beveridge  of  England  ad- 
vanced the  revolutionary  idea  that  “want”  is  a need- 
less scandal,  that  a community  could  eliminate  want 
if  it  chose  to  do  so.  While  we  are  not  proponents 
of  any  scheme  for  “cradle  to  the  grave”  security,  we 
must  view  such  programs  as  categorical  public  as- 
sistance to  the  disabled  and  disabled  benefits  pay- 
ments under  our  national  Social  Security  system  as 
a recognition  of  society’s  responsibility  for  those  who 
are  unable  to  engage  in  any  substantial  gainful  ac- 
tivity. As  we  advance  (or  retreat,  depending  on 
your  viewpoint)  toward  greater  security  for  all  citi- 
zens against  the  problems  of  old  age  and  chronic 
illness,  we  must  not  accept  any  form  of  disability 
payments  as  a substitute  for  rehabilitation.  Income 
maintenance  through  individual  industry  and  effort 
is  the  traditional  American  way  to  personal  security. 

The  challenge  to  action  is  very  appropriately  sum- 
marized in  the  closing  paragraph  of  the  Report  of 
the  Task  Force  on  the  Handicapped,  of  which  Dr. 
Theodore  Klump,  President  of  Winthrop  Steams, 
Inc.,  was  chairman.  We  quote,  “We  have  arrived, 
then,  at  a place  in  which  the  opportunity  for  vast 
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expansion  of  our  capabilities  in  dealing  with  the 
problems  of  disability  calls  for  a declaration  of  our 
intentions,  some  decisions  and  action.  This  progress 
(that  we  have  made)  is  not  in  itself  an  answer — not 
when  we  remember  that  the  scope  of  the  present  work 
is  still  so  limited  that  we  are  not  even  beginning 
to  keep  abreast  of  the  workload  among  the  newly 
disabled — that  we  are,  in  fact,  accumulating  more 
backlog.  Yet  we  should  recognize  that  we  are  now 
in  a position  where  we  may,  with  confidence,  under- 
take a major  program  for  transforming  large  num- 
bers of  disabled  Americans,  now  non-productive  and 
often  publicly  supported,  into  active,  working,  pro- 
ductive, tax-paying  citizens.  The  technical  skills, 
the  program  know-how  and  the  impetus  of  an  ex- 
panding field  are  there,  if  we  elect  to  use  them.” 

Writing  in  the  Journal  of  Rehabilitation,  Miss 
Belle  Greve,  Director  of  Health  and  Welfare  services 
for  the  City  of  Cleveland,  stated:  “Rehabilitation, 
to  be  successful,  must  have  three  dynamic  parts: 
First,  the  individual  himself  and  his  own  desire 
to  overcome,  to  develop,  to  participate;  second,  the 
ready  availability  of  all  the  special  services  which 
have  been  found  necessar}^ — either  singly  or  as  a 
team^ — for  rehabilitation;  third,  that  attitude  of  the 
general  public  which  sees  the  individual  before  the 
disability — sees  his  capacities  as  clearly  as  his  limi- 
tations— and  is  willing  to  offer  employment  as  well 


as  normal  community  social  life.” 

We  are  embarked  on  a great  national  effort  to 
extend  and  improve  rehabilitation  programs  and 
services  so  that  we  can  exploit  to  the  fullest  “the 
rehabilitation  way”  in  solving  the  problem  of  disa- 
bility. This  expansion  manifests  itself  nationally 
in  the  enactment  in  1954  of  new,  broader  rehabilita- 
tion legislation,  and  a stronger  base  of  support  to 
states  and  communities  in  their  efforts  to  rehabilitate 
greater  numbers  of  the  disabled.  Locally  it  has 
meant  a new  awakening  to  the  problem  of  disability 
among  us,  and  of  the  community  responsibility  for 
finding  an  answer  to  this  problem. 

While  we  may  rightfully  expect  leadership  from 
our  State  and  Federal  agencies  in  stimulating  interest 
in  the  whole  rehabilitation  problem,  it  is  in  the 
attitude  of  our  physicians,  hospitals,  employers,  com- 
munity agencies,  and  interested  citizens  that  the  real 
answer  lies. 

To  create  the  means  whereby  disabled  persons  who 
desire  to  work  may  be  given  the  opportunity,  and 
whereby  those  capable  only  of  self  care  and  physical 
independence  may  have  opportunity  for  such  achieve- 
ment— these  are  our  mutual  goals. 


700  East  Jefferson  Street 
Charlottesville,  Virginia 


Doctor  Works  Sixty  Hours  a Week 


“For  every  eight  hours  the  typical  American 
works,  the  typical  physician  devotes  twelve  hours  to 
the  practice  of  medicine.”  So  reports  Medical  Eco- 
nomics in  an  article  appearing  in  its  February  issue. 
The  magazine  bases  its  reports  on  its  8th  Quadren- 
nial Survey  of  the  doctor’s  economic  status. 

“Whether  the  doctor  practices  alone,  in  partner- 
ship, or  in  a group,  his  working  hours  are  about  the 
.same,”  Medical  Economics  finds.  “Nor  do  they  vary 
much  by  income,  region,  or  years  in  practice. 

“But  working  hours  do  vary  according  to  field 


of  practice,  size  of  community,  and  number  of  pa- 
tients seen  daily.”  “For  example,  the  typical  G.P. 
puts  in  about  an  hour  more  a day  than  the  typical 
specialist.” 

Dermatologists  generally  work  the  shortest  medi- 
cal week:  some  forty-two  hours — the  magazine  re- 
ports. Neurosurgeons,  on  the  other  hand,  generally 
put  in  the  longest  week : sixty-six  hours. 

Typical  general  surgeons,  internists,  pediatricians, 
and  general  practitioners,  according  to  Medical  Eco- 
nomics, work  sixty  hours  a week. 
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Are  Salmonella  Infections  in  Western  Virginia 
On  An  Increase? 


K.  F.  MENK,  M.D. 

FRANCES  SWECKER,  MT.  (ASCP) 
Staunton,  Virginia 


IN  THfi  PAST  twelve  months,  1956,  there  has 
been  a marked  increase  in  the  numl^er  of  Sal- 
monella infections  detected  by  the  Laboratorv-  of 
Kings'  Daughters’  Hospital,  Staunton,  Virginia. 
This  report  is  made  to  draw  attention  to  their 
increasing  occurence  and  to  new  factors  now  operat- 
ing that  may  be  responsible  for  their  apparent  ris- 
ing incidence.  A review  of  the  annual  reports  of 
the  State  of  Virginia  show  that  in  1953  there  were 
fifty-four  cases  of  typhoid  fever  in  Virginia  and 
in  Augusta  County  three  cases  of  Salmonella  infec- 
tion and  no  cases  of  typhoid  fever.  In  1954  there 
were  seventy  cases  of  typhoid  fever  in  Virginia  and 
in  Augusta  County  there  was  one  case  of  Salmonel- 
losis and  no  cases  of  t^^rhoid  fever. 

In  the  past  twelve  months  in  Kings’  Daughters’ 
Hospital  laboratory,  located  in  Augusta  County,  there 
have  been  identified  bacteriologically  three  cases  of 
Salmonella  typhosa  and  four  cases  of  Salmonella 
schottmuelleri  and  one  case  of  Salmonella  enteri- 
tidis  infection.  These  represent  more  cases  than 
have  ever  been  found  before  by  the  laboratory.  The 
accompanying  chart  shows  the  date,  age,  sex,  source 
of  culture  and  sensitivity  of  the  organism. 

Of  interest  is  the  fact  that  two  of  these  cases 
occurred  in  people  after  their  return  from  an  over- 
seas journey.  The  case  of  t\phoid  fever  occurred 
in  a man  after  a South  American  trip.  The  case 
of  Salmonella  enteritidis  associated  with  Shigella 
flexneri  occurred  in  a lady  after  a trip  to  the  Near 
East.  These  two  cases  point  up  the  necessity  of 
increased  care  on  the  part  of  our  traveling  Ameri- 
cans to  prevent  enteric  infections. 

A possible  explanation  for  the  increased  number 
of  enteric  infection  was  a reduction  in  the  amount 


of  water  available  for  springs  and  wells,  but  in- 
formation obtained  shows  no  marked  decrease  in 
surface  water  for  the  area. 


Date 

Age 

Ssx 

Source  of 
Culture 

Micro-Organism 

Dec.,  1955 

2 

.M 

Stool 

S.  schottmuelleri* 

Apr.,  19.56 

63 

V 

Blood 

S.  typhosa* 

.June,  1956 

51 

F 

Stool 

S.  schottmuelleri 

June,  1956 

51 

M 

Stool 

S.  schottmuelleri 

Aug.,  1956 

56 

F 

Blood 

S.  typhosa* 

Sei)t.,  19,56 

45 

M 

Blood 

S.  schottmuelleri* 

Oct.,  1956 

9 

F 

Stool 

S.  typhosa* 

Oct.,  1956 

46 

F 

Stool 

S.  enteritidis* 

*S3nsitive  to  chloramphenicol  a.nd  nitrofurantoin. 


Early  in  the  year  one  of  our  technicians  was  able 
to  attend  the  excellent  course  on  Enteric  Infections 
sponsored  by  the  State  Health  Department  in  Rich- 
mond. Her  increased  interest  and  ability  in  finding 
this  type  of  disease  must  be  considered  in  discussing 
the  increased  incidence. 

Recause  of  the  unnecessary  illness  on  the  part 
of  eight  people  in  our  locality,  it  is  suggested  that 
people  traveling  to  foreign  lands  take  increased  pre- 
cautions, and  that  our  water  supplies  be  more  ade- 
quately checked  than  they  have  in  the  past. 


King's  Daughters’  Hospital 
Staunton,  Virginia. 
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I Clinicopathological  Conferences 

Of  The  Medical  College  of  Virginia  Hospital 

Prepared  and  Edited  by 

GORDON  HENNIGAR,  M.D. 
S.  H.  CHOY,  M.D. 

WILLIAM  R.  KAY,  M.D. 
Richmond,  Virginia 


Case  #195  {A-8426) 

FIFTY-SEVEN  YEAR  OLD  white  male 
executive  was  admitted  to  M.  C.  V.  Hospital 
at  8:00  A.iM.  on  February  20th.  He  and  his  wife 
had  left  their  Pennsylvania  home  the  previous  day 
on  a trip  to  Florida.  The  patient  drove  all  day  and 
complained  of  being  tired  and  dizzy  when  they 
stopped  for  the  night  at  a motel  near  Richmond. 
During  the  early  part  of  the  night  the  patient  seemed 
uncomfortable  with  a great  deal  of  moaning  and 
groaning  and  during  this  period  he  had  three  black 
stools.  At  about  3:30  A.M.  he  vomited  approxi- 
mately one  cup  of  bright  red  blood,  ajjpeared  dis- 
oriented, and  fell  to  the  flocr  in  a semi-stuporous 
state.  A short  time  later  he  was  seen  l)y  a ])hysician 
and  immediately  sent  to  the  hospital. 

The  patient’s  wife  related  that  apjoroximately  ten 
years  earlier  the  patient  had  been  found  to  have 
“stomach  ulcers”  by  x-ray.  He  had  never  been  a 
hearty  eater  and  in  previous  years  had  been  a rather 
heavy  drinker.  In  the  past  six  months  he  had 
been  under  a doctor's  care  because  of  shortness  of 
breath,  a chronic  non-productive  cough,  and  mild 
ankle  edema.  He  had  not  had  any  sj)ecilic  G-I  symp- 
toms recently.  The  wife  frequently  noted  blood  on 
the  patient’s  pillow  in  the  morning  In  addition  he 
was  subject  to  frequent  headaches  and  nocturia  of 
indefinite  degree  and  duration.  He  was  a heavy 
smoker. 

The  j)atient’s  mother  had  died  with  tuljerculosis. 
One  brother  had  died  with  a heart  attack  six  months 
earlier.  The  father  and  five  siblings  were  living 
and  well.  The  family  history  was  otherwise  negative. 

Physical  Examination : Temperature  99.8.  Pul.se 
116.  Respirations  24.  Blood  pressure  140/80.  The 
patient  appeared  well  developed  and  well  nourished, 
but  was  disoriented  and  combative.  The  sclerae  were 
icteric  and  there  were  numerous  spider  angiomata 
on  the  upper  thorax.  Pupils  were  dilated,  but  re- 
acted to  light.  The  fundi  were  normal.  The  mouth 


and  throat  could  not  be  adequately  examined,  and 
there  was  blocd  in  both  nares.  The  neck  veins  were 
full.  The  che.st  was  symmetrical  with  normal  pec- 
toral hair.  The  lungs  were  clear  and  the  heart 
was  not  remarkalde.  The  al)domen  was  moderately 
obese  and  the  liver  was  pali)able  with  the  left  lobe 
“much  larger  than  the  right”.  The  spleen  was  not 
felt  and  ascites  was  not  demonstrated.  Rectal  ex- 
amination was  not  done.  The  buttocks  were  covered 
with  tarry  black  feces.  The  reflexes  were  intact 
as  well  as  could  be  determined  in  a constantly 
moving  patient. 

Laboratory  Data:  Hemoglobin  10.4  grams,  WBC 
10,800,  polys.  93,  lymphs.  7.  The  urine  was  acid 
with  a specific  gravity  of  1.020  and  was  negative 
for  albumin,  sugar  and  acetone  with  a few  WBC/ 
hpf.  BUN  38  mgm.^.  Prothrombin  time  27  sec- 
onds, control  13  seconds,  concentration  18%.  Serum 
bilirubin  1.4  mgm.%  direct,  3.4  mgm.%  total.  Serum 
protein  6.0  grams  %,  albumin  1.9  grams  and 
globulin  4.1  grams  %.  Serology  negative. 

At  4:00  P.  IM.  on  the  day  of  admission,  after 
1,000  CCS.  of  whole  blood,  the  hemoglobin  was  11.3 
grams  %,  hematocrit  32%,  RBC  3,  160,000,  IMCV 
100,  MCH  35,  MCHC  35.  Cephalin  flocculation 
4%.  BSP  35%.  Blood  sugar  and  electrolytes  essen- 
tially normal.  The  following  day  the  blood  indices 
were  MCV  89,  MCH  31,  MCHC  36. 

Therapy  initially  consisted  of  multiple  transfu- 
sions, intravenous  fluids,  intravenous  Vitamin  Ki, 
intramuscular  paraldehyde  for  sedation,  streptomy- 
cin, and  penicillin.  The  ])atient  Ijecame  more  stu- 
porous and  developed  res]:>iratory  difficulty.  A 
tracheotomy  was  done  to  maintain  an  airway  and 
Cedilanid  was  administered.  The  following  day 
chest  x-ray  revealed  massive  atelectasis  of  the  left 
lung  and  bronchoscopy  was  carried  out.  A small 
amount  of  pus  was  found  in  the  left  main  bronchus, 
but  the  obstruction  was  thought  due  to  swollen  ede- 
matous bronchi.  Intravenous  Achromycin  was  be- 
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gun.  The  urine  output  was  satisfactory,  and  the 
prothrombin  concentration  had  risen  to  33%. 

By  February  24th  the  patient  had  improved  con- 
siderably. He  was  conscious  and  fairly  alert  and 
recognized  members  of  his  family.  However,  on 
February  27th  he  began  to  bleed  again  with  vomit- 
ing of  blood  and  passing  grossly  bloody  stools.  He 
again  lapsed  into  coma  and  went  steadily  downhill 
and  expired  on  February  28th.  On  the  day  of  his 
death  his  hemoglobin  had  dropped  to  7.8  grams  and 
his  prothrombin  concentration  was  10%.  A repeat 
x-ray  on  February  27th  showed  elevation  of  the  left 
diaphragm  and  probable  lower  lobe  atelectasis. 

CLINICAL  DISCUSSION 

Dr.  John  Edg.ar  Stevens*:  A fifty-seven  year 
old  white  male  executive,  en  route  to  Florida,  was 
admitted  to  this  hospital  in  the  early  morning  of 
February  20,  having  vomited  one  cup  of  bright  red 
blood  and  having  had  three  black  tarr}'  st(x>ls  dur- 
ing the  8 to  10  hours  prior  to  admission. 

It  is  significant  that  he  was  well  enough  to  drive 
approximately  300  miles  the  day  before,  so  his 
complaint  of  fatigue  and  dizziness  after  such  a trip 
would  not  have  been  unusual  except  for  the  events 
that  followed.  There  was  moaning,  groaning,  and 
discomfort  in  the  early  evening,  and  it  was  then 
the  tarry  stools  were  passed.  The  aljdominal  pain 
and  cramps  that  may  accompany  active  gastroin- 
testinal bleeding  are  well  known.  The  disorienta- 
tion and  semi-stuporous  state  that  followed  within 
a few  hours,  along  with  hematemesis  is  mt  typical 
of  hemorrhage  alone.  It  suggests  an  impairment 
of  the  central  nervous  system,  and  the  probable 
relation  between  the  two  can  become  involved. 

Before  going  further  into  the  protocol,  one  is 
reminded  of  several  articles  in  recent  years  that 
showed  a crucial  link  between  cortical  lesions  or 
stimuli  and  the  stress  they  exerted  on  the  upper 
gastrointestinal  tract  producing  ulcerative  lesions. 
In  some  cases  reported  by  Dr.  Loyal  Davis  at  North- 
western University,  there  was  abrupt  hematemesis 
in  a patient  too  ill  to  com])lain,  followed  by  gas- 
trointestinal bleeding  and  death.  While  his  cases 
were  postoperative  neurosurgical  patients,  other 
authors  showed  that  various  brain  tumors  and  neu- 
rologic disorders  could  react  in  the  same  manner, 
presumably  by  stimuli  mediated  through  the  hyj)0- 
thalamus  and  vagal  nuclei. 

If  we  approach  our  particular  problem  here  from 
this  angle,  we  w'ould  have  to  assume  that  a central 
nervous  system  disease  or  tumor  accounted  for  the 
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unusual  behavior  and  the  stress  of  a long  trip  sud- 
denly brought  forth  this  episode  of  severe  gastroin- 
testinal hemorrhage. 

This  premise  becomes  more  suggestive  of  a pos- 
sible CNS  lesion  wdien  we  learn  that  he  was  subject 
to  frequent  headaches  and  that  blood  had  been  noted 
on  his  pillow  some  mornings  by  his  wife.  One 
wonders  if  he  had  convulsive  seizures  with  tongue 
biting  because  of  a brain  tumor  that  had  until  now 
gone  undiscovered.  Despite  its  possibilities,  I am 
discounting  this  approach.  The  reasons  are:  his 
ocular  fundi  were  normal;  the  pupils,  while  dilated 
bilaterally,  reacted  to  light;  and  refle.xes  were  intact 
as  well  as  could  be  determined  “in  a constantly 
moving  patient’’. 

Two  features  of  his  past  gastrointestinal  history 
are  significant.  One,  he  had  had  x-ray  evidence 
of  peptic  ulcer  ten  years  previously,  and  two,  he 
had  been  a heavy  user  of  alcohol  in  past  years  and 
never  was  a hearty  eater.  However,  he  had  not 
complained  of  any  gastrointestinal  symptoms  re- 
cently. 

Portal  cirrhosis  in  this  patient  w'as  suggested  by 
the  poor  dietary  and  alcohol  history  and  apparently 
substantiated  by  the  physical  examination  and  the 
laboratory  studies.  Spider  angiomata  which  were 
present  on  his  tliorax  are  not  seen,  as  far  as  I know, 
in  any  disease  except  cirrhosis.  Jaundice,  which 
was  evident  in  his  sclerae,  is  a ]X)or  prognostic  sign 
of  cirrhosis  even  without  ascites. 

The  laboratory  data  lists  the  prothrombin  concen- 
tration as  18%-,  a level  that  denotes  profound  hepa- 
tocellular damage,  and  would  be  in  a range  where 
hemorrhagic  tendencies  should  be  expected.  Thus, 
the  blood  on  the  pillow  may  have  come  from  nasal 
or  mouth  bleeding  while  at  rest.  The  serum  bili- 
rubin showed  a total  of  3.4  mgm.%  and  the  variance 
in  the  direct  and  indirect  fractions  are  probably  of 
little  significance  in  this  instance.  The  serum  pro- 
teins, while  a good  total  of  6.0  grams  per  cent, 
showed  a complete  reversal  of  the  albumin  and 
globulin  ratio.  Such  a reversal  with  hyperglobu- 
linemia  of  4.1  grams  per  cent  is  seen  in  cirrhosis, 
and  also  most  chronic  infectious  diseases  and  col- 
lagen diseases.  The  four  plus  cephalin  flocculation 
test  fits  with  the  increased  serum  globulin  as  further 
evidence  of  active  hepatocellular  damage,  as  does 
the  35%  retention  of  brornsulphaphthalein  dye  in 
the  blood. 

With  these  findings,  one  would  have  to  accept  a 
diagnosis  of  portal  cirrhosis  of  the  liver,  and  use 
this  as  a basis  to  explain  other  findings. 
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The  insidious  onset  of  cirrhosis  being  below  clin- 
ical recognition  for  years  is  well  known.  It  is 
unusual  for  a patient  to  have  had  this  disease  so 
long  that  spider  angiomata  and  jaundice  develop 
w'ithout  having  more  subjective  gastrointestinal 
complaints,  or  cerebral  disturbances  such  as  rest- 
lessness, confusion,  etc. 

Often,  as  in  this  patient,  a sudden  massive  gas- 
trointestinal hemorrhage  brings  a disease  that  has 
been  relatively  asymptomatic  to  attention,  but  un- 
fortunately, a train  of  events  has  begun  that  too 
often  ends  fatally.  One-third  of  cirrhotics  have 
upper  gastrointestinal  bleeding  as  a fatal  compli- 
cation, while  the  other  two-thirds  die  of  progressive 
disease  of  the  liver. 

While  peptic  ulcer  has  been  an  associated  disease 
in  cirrhosis  and  could  account  for  this  bleeding, 
especially  since  he  had  proof  of  such  ulcers  ten 
years  before,  esophageal  varices  are  statistically 
more  common  as  a cause  for  hematemesis  in  cir- 
rhosis. Dr.  Higgins,  on  our  staff,  in  1947  reported 
115  patients  with  varices,  of  whom  50%  died  from 
hemorrhage. 

Portal  hypertension  produces  collateral  circula- 
tion at  the  cardiac  end  of  the  stomach  where  a plexus 
of  veins  serves  as  an  anastomosis  between  the  portal 
and  superior  caval  venous  systems.  The  veins  of 
the  lower  esophagus  enter  into  the  azygos  vein  and 
so  into  the  superior  vena  cava.  Evidence  that  this 
was  occurring  is  given  by  the  note  that  the  neck 
veins  were  distended.  This  suggests  that  a right- 
sided heart  failure  w'as  occurring,  for  we  are  told 
“the  lungs  were  clear  and  the  heart  not  remark- 
able”. Under  greatly  increased  pressure  these  dilated 
esophageal  veins  had  a rupture  and  most  probably 
were  the  source  of  the  bleeding,  rather  than  a peptic 
ulcer. 

The  size  of  the  liver  is  a variable  thing  in  cir- 
rhosis. We  are  taught  that  the  size  of  the  organ 
decreases  because  of  the  fibrosis  which  is  one  of 
the  distinguishing  pathologic  features  of  the  dis- 
ease. However,  clinically,  there  is  nothing  charac- 
teristic about  the  size.  It  varies  widely  from  800 
or  900  grams  to  as  much  as  3 to  4,000  grams.  Fat 
deposits  in  the  organ  account  chiefly  for  the  differ- 
ence in  size.  Snell  and  others  have  noted  that  a 
normal  sized  liver  may  be  noted  throughout  an  entire 
period  of  observation,  while  Patex,  McNee,  Rolles- 
ton,  and  others  describe  livers  in  cirrhosis  “more 
often  enlarged  than  diminished  in  size.” 

Here  there  is  a palpable  liver  with  a “left  lobe 
much  larger  than  the  right”. 


A malignant  tumor  of  the  liver  should  always  be 
considered  when  hepatomegaly  is  found,  and  es- 
pecially when  one  lobe  is  found  larger  than  the 
other.  Most  often  the  right  lobe  is  enlarged  in 
primary  carcinoma,  although  when  there  is  more 
than  one  site  the  surface  is  irregular  and  hard. 

While  j)rimary  malignancy  of  the  liver  is  not 
common,  metastatic  malignancies  are  prone  to  occur 
in  this  organ.  On  the  other  hand,  metastatic  lesions 
are  of  a longer  course  and  pain,  fever,  and  ascites 
are  common.  Cirrhosis  is  not  common  as  an  asso- 
ciated disease  in  metastatic  malignancy,  whereas  it 
occurs  in  2/3  of  those  proven  to  have  a primary 
malignancy  of  this  organ.  Stated  another  way,  ap- 
proximately 5%  of  all  cases  of  cirrhosis  will  have 
a primary  carcinoma  associated. 

There  are  two  main  types: 

1.  Hepatomas : from  the  polygonal  cells.  These 

invade  blood  vessels  and  spread 
throughout  the  organ  or  outside  to 
regional  lymph  nodes  and  lungs. 

2,  Cholangiomas : arise  from  the  epithelium  of 

small  bile  ducts. 

Malignancy  of  the  liver  should  be  suspected  when 
there  is  weight  loss,  pain,  and  weakness.  Otherwise, 
the  symptoms  are  those  of  cirrhosis  with  which  it 
may  be  associated. 

Our  patient,  as  far  as  we  know,  had  no  previous 
weight  loss,  fever,  pain,  or  e.xcessive  weakness.  So, 
we  have  only  the  hepatomegaly  and  the  enlarged  left 
lobe  of  his  liver  to  make  us  think  of  the  possibility 
of  malignancy. 

Other  causes  for  liver  enlargement  are  benign 
tumors  which  are  rare,  but  these  too  are  associated 
with  previous  inflammatory  diseases  such  as  cir- 
rhosis. One  that  particularly  affects  the  left  lobe 
is  a hemangioma.  Parasitic  cysts  such  as  the 
echinococcal  cyst  are  chiefly  in  the  right  lobe  of  the 
liver  and  rarely  present  much  evidence  of  liver 
impairment.  Simple  non-parasitic  cysts  have  much 
the  same  clinical  characteristics. 

The  behavior  of  this  patient  was  alarming  to 
those  in  attendance.  He  changed  from  disorienta- 
tion to  semi-stupor  to  a constant  movement  so  that 
refle.xes  and  other  examinations  were  difficult  to 
obtain.  Then,  on  the  second  day,  he  was  again 
stuporous  and  so  dyspneic  that  a tracheotomy  was 
done. 

Hepatic  coma  is  one  of  the  serious  complications 
of  acute  or  chronic  liver  disease  and  carries  an 
extremely  high  mortality.  It  can  occur  at  any  time 
in  the  course  of  the  disease,  but  especially  shows 
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up  during  times  where  there  is  further  deterioration 
of  liver  disease,  as  excessive  blood  loss  from  the 
gastrointestinal  tract,  severe  infection,  or  acute  al- 
coholic bouts. 

Impending  hematic  coma  may  be  suspected  when 
mental  changes  show  confusion,  disorientation  or 
semi-stupor.  Or.  a characteristic  tremor  called 
"flapping"  with  coarse,  irregular,  flexion-extension 
movements  of  the  metacarpophalangeal  joints  and 
wrists,  and  even  the  elbows  and  shoulders  is  seen. 
Could  this  be  the  cause  for  his  behavior  and  constant 
movement  after  admission?  I believe  so,  because 
the  physical  findings,  the  massive  hemorrhage,  and 
the  mental  changes  certainly  lead  one  to  this  con- 
clusion. 

.An  abnormally  elevated  level  of  ammonia  in  the 
blood  is  believed  by  some  to  be  the  basis  for  such 
findings  of  hepatic  coma.  Others  feel  that  altered 
amino  acid  metabolism  of  the  liver  or  the  presence 
of  detrimental  amines  interfere  with  cerebral  meta- 
bolism. 

Ingestion  of  urea,  ammonium  salts,  or  nitrogenous 
materials  can  produce  elevations  of  ammonia  in  the 
blood.  Shock,  exertion,  and  also  blood  in  the  gas- 
trointestinal tract  likewise  may  give  the  same  find- 
ing. Blood  transfusions  which  the  patient  was  given 
also  have  been  indicted. 

\A'e  are  told  that  on  admission,  the  lungs  were 
clear  and  the  heart  not  remarkable.  Either  this  is 
a mistake  because  of  the  difficult}'  in  examining  the 
patient,  or  we  have  to  assume  that  something  acute 
happened  in  the  24  hours  after  his  arrival  at  the 
hospital.  The  first  chest  x-ray,  taken  on  February 
21,  shows  a tracheotomy  tube  in  place  and  what  we 
have  to  assume  as  fluids  in  the  left  chest.  We  are 
told,  however,  it  was  a ‘‘massive  atelectasis".  This 
is  a portable  film,  no  doubt,  taken  while  the  patient 
was  lying  flat.  The  tracheotomy  was  done  to  main- 
tain an  open  airway  because  of  respiratory  difficul- 
ties. Had  he  in  vomiting  aspirated  gastric  contents 
or  blood  into  his  bronchi?  Had  he  in  vomiting 
caused  an  esophageal  rupture?  The  Alallory-Weiss 
syndrome  of  esophageal  rupture  is  severe  chest  pain 
following  retching  and  vomiting,  followed  by  clin- 
ical signs  of  leakage  into  the  mediastinum  or  chest. 
Our  patient  had  evidence  of  melena  before  he  vom- 
ited blood  which  may  be  a point  against  a small 
rupture  of  the  esophagus.  However,  if  his  chest 
was  clear  on  admission,  which  I doubt,  we  have 
to  assume  that  this  picture  occurred  after  that  time. 
I do  not  feel  this  is  atelectasis.  Supported  with 
radiologic  opinions  from  Drs.  Goodman,  Hershley, 


and  Barr.  I have  to  call  this  a pleural  effusion  of 
some  tyf)e.  Had  an  esophagoscopy  or  passage  of 
a tube  for  balloon  tamponage  to  stop  bleeding  from 
esophageal  varices  been  attempted?  Rupture  of  the 
esophagus  occurs  in  rare  incidences  after  this  pro- 
cedure. 

We  are  told  the  day  after  admission  he  had  a 
bronchoscopy  for  “massive  atelectasis  of  the  left 
lung".  .Apparently  they  disagree  that  this  film 
represents  fluid.  Only  a small  amount  of  pus  was 
found  in  the  left  main  bronchus  and  obstruction 
was  thought  to  be  due  to  swollen  edematcus  bronchi. 
We  are  net  told  whether  a thoracentesis  was  done. 

To  return  to  his  history,  he  had  shown  a non- 
productive cough,  shortness  of  breath  and  ankle 
edema  for  six  months.  His  mother  dying  of  tuber- 
culosis and  the  fact  that  he  was  a heavy  smoker  are 
points  to  help  or  worry  us.  I favor  the  latter. 

Hydrothorax  and  edema  are  features  of  cirrhosis, 
a disease  we  have  to  accept  he  has.  The  lowering 
of  the  serum  albumin  to  1.9  grams  per  cent  is 
probably  a contributing  cause  for  the  appearance  of 
edema  fluid  in  the  ankles  and  left  chest.  .A  left 
hydrothorax  developing  over  the  previous  six  months 
could  certainly  give  the  cough  and  dyspnea. 

However,  the  next  film,  taken  on  February  27, 
the  day  before  death,  shows  more  clearly  what  is 
being  called  atelectasis  in  the  left  lower  lobe.  How- 
ever, there  is  contention  that  some  fluid  remains  on 
this  side.  On  studying  the  chest  film,  it  should 
be  noted  that  what  appears  to  be  the  trachea  is 
pushed  to  the  right.  AA'hat  appears  to  be  an  elevated 
left  leaf  of  the  diaphragm  may  not  be  that  at  all. 
The  area  that  is  being  called  atelectasis  may  be  an 
infrapulmcnar}-  effusion  in  what  I assume  is  an 
upright  film.  A’ou  will  note  an  air  bubble  about 
four  inches  below  the  dome  of  this  fluid,  diaphragm, 
or  mass.  If  this  is  air  in  the  stomach,  rather  than 
colon,  then  I suspect  the  left  leaf  of  the  diaphragm 
is  not  greatly  elevated.  Instead,  it  is  a mass  or 
fluid  between  the  diaphragm  and  lung  base,  and 
would  account  for  some  shift  in  mediastinal  struc- 
tures to  the  right.  .Atelectasis,  on  the  other  hand, 
should  cause  a shift  to  the  left. 

Bronchial  obstruction  may  occur  in  tuberculosis, 
but  usually  calcified  glands  or  other  evidence  of 
the  disease  is  seen.  There  is  no  x-ray  evidence 
of  it  here. 

Pulmonary  neoplams  should  always  be  excluded 
with  such  a history.  Bronchiogenic  carcinoma  oc- 
curs most  often  in  males  after  the  age  of  40.  ^lost 
arise  in  the  main  bronchus  and  first  give  obstructive 
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emphysema  and  dyspnea  and  then  more  complete 
obstruction  with  atelectasis.  Epidermoid  carcinoma 
is  more  frequent  than  adenocarcinoma  in  the  male. 
Epidermoid  carcinoma  has  slow  growth  and  metas- 
tases  occur  later.  In  a survey  of  3000  cases,  Ochsner 
found  72%  metastasized  to  regional  lymph  nodes, 
33%  to  the  liver  and  16.5%  to  the  brain. 

A single  bronchoscopic  examination  often  fails 
to  find  tumor  cells,  so  finding  only  pus  and  swollen, 
edematous  bronchi  is  not  conclusive  that  a tumor 
did  not  exist  and  spread  by  lymphatics  and  blood 
channels  to  involve  the  liver  and  brain. 

On  February  27  he  again  began  to  vomit  blood  and 
pass  grossly  bloody  stools.  He  again  lapsed  into 
coma,  and  died  the  following  day. 

Trying  to  fit  all  of  this  together  into  the  diagnosis 
of  cirrhosis  with  death  directly  attributable  to  its 
complications  is  my  goal. 

Therefore,  I would  like  to  suggest  that  this  man 
for  six  months  had  been  seeing  his  physician  in 
Pennsylvania  because  of  his  cough  and  dyspnea.  He 
may  have  had  recurrent  attacks  of  chronic  bron- 
chitis or  bronchiectasis.  With  his  underlying  liver 
disease  and  hypoalbuminemia,  hydrothorax  was  de- 
veloping and  his  symptoms  increased.  The  harried 
physician  by  this  time  advised  a trip  to  Florida 
hoping  that  the  warm  climate  might  have  its  bene- 
ficial effect! 

By  the  time  he  reached  Richmond  after  a long 
day’s  drive,  he  was  tired.  He  probably  had  a drink 
or  several  before  eating  his  evening  meal.  Or- 
dinarily he  did  not  eat  heavily.  He  may  have  that 
night,  or  he  may  have  had  gastrointestinal  bleed- 
ing even  before.  At  any  rate,  he  slept  fitfully  with 
moaning,  groaning  and  passage  of  black  stools. 
Then  came  the  bloody  vomitus,  the  lapse  into  semi- 
stupor and  the  admission  here  in  a disoriented,  com- 
bative state. 

However  enticing  the  possibilities  of  malignancy 
are  in  this  case,  I am  not  of  the  opinion  that  malig- 
nancy plays  a part.  In  an  effort  to  keep  the  diag- 
noses simple  1 feel  they  are: 

Dr.  John  Edgar  Stevens’  Diagnosis 

Portal  cirrhosis,  severe 

Hepatic  failure  with  coma,  secondary  to  portal 
cirrhosis 

Gastrointestinal  hemorrhage  due  to  rupture  of 
esophageal  varices  or  peptic  ulcer  (least  probable) 

Infrapulmonary  effusion  due  to  hy|x>albuminemia 
or  rupture  of  tbe  esophagus 


P.ATHOLOGICAL  DIAGNOSIS 

Laennec’s  nutritional  cirrhosis  (atrophic  stage) 
Chronic  interstitial  pancreatitis 
Recurrent  rupture  of  esophageal  varices  resulting 
in  gastrointestinal  bleeding 
Spinder  nevi 

Reflux  of  esophageal  bleeding  into  tracheobron- 
chial tree  and  aspiration  pneumonia 

Ascites  (3300  cc.)  and  left  hydrothorax  (2100 
cc.) 

Atelectasis  of  left  lower  lobe  of  lung 

DISCUSSION  OF  P.\THOLOGIC  FINDINGS 
Dr.  S.  H.  Choy*:  At  autopsy  there  was  ascites 
of  3300  cc.  and  hydrothorax  of  2100  cc.  of  the  left 
side.  The  stomach  contained  approximately  800 
cc.  of  blood.  The  source  of  this  bleeding  was  found 
in  the  Icwer  third  of  the  esophagus  where  there  were 
numerous  varices,  many  of  which  had  ruptured. 
Microscopically,  some  of  the  varices  were  throm- 
bosed and  a few  others  showed  necrosis  of  the  over- 
lying  mucosa  (Fig.  1).  The  liver  was  small,  yel- 
low, of  normal  contour  and  weighed  1500  grams. 
It  cut  with  markedly  increased  resistance.  The 
normal  architecture  of  the  liver  was  completely 
replaced  and  reconstituted  by  fairly  uniform  pseudo- 
lobules or  nodules,  2-5  mm.  in  diameter,  which  were 
separated  from  one  another  by  dense  infiltrating, 
finger-like  strands  of  fibrous  septa.  Many  of  these 
nodules  showed  yellowish,  necrotic  centers  and  a few 
showed  bile  stasis  (Fig.  2).  Microscopically,  the 
nodules  consisted  of  hyperplastic  liver  cells  which 
were  arranged  in  an  irregular  fashion  with  no  central 
veins  detectable  and  sinusoids  often  widely  dilated 
(Fig.  3).  Some  liver  cells  contained  two  or  more 
prominent  nuclei.  These  regenerating  nodules  were 
characterized  by  tbeir  tendency  to  grow  at  the 
periphery  causing  compression  of  the  vascular  fibrous 
septa.  Regeneration  of  liver  cells  in  the  collapsed 
fibrous  membranes  was  prominent. 

The  tributaries  of  hepatic  vein  are  most  sus- 
ceptible to  pressure  by  fibrous  septa  and  this  ob- 
struction contributes  to  the  elevated  pressure  in  the 
portal  system.  Probably  more  important  from  the 
pathophysiological  standpoint  is  anastomosis  of 
l)lood  vessels  in  the  fibrous  septa,  as  demonstrated 
by  the  reconstruction  studies  of  cirrhotic  livers. 
For  example,  communication  between  the  hepatic 
arteries  and  the  branches  of  the  portal  veins  will 
result  in  portal  hypertension.  Similarly,  anastomo.ses 
between  the  branches  of  portal  vein  and  the  tribu- 

*Instructor  in  Pathology,  Medical  College  of  Virginia. 
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Fig.  1 — Section  of  the  esophagus  showing  dilated  venules  with  necrosis  of  overlying  mucosa. 


Fig.  2 — Cross  section  of  the  liver  showing  diffuse  uniform  nodularity.  Dark  colored  nodules 

indicate  bile  stasis. 
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Fig.  3 — Photomicrograph  of  a regenerating  nodule  of  liver  cells  with  compression  of  fibrous 
septum  which  includes  blood  vessels,  proliferating  bile  ductules  and  lymphocytic  infiltrate. 


taries  of  hepatic  vein  will  allow  a shunt  of  blood 
by-passing  the  liver  parenchyma.  Thus  the  liver 
cells  are  placed  in  danger  of  hypo.xia  and  this 
results  in  centrinodular  hypoxic  necrosis.  These 
shunts  thus  maintain  the  cirrhotic  process  even  when 
the  initial  injurious  agent  has  been  removed.  The 
hypoxic  necrosis  when  extensive  will  deprive  the 
body  of  the  hepatic  function  which  is  reflected  in 
systemic  manifestations  of  hepatic  insufficiency.  It 
should  be  noted  that  according  to  the  recent  analysis 
of  the  cirrhotic  cases  in  our  autopsy  file  the  incidence 
of  hepatocellular  necrosis  is  far  more  frequent  in 
patients  who  had  episodes  of  gastrointestinal  hemor- 
rhage prior  to  death^.  Hence,  the  jaundice  which 
appears  several  days  after  a severe  G-I  hemorrhage 
is  explained.  That  is,  necrosis  of  liver  cells  with 
inability  to  excrete  bile. 

In  the  pyloric  region  of  stomach  there  was  found 
a small,  chronic  ulcer  which  showed  no  evidence  of 
recent  hemorrhage.  The  incidence  of  peptic  ulcera- 
tion in  cirrhotics  appears  to  be  definitely  higher  than 
among  the  general  population.  Recently  Swdsher^ 
reported  417  cases  of  liver  cirrhosis  in  which  13.9 


per  cent  showed  evidence  of  peptic  ulceration.  Of 
those  who  had  pej)tic  ulcers  in  the  duodenum  or 
in  the  stomach,  20  per  cent  had  esophageal  varices 
in  addition.  Twenty-eight  per  cent  of  these  patients 
were  admitted  because  of  hemorrhage  from  the  ulcer. 
Diminished  bile  in  the  duodenum  resulting  in  de- 
creased alkalinity  may  play  a role  in  the  patho- 
genesis of  such  ulcers. 

The  spleen  showed  slight  congestive  splenomegaly 
and  weighed  200  grams.  The  pancreas  was  markedly 
atrophic  and  show'ed  areas  of  fibrosis  and  focal  lym- 
phocytic infiltration.  The  tracheobronchial  tree  con- 
tained a large  amount  of  mucosanguinous  material 
and  there  were  areas  of  aspiration  pneumonia  in 
both  lungs.  The  left  lower  lobe  showed  extensive 
atelectasis  which  was  due  to  the  pleural  effusion. 
The  brain  showed  no  gross  or  microscopical  findings 
of  significance. 
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The  public  acceptance  of  Blue  Cress-Blue  Shield 
and  health  insurance  during  the  last  twenty  years 
is  one  of  the  most  interesting  social  and  economic 
phenomena  of  our  times.  But  despite  the  giant 
strides  which  have  been  taken  in  making  the  volun- 
tary prepayment  mechanism  available  to  many  ele- 
ments of  the  nation's  population,  there  are  still  areas 
in  which  much  must  be  done  in  order  to  keep  pace 
with  the  public  need. 

This  page  has  previously  discussed  some  of  the 
things  Blue  Cross-Blue  Shield  is  doing  to  meet  this 
need;  a discussion  of  the  role  commercial  insurance 
companies  are  playing  is  now  in  order.  .Accordingly, 
arrangements  have  been  made  to  publish  here  a 
recent  release  of  the  Health  Insurance  Institute. 

The  following  report  is  being  made  by  the  Health 
Insurance  Institute  in  behalf  of  the  insurance  com- 
panies writing  health  insurance.  It  jxjints  up  the 
progress  being  made  and  gives  optimistic  hope  that 
even  greater  accomplishment  can  be  e.xpected  in  the 
near  future. 

R.J..V. 

EXP.AXDING  HE.ALTH  IXSUR.AXXE 
COYER.AGE 

.A  study  of  129  group  health  insurance  programs 
representing  a cross-section  of  the  types  of  coverage 
in  force  among  many  United  States  industries  shows 
an  increase  of  over  lOO^f  in  the  number  of  programs 
which  help  to  provide  protection  against  the  cost 
of  hospital  and  doctor  bills  after  retirement  in  the 
last  four  years.  The  increase  demonstrates  the 
progress  and  continued  efforts  of  the  nation's  in- 
surance companies  on  a free  and  voluntary  basis  to 
develop  for  the  -American  people  the  best  possible 
health  insurance  coverage  for  the  greatest  number. 

The  comparison  study  of  the  sample  number  of 
health  insurance  plans  revealed  that  as  of  December 
1956,  62  of  the  129  group  plans,  affecting  3.1  mil- 
lion workers,  offered  insurance  protection  at  the 
retirement  age.  This  figure  represents  an  increase 
of  1.6  million  persons  over  Januar}'  1953,  when  only 
25  of  106  plans  surveyed,  affecting  1.5  million  em- 
jrloyees,  offered  similar  coverage.  Since  the  majority 
of  the  62  plans  also  continue  protection  for  de- 
jrendents  of  retired  employees,  the  number  of  people 
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eligible  for  such  health  insurance  coverage  at  present 
can  be  more  than  double  the  three  million  figure. 

-An  upward  trend  in  the  types  of  medical  care 
benefits  for  retired  employees  was  further  revealed 
in  the  survey  of  129  group  health  insurance  plans 
throughout  the  country.  During  the  past  four  years, 
the  number  of  plans  in  this  sampling  providing  for 
in-hospital  medical  e.xpenses  has  nearly  tripled, 
while  at  least  16%  of  the  plans  now  provide  major 
medical  expense  coverage  at  retirement.  In  January 
1953,  no  protection  for  retired  employees  was  avail- 
able against  major  medical  expenses,  a type  of 
health  insurance  coverage  which  helps  to  defray  the 
cost  of  serious,  or  catastrophic  accident  or  illness. 
In  addition,  this  broadened  health  insurance  cover- 
age includes  the  dependents  of  the  retired  worker. 

Growth  in  the  number  of  insurance  company  med- 
ical care  programs  which  offer  continued  coverage 
for  retired  workers  through  individual  insurance 
policies  was  also  noted  in  the  survey.  Two  plans 
in  January  1953  provided  coverage  by  a change 
from  group  to  individual  policies.  In  December 
1956,  11  plans  offered  continued  protection  at  re- 
tirement against  medical  costs  by  conversion  to  indi- 
vidual policies.  Thus,  there  are  now  73  of  129 
plans  (57%)  which  provide  health  insurance  cov- 
erage for  retired  workers,  as  against  27  of  the  106 
plans  (25%)  which  existed  in  January  1953. 

The  study  of  group  health  insurance  plans  in 
force  through  insurance  companies  among  the  cross- 
section  of  -American  business  indicated  that  the  types 
and  amounts  of  medical  care  benefits  provided  to 
active  employees  have  also  broadened  and  increased 
during  the  last  four  years.  Gains  in  types  of  health 
insurance  include: 

* The  number  of  plans  providing  for  in-hospital 
medical  expenses  (non-surgical)  has  almost 
doubled  between  January  1953  and  December 
1956. 

* The  number  of  plans  providing  for  major 
medical  expense  coverage  increased  6-fold 
during  the  four  year  period. 

* These  broader  coverages  have  been  made 
available  to  dependents  as  well  as  the  active 
employees  themselves. 

Gains  in  the  amounts  of  health  insurance  benefits 
include: 
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* Four  years  ago,  78%  of  the  plans  paid  $10  or 
less  for  daily  room  and  board  and  only  10% 
paid  $14  or  more  or  the  full  cost  of  semi- 
private accommodations.  Today,  only  29%. 
pay  $10  or  less  and  50%  pay  $14  or  more 
per  day  or  the  full  cost  of  semi-private  rooms. 

* In  January  1953,  46%  of  the  plans  paid  less 
than  $200  for  special  services  and  only  22% 
paid  over  $400  or  set  no  limits  for  such 
services.  Currently,  only  17%  of  the  plans 
pay  less  than  $200  and  41%  pay  over  $400 
or  set  no  limit  for  special  services. 

* Earlier,  37%  of  the  plans  set  limits  of  31 
days  for  benefit  payments  under  basic  hos- 
pital contracts,  and  only  15%  provided  for 
120  days  or  more.  By  December  1956,  only 


12%  of  the  plans  were  for  31  days’  dura- 
tion and  37%  were  for  120  days  or  more. 

* As  of  January  1953,  21%  of  the  plans  paid 
a maximum  of  $200  or  less  for  the  cost  of 
operations,  and  only  18%  provided  for  a max- 
imum of  $300  or  more.  Today,  only  4%.  are 
paying  a maximum  of  $200  or  less  for  sur- 
gery, and  49%  pay  $300  or  more  to  cover  the 
cost  of  operations. 

'File  four-year  comparison  study  of  medical  care 
Ijenefits  provided  to  active  emj)loyees  and  employees 
at  retirement  through  group  insurance  plans  was 
conducted  to  measure  the  trend  in  the  growth  and 
expansion  of  voluntary  health  insurance  through 
insurance  company  protection  programs. 


A Device  for  Testing  Sputum 


A device  that  makes  testing  sputum  for  tubercu- 
losis germs  in  the  hospital  laboratory  safer  and 
easier  has  been  developed  by  a Veterans  Administra- 
tion bacteriologist. 

It  is  an  agitator  for  sputum  specimens,  made 
from  a new  kind  of  paint  shaker  by  Abraham  L. 
Rosenzweig  at  McGuire  VA  Hospital  in  Richmond, 
Va. 

VA  has  adopted  the  device  as  a standard  item  for 
its  173  hospitals. 

Mr.  Rosenzweig  explained  that  in  making  the 
important  sputum  tests  for  TB,  the  viscous  material 
must  be  homogenized  before  its  parts  are  separated 
in  a centrifuge. 

To  give  it  vigorous  agitation,  bacteriologists  use 
a standard  paint  agitator,  the  kind  used  to  mix 
paint  at  hardware  stores. 

Standard  paint  agitators  vibrate  so  much  that  they 
must  be  specially  anchored  with  a mounting.  Even 
so,  they  cannot  be  secured  easily  under  a safety 
hood  in  the  laboratory  to  protect  workers  from  the 
live  germs  under  test. 


Mr.  Rosenzweig  puzzled  over  the  problem  of  find- 
ing a better  sputum  agitator,  and  one  day  in  a 
hardware  store  he  found  just  what  he  was  looking 
for,  a new  kind  of  paint  agitator  with  a main  part 
that  does  not  vibrate. 

It  is  a black  box  that  looks  like  an  oversized 
automobile  battery  and  has  two  heavy  metal  baskets 
on  top  in  which  paint  cans  are  screwed  for  shaking. 

McGuire  Hospital  ordered  one  of  the  new  agi- 
tators and  the  hospital's  metal  worker  fitted  it  with 
special  tin  trays  and  tin  cans  to  hold  the  glass 
bottles  in  which  sputum  specimens  are  tested. 

This  modification  made  it  j^ossible  to  give  effi- 
cient agitation  to  eight  sputum  specimens  at  one 
time  without  vibration,  a process  requiring  only 
about  10  minutes. 

The  important  advantage  of  the  device  that  as- 
sured its  adoption  for  VA  hospitals,  Mr.  Rosen- 
zweig said,  is  its  safety.  It  goes  a long  way  in 
reducing  the  potential  danger  from  live  TB  germs 
released  by  vibration  to  float  in  the  air  of  the  labora- 
tor}-. 
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The  Rains  Descended  and  the  Floods 
Came 

The  first  indication  that  there  might  be  floods 
in  Southwest  Virginia  came  during  the  night  of 
January  28-29,  1957,  when  continuing  rains  swelled 
rivers  toward  their  banks.  Around  8 A.M.  on  the 
29th,  the  waters  began  to  pour  over  the  banks  and 
within  approximately  eight  hours  reached  their  crest. 
Highways  were  flooded,  bridges  were  under  water, 
liomes  were  under  several  feet  of  water,  business  es- 
tablishments were  heavily  damaged,  house  trailers 
were  washed  away.  In  a few  instances  homes  were 
carried  off,  automobiles  were  wrecked  and  washed 
downstream.  Communications  were  cut  off  and  no 
telephone  or  radio  contact  could  be  made  with 
stricken  areas.  Contamination  of  water  supplies 
quickly  resulted.  \\’ithin  twelve  hours  the  waters 
had  receded  sufficiently  to  permit  passage  of  vehicles. 

'I'he  Director  of  Public  Health  of  the  Dickenson- 
Russell-Wise  Health  District  was  in  his  office  on 
the  morning  of  the  29th  to  consult  with  his  chief 
sanitarian  on  other  problems  when  word  came  that 
the  flocxls  were  imminent.  He  immediately  got  in 
contact  with  local  and  State  police  and  with  the  au- 
thorities in  the  villages  and  towns  likely  to  be  in- 
volved. Instructions  were  given  for  precautions  to  be 
observed  to  safeguard  life  and  health.  When  com- 
munications were  broken  the  State  Police  routed 
troopers  into  villages  and  towns  by  roads  known  only 
to  the  natives.  With  men  equipped  with  walkie- 
talkies  strategically  placed,  they  were  able  to  main- 
tain contact  with  the  outside. 

The  responsibilities  of  a health  department,  great 
at  all  times,  become  manifold  under  such  condi- 
tions. The  director  issued  immediate  instructions 
as  to  the  use  of  water  that  was  available  and  gave 
directions  for  chlorinating  local  su]>plies.  At  such 
a time  the  trained  sanitarian  is  all-important.  The 
available  men  were  called  in  and  appeals  were  made 
for  additional  sanitarians  from  other  areas  of  the 
State.  Typewritten  instructions  were  given  these 
men ; 

1 . Record  the  name  of  the  town. 

2.  Make  contact  with  town  officials. 

3.  Make  a quick  survey  of  areas  as  to  local  con- 
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ditions. 

4.  Recheck  involved  restaurants;  especially  check 
those  that  w'ant  to  re-open. 

5.  Check  school  water  supplies  and  sewage  dis- 
posal, especially  rural  schools. 

6.  Check  privies,  trash,  basement  water,  dead 
animals. 

7.  Check  trailer  parks  that  are  being  re-opened. 

8.  Check  homes  that  have  been  flooded. 

9.  Record  sanitation  problems  that  are  found 
to  need  follow-up.  Give  person’s  name,  ad- 
dress, and  location. 

The  immediate  need  for  drinking  water  was  cared 
for  by  the  splendid  cooperation  of  soft  drink  bottling 
plants  which  bottled  and  transported  potable  water 
and  by  dairies  which  sent  in  milk  tanks  filled  with 
drinking  water. 

Effective  work  was  done  by  the  sanitary  engineers 
in  rapidly  re.storing  public  water  supplies  which 
had  become  polluted  through  contaminated  surface 
waters  or  as  the  result  of  broken  mains.  Additional 
chlorination  was  carried  out,  pijaes  were  repaired, 
the  treated  water  was  held  in  the  distributing  lines 
for  a safe  period  and  the  mains  were  flushed  before 
the  public  was  assured  that  their  supply  was  safe. 

After  the  waters  subsided  and  people  were  able 
to  enter  their  flooded  homes  and  places  of  business, 
instructions  were  broadcast  and  posted  on  how  to 
rehabilitate  buildings  damaged  by  flood  waters. 
Helpful  suggestions  were  given  to  home  owners  on 
how  to  correct  insanitary  conditions  caused  by  the 
flood.  These  instructions,  brief  and  practical,  were 
given : 

REHABILITATION  OF  HOMES  D.\MAGED 
BY  FLOOD  WATERS 

“1.  Thoroughly  scrub  all  surfaces  that  were  cov- 
ered by  water  using  a detergent  or  soap  com- 
pound. 

“2.  Rinse  all  surfaces  thoroughly  with*’  clear 
water. 

Go  over  all  surfaces  with  a sanitizing  so- 
lution of  either  lysol  or  chlorine. 

“Products  such  as  Chlorox,  Fleecy  White,  B.K., 
Lo  Bax,  H.T.H.,  or  any  other  chlorine  compound 
available  can  be  used  in  making  the  sanitizing  solu- 
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tion.  This  solution  should  be  approximate!}’  200 
parts  per  million.  Follow  directions  on  containers 
for  correctly  mixing  this  solution. 

“This  same  procedure  should  be  followed  with 
all  cooking  and  eating  utensils. 

“After  the  home  has  been  thoroughly  cleaned  and 
sanitized,  heat  should  be  restored  in  the  building 
to  facilitate  drying  before  occupying. 

“Do  not  follow  this  j)rocedure  with  fabrics  or 
upholstery  that  are  subject  to  bleaching  action.  This 
kind  of  material  and  furniture  can  be  cared  for  only 
by  air  drying  and  exposing  to  sunlight.” 

SUGGESTIONS  FOR  CORRECTING  INSANI- 
TARY CONDITIONS  CAUSED  BY  FLOOD 

“Before  using  water  from  a system  flooded,  such 
as  wells  or  springs,  the  water  should  be  boiled  for 
20  minutes  and  then  stored  in  clean  containers  after 
shaking  water  well  to  replace  oxygen  lost  in  boiling 
and  adding  a pinch  of  salt  to  restore  normal  taste. 

“When  boiling  is  not  practical,  add  6 to  10  drops 
of  Chlorox  or  Fleecy  ^^’hite  and  let  stand  for  15 
minutes  before  using. 

“All  springs  and  wells  should  be  thoroughly 
cleaned  inside  and  around  the  system  as  far  as  pos- 
sible. Add  1 quart  of  Chlorox  or  Fleecy  White  to 
5 gallons  of  water,  then  flush  the  system  out  with 
the  solution.  Where  pressure  systems  are  involved 
this  solution  should  be  held  in  pipe  lines  for  12 
hours.  Then  open  spigots  and  let  the  water  run 
until  taste  and  odor  is  practically  normal. 

“All  septic  tanks  and  pit  privies  should  be  put 
in  sanitary  condition  as  soon  as  possible. 

“FOR  FURTHER  INFORMATION  CALL 

YOUR  LOCAL  HEALTH  DEPARTMENT” 

The  Health  Director  sent  the  following  letter 
to  every  doctor  in  his  area; 

Dear  Doctor: 

During  the  floods  recently  experienced  in  this 
area  several  community  water  supplies  were  con- 
taminated with  polluted  flood  waters.  Every  possible 
effort  was  made  to  warn  the  people  of  the  danger 
associated  with  the  use  of  such  water  and  prompt 
action  was  taken  to  restore  the  various  water  sup- 
plies to  normal  conditions.  However,  it  is  only 


reasonable  to  assume  that  such  precautions  were  not 
one  hundred  per  cent  effective. 

Typhoid  Immunization  Clinics  are  being  sched- 
uled throughout  the  area  and  following  our  usual 
policy.  Typhoid  Vaccine  will  be  provided  you,  with- 
out charge,  on  your  request. 

As  you  are  aware,  factors  of  incubation  time  and 
time  required  for  the  development  of  a protective 
level  of  immunity  in  primary  immunizations  will 
prevent  complete  protection  of  previously  unim- 
munized persons  who  were  exposed  to  typhoid  organ- 
isms in  the  recent  disaster. 

If  cases  of  typhoid  and/or  other  enteric  diseases 
do  develop  as  a result  of  any  of  the  above  factors, 
we  hope  to  be  able  to  properly  investigate  and 
control  further  spread  of  such  illnesses.  We  can 
best  assist  you  in  this  effort  through  your  early 
report  of  any  suspected  case  of  typhoid  or  unusual 
incidence  of  other  diseases  that  might  be  associated 
with  the  flood.  We  thank  you  for  your  cooperation. 

Sincerely, 

Director 

Since  it  was  deemed  wise  not  to  interrupt  routine 
health  practices  and  clinics,  four  physicians  and 
eight  nurses  were  sent  to  Wise  County  Health  De- 
partment, Norton,  Virginia,  to  form  four  teams  for 
the  administration  of  tyjAoid  vaccine  and  to  render 
such  other  services  as  might  be  helpful  within  the 
Dickenson-Russell-Wise  Health  District.  After  the 
first  week  one  physician  and  two  nurses  remained 
to  complete  the  typhoid  vaccine  administrations. 
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Jan.- 

Jan.- 

Feb. 

Feb. 

Feb. 

Feb. 

1957 

1956 

1957 

1956 

Brucellosis 

. 3 

1 

3 

1 

Diphtheria 

- 0 

9 

0 

10 

Hepatitis  (Infec.) 

_ 51 

50 

82 

112 

Measles 

- 417 

1575 

728 

2532 

Meningococcal  Infections 

_ 4 

12 

13 

19 

Meningitis  (Other) 

9 

8 

23 

23 

Poliomyelitis 

3 

2 

4 

2 

Rabies  (In  Animals)  . . 

- 28 

41 

58 

73 

Rocky  Mountain  Spotted  Fever 

0 

1 

0 

2 

Streptococal  Infections  . . 

- 664 

509 

1094 

1086 

Tularemia 

4 

1 

13 

2 

Typhoid  Fever 

4 

1 

8 

1 
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Problems  of  a One-Day-a-Week  Mental 
Health  Clinic  in  a Rural  Community 

Loudoun  County  is  an  agricultural  community 
bordering  the  Potomac  River  in  the  extreme  north- 
east section  of  tlie  State  of  Virginia,  with  a popula- 
tion of  approximately  2vl,000.  The  Loudoun  County 
Guidance  Center  is  located  in  Leesburg,  30  miles 
from  \\'ashington,  D.  C.  Ap])roximately  two  years 
prior  to  the  organization  of  the  present  clinic,  the 
county  supported  a clinic  consisting  of  a psycholo- 
gist and  a social  worker.  The  present  staff,  func- 
tioning under  the  auspices  of  the  Commonwealth 
of  Virginia,  began  in  June  1955  with  a ])sychiatrist 
clinical  director,  followed  l)y  a clinical  psychologist 
and,  by  July  23,  1955,  reached  the  present  full 
complement  of  the  above,  plus  a psychiatric  social 
worker  and  a clerk  typist. 

The  new’  clinic  was  sparked  by  an  active  and  able 
advisory  board  and  encouraged  and  assisted  by  Dr. 
Joseph  E.  Barrett,  the  Commissioner  of  INIental 
Health,  and  his  staff.  The  clinic  began  with  four 
j)atients  remaining  from  the  county  clinic.  At  first, 
referrals  were  scant  and  many  appointments  broken 
because  of  {X)or  referrals  from  the  community,  and 
poorly  chosen  patients  who  were  unable  to  benefit 
from  clinical  assistance.  New  patients  referred 
from  the  court,  the  first  four  months,  represented 
about  30'/(  of  the  total  for  the  j:>eriod.  \Miile  these 
were  not  suitable  j)atients  for  continued  treatment, 
they  served  a highl}’  valuable  purjjose  of  establishing 
what  eventually  became  a mutually  beneficial  and 
excellent  working  relationship  with  the  local  court. 

•A.  major  problem  was  one  of  adequately  an- 
nouncing the  existence  and  capabilities  of  the  pres- 
ent clinic.  E.xcellent  cooperation  and  assistance  was 
given  by  the  count}-  health  officer.  County  new's- 
paper  accounts  were  handsomely  prepared  and  highly 
informative  to  the  jjeople  of  the  w-idespread  com- 
munity. -Active  contacts  were  made  wdth  significant 
people  of  the  community,  namely,  the  trial  justice 
and  judge  of  the  juvenile  court,  superintendent  and 
superv’isor  of  schools,  school  principals,  counselors, 
teachers  and  the  visiting  teacher,  supervisor  of  county 
welfare,  individual  physicians  and  ministers.  In 
addition  to  these  individual  contacts,  talks  were 
j)resented  by  members  of  the  staff  to  the  County 

JOHN  E.  NARDINl,  M.D.,  Director,  Loudoun  County 
Guidance  Center,  Leesburg,  I'a. 

Approved — Commissioner,  Department  Mental  Hygiene 
and  Hospitals. 


Medical  .AsscKiation,  the  Ministerial  Association, 
The  Business  and  Professional  Women’s  Club,  The 
League  of  Women  Voters,  the  Women’s  Club  of 
Loudoun,  The  Educational  Association,  groups 
of  elementary  school  teachers,  and  Parent-Teacher 
-Associations.  -A  well  attended  open  annual  meet- 
ing was  held  in  Eebruary  of  1956,  at  which  the 
staff  presented  progress  of  the  clinic  to  an  earnest, 
interested,  and  symjtathetic  audience.  A pamphlet 
was  published  and  circulated  to  explain  vital  in- 
formation regarding  the  clinic,  and  some  descrip- 
tion of  the  various  indications  for  visiting  the  clinic. 

-As  the  w-eeks  and  months  passed  by,  the  flow  of 
patients  increased  so  that  by  June  1,  1956,  80  pa- 
tients had  been  seen  for  a total  of  420  interviews. 
Referrals  were  made  from  schools  (23),  family  and 
self  (22),  courts  (15),  physicians  (11),  Health 
Department  (7),  Institutions  and  Department  of 
Public  ^^’elfare,  one  each.  The  sexes  w’ere  about 
equally  divided,  37  w’ere  females  and  43  w-ere  males. 
-Adults  comprised  31  and  children  49-  Diagnostic 
categories  have  extended  through  the  comj)lete  spec- 
trum from  major  organic  and  functional  psychosis 
to  mild  neuroses  and  personality  disorders. 

-Although  the  clinic  was  organized  to  accommodate 
all  levels,  and  scales  were  purposely  set  low,  visits 
were  so  regularly  attended  that  appro-ximately  $600, 
or  twice  the  amount  of  money  originally  estimated, 
has  been  collected  during  this  period  of  time.  The 
clinic  was  established  on  the  second  floor  of  the 
County  Health  Building  and  through  the  excellent 
efforts  of  the  advisory  board,  and  careful  budgeting, 
the  four  rooms  were  readied  in  excellent  condition. 
Two  dictating  machines  were  borrowed  from  outside 
sources  and  have  been  kept  exceedingly  busy.  It 
was  very  early  recognized  that  good  referrals  were 
necessary  if  waste  of  time  was  to  be  avoided  due 
to  broken  appointments.  Hence,  attempt  was  made 
to  contact  referrals  prior  to  arrival  to  evaluate  their 
need,  interest  and  motivation,  in  addition  to  re- 
affirming the  appointment.  -A  one  day  per  week 
clinic  must  have  every  possible  appointment  kept 
if  the  limited  time  is  to  be  used  most  effectivel)’.  In 
this  same  connection,  it  has  been  necessary  to  pay 
careful  attention  to  advance  scheduling.  Schedules 
were  generally  made  only  one  week  in  advance  and 
occasionally  two  weeks  in  advance. 

-Attempt  was  made  to  keep  as  many  patients  as 
possible  in  a treatment  situation  and  still  see  them 
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as  often  as  required  by  their  condition.  Consider- 
able difficulties  have  been  experienced  in  allowing 
available  time  to  handle  cases  of  emergency  nature. 
Such  problems  as  acute  psychoses,  court  proljlems, 
over-anxious  or  depressed  patients,  or  urgent  school 
problems  would  occur  episodically.  If  time  were 
allowed  for  these,  and  nothing  occurred,  this 
amounted  to  time  wasted  since  otlier  known  patients 
were  not  scheduled.  Cancelled  appointments  be- 
came increasingly  infrequent  as  the  year  went  on. 
Cancelled  appointment  times  could  be  used  for 
records,  but  more  effective  work  could  be  achieved 
if  separate  times  were  set  and  maintained  for  both 
records  and  conferences.  Schedules  were  made  be- 
fore the  end  of  each  working  day  and  the  clerk- 
typist  emj)loyed  from  the  community  would  contact 
tlie  patients,  or  families,  during  the  week  by  phone 
or  mail.  In  addition  during  the  week,  calls  would 
come  into  the  Health  Department  office  requesting 
appointments.  Urgent  calls  would  be  fit  in,  when 
possible,  at  designated  times  in  the  schedule  left 
with  the  Health  Department.  Other  cases  were  con- 
tacted on  the  next  working  Saturday  when  the  clinic 
was  open  and  appointments  were  made. 

Some  delay  necessarily  occurred  in  handling  cor- 
respondence in  view  of  the  inactive  week  interval. 
This  made  it  necessary  to  read,  digest,  and  prejmre 
replies  promptly  each  working  day.  At  times  it 
was  necessary  to  formulate  a clinical  report  based 
on  social  history,  psychologic  tests  and  psychiatric 
examination  made  on  the  same  day,  and  deliver 
a verbal  report  to  a referring  source  such  as  a 
judge,  physician  or  teacher,  on  the  same  day,  and 
follow  with  a written  report  a week  later.  This 
procedure  was  usually  satisfactory  and  tended  to 
reduce  the  cumbersomeness  of  the  time  interval. 
Somewhat  greater  care  than  usual  needed  to  be 
exercised  to  safeguard  the  confidentiality  of  records 
and  even  the  identity  of  those  who  desired  to  use 
the  clinic  facilities.  All  small  communities  tend 
to  evince  much  greater  interest  in  the  activities  of 
its  members  than  a more  heterogeneous  metropolitan 
group.  In  this  connection  there  might  appear  to 
lie  more  advantage  to  the  professional  staff  being 
drawn  from  other  communities. 

As  in  all  beginning  clinics,  it  was  essential  to 
gradually  accjuaint  referring  sources  with  the  limits 
and  possiliilities  of  th.erapeutic  work  with  referred 
patients.  After  the  first  barrage  of  chronic  alco- 
holics, mental  defectives,  sexual  deviates  and  rela- 
tively incorrigible  court  problems,  the  referred  pa- 
tients gradually  developed  into  a good  assortment 


of  emotional  disorders  amenable  to  specific  theraj))’. 
\\'ork  with  the  local  court  has  been  quite  close  and 
effective,  and  many  jjatients  have  been  referred  to 
the  clinic  for  psychiatric  evaluation  j^rior  to  com- 
mitment or  recommendation  for  institutionalization 
and,  in  some  instances,  prior  to  recommending  indi- 
cated punishment  or  sentence.  Some  difficulties  have 
been  experienced  in  regard  to  liaison  with  specific 
teachers,  due  to  the  operation  of  the  clinic  on  Satur- 
day. The  teachers  are  naturally  attending  to  their 
personal  weekend  duties  and  activities.  All  mem- 
bers of  the  clinic  at  first  found  some  difficulty  in 
promptly  organizing  their  mental  processes  at  the 
beginning  of  the  clinic  day,  following  the  interrup- 
tion of  six  busy  interval  days  in  other  activities. 
Some  help  was  afforded  in  this  regard  by  devoting 
the  first  hour  to  dictating  and  reviewing  records. 
However,  after  a time  it  was  surprising  how  rapidly 
the  association  could  be  made  regarding  patients  at 
the  clinic,  in  spite  of  the  long  span  of  a week  in 
between.  Scheduling  presented  certain  difficulties 
and  it  became  necessary  to  plan  one  and  two  weeks 
in  advance.  Times  for  conferences  and  discussions 
regarding  individual  patients  have  been  something 
less  than  adequate  and  have  made  it  necessar)-  to 
utilize  every  available  moment. 

Several  special  jobs  of  merit  have  been  accom- 
plished: Si)ecial  classes  for  the  mentally  retarded 
students,  up  to  age  14,  have  l>een  established  in 
the  county,  d'hese  students  were  all  screened  by  the 
clinic  and  studied  to  rule  out  poor  school  performance 
that  might  be  secondary  to  personality  difficulties 
rather  than  primary  inate  mental  deficiency.  It 
has  been  reported  by  the  teacher  in  charge  of  the 
class,  and  teachers  in  charge  of  other  classes  from 
which  the  retarded  students  were  drawn,  that  both  the 
retarded  class  and  the  class  from  which  they  were 
drawn  have  profited  immensely.  A number  of 
patients  have  been  kept  out  of  mental  hospitals  and 
the  colony  for  mental  defectives  based  on  accurate 
clinical  diagnosis  and,  in  some  cases,  supportive 
treatment  for  the  patient  and  his  family.  On  a 
few  occasions  there  has  been  some  follow-up  treat- 
ment on  patients  who  have  been  discharged  from 
mental  hospitals  and  it  is  believed  that  their  read- 
justment in  the  community  has  been  enhanced. 
Treatment  patients  have  numbered  approximately 
.58  and  the  remainder  have  been  diagnostic  in  one 
category  or  another.  At  the  time  of  this  writing, 
a waiting  list  has  been  built  up  for  treatment  prob- 
lems, and  it  would  appear  that  the  clinic  is  off  to 
a good  start  and  is  being  quietly  and  effectively  used 
by  the  various  members  of  the  community. 
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Council  Minutes 

The  mid-winter  meeting  of  the  Council  of  The 
Medical  Society  of  Virginia  was  called  to  order  by 
Dr.  James  D.  Hagood,  President,  at  1:00  p.m.  on 
February  13,  1957,  at  Society  Headquarters.  A 
quorum  was  present.  Attending  were  Dr.  James 
D.  Hagood,  Dr.  Harry  C.  Bates,  Jr.,  Dr.  James 
P.  King,  Dr.  Reverdy  H.  Jones,  Jr.,  Dr.  Harry 
T.  Warthen,  Jr.,  Dr.  Mack  I.  Shanholtz,  Dr.  Fletch- 
er J.  Wright,  Jr.,  Dr.  A.  A.  Creecy,  Dr.  Walter  P. 
Adams,  Dr.  Benjamin  W.  Rawles,  Jr.,  Dr.  Louis 
P.  Bailey,  Dr.  Frank  A.  Farmer,  Dr.  Harold  W. 
Miller,  Dr.  David  Scott,  Jr.,  Dr.  James  P. 
^^'illiams,  and  Dr.  J.  D.  Zylman.  Attending  also 
were  Mrs.  Lee  S.  Liggan,  President  of  the  ^^'oman’s 
■Auxiliary  to  The  Medical  Society  of  Virginia,  Mrs. 
John  R.  St.  George,  President-Elect  of  the  Auxiliary, 
Dr.  Linwood  Ball,  Society  Headquarters  Build- 
ing Committee,  and  Mr.  Robert  C.  Duval,  Jr.,  At- 
torney for  The  iMedical  Society  of  Virginia. 

iMrs.  Liggan  reported  on  the  progress  and  achieve- 
ments of  the  Auxiliary  and  outlined  its  objectives. 

A brief  report  on  the  Auxiliary's  organizational 
efforts  was  presented  by  ISIrs.  St.  George.  Great 
strides  have  been  made  in  recent  years  and  additional 
component  auxiliaries  are  expected  to  be  organized 
before  the  year's  end. 

Council  was  then  advised  of  efforts  to  form  a 
new  component  society  in  Portsmouth.  It  was  re- 
ported that  Portsmouth  physicians  might  soon  peti- 
tion Council  to  separate  them  from  the  Norfolk 
County  Medical  Society  and  grant  a new  charter. 
This  action  apparently  hinges  on  such  local  prob- 
lems as  group  insurance  programs,  etc.  A formal 
request  from  a Portsmouth  committee  was  read 
asking  that  Council  authorize  the  Executive  Com- 
mittee to  act  on  the  petition  should  it  be  made 
prior  to  the  annual  rneeting  in  October.  After  some 
discussion.  Dr.  Hagood  decided  to  consider  the 
matter  later  in  executive  session. 

Dr.  King  reported  the  activities  of  his  Society 
Headquarters  Building  Committee  and  requested 
Dr.  Ball  to  describe  the  various  locations  which  had 
been  considered  as  possible  sites  for  the  Society's 
new  home.  Dr.  Ball  stated  that  the  Committee  was 
of  the  opinion  that  a lot  located  in  block  40  of 
Windsor  Farms  was  the  ideal  location  for  the  build- 
ing and  offered  by  far  the  greatest  possibilities. 


Mr.  Duval  acquainted  Council  with  the  various 
restrictions  to  be  considered  before  building  in 
Windsor  Farms,  and  stated  that  there  was  some 
question  as  to  whether  or  not  the  proposed  building 
could  safely  be  erected  in  view  of  certain  technical 
objections. 

Dr.  Scott  moved  that  the  Executive  Committee  be 
granted  authority  to  act  should  subsequent  develop- 
ments indicate  that  the  property  can  be  used  for 
an  office  and  headquarters  building  for  the  Society. 
In  the  discussion  of  the  motion  it  was  suggested 
that  this  might  tie  the  hands  of  the  Executive  Com- 
mittee in  the  event  the  technical  objections  to  the 
proposed  use  cannot  be  removed. 

A substitute  motion  was  then  offered  which  would 
have  the  Society  purchase  the  property  as  a safe- 
guard pending  further  developments.  After  some 
discussion  the  substitute  motion  was  lost. 

An  amendment  was  then  offered  to  the  effect  that 
the  Executive  Committee  be  granted  authority  to 
purchase  the  land  at  a price  to  be  agreed  upon  by 
the  owner  and  Dr.  Ball's  Committee,  provided  (1) 
that  the  deed  conveying  the  land  contain  a covenant 
on  the  part  of  the  Richmond  Foundation  that  it 
can  be  used  for  an  office  and  headquarters  building 
for  the  Society,  (2)  that  Lawyers  Title  Insurance 
Corporation  provide  in  an  owners  policy  an  as- 
surance that  the  land  can  be  used  for  such  purpose, 
or  (3)  that  other  satisfactory  assurances  be  given 
that  the  land  can  be  so  used.  The  amended  motion 
was  unanimously  adopted. 

Dr.  King  wished  to  know  whether  or  not  the 
Executive  Committee  could  authorize  construction 
of  the  headquarters  building  should  the  lot  be  pur- 
chased. After  some  discussion,  it  was  decided  that 
plans,  etc.,  should  first  be  referred  to  the  entire 
Council. 

Dr.  Williams  told  of  progress  in  the  field  of 
hospital-physician  relationships  and  reported  that 
the  Society  had  been  well  represented  at  a meeting 
of  a special  committee  appointed  by  the  Virginia 
Advisory  Legislative  Council.  A question  w'as  raised 
as  to  whether  or  not  any  change  in  our  present 
IMedical  Practice  Act  could  be  justified.  Mr.  Duval 
stated  that  it  might  be  necessarc’  to  make  one  or  two 
minor  changes  in  the  Act  in  order  to  clarify  the 
position  of  state  institutions  and  teaching  hospitals. 

A statement  of  principles  for  hospitals  and  phy- 
sicians, drawn  by  Mr.  Duval  and  approved  by  the 
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Sub-Committee  on  Hospital-Physician  Relationshii)s, 
was  read  for  the  information  of  Council.  It  was 
made  clear  that  an  up-to-minute  report  on  the  situ- 
ation would  be  made  to  the  Society's  House  of 
Delegates  in  October. 

Dr.  Hagood  advdsed  Council  that  a VALC  Com- 
mittee was  considering  the  possibility  of  licensing 
physical  therapists.  It  was  mentioned  that  Dr.  K. 

D.  Graves,  Secretary  of  the  State  Board  of  Medical 

E. xaminers,  believed  the  interests  of  the  therapists 
could  best  be  served  by  having  their  own  Board 
under  the  jurisdiction  of  the  Department  of  Profes- 
sional and  Occupational  Registration.  It  was  the 
opinion  of  several  present  that  physical  therapists 
probably  should  be  covered  by  the  State  Board  of 
IMedical  Examiners. 

A motion  was  introduced  which  would  have  the 
Society  support  the  recommendation  of  Dr.  Graves. 
After  some  discussion,  a substitute  motion  was  made 
to  refer  the  question  to  the  Society’s  Legislative 
Committee.  The  substitute  motion  carried. 

A report  from  the  Insurance  Committee  was  pre- 
sented by  Dr.  Earmer,  who  stated  that  the  profes- 
sional liability  program  was  proceeding  nicely  and 
had  made  marked  progress  during  the  past  eleven 
months.  It  was  reported  that  premiums  under  the 
Society  program  had  remained  virtually  the  same 
although  premiums  of  companies  belonging  to  the 
National  Bureau  of  Casualty  Underwriters  had  in- 
creased in  at  least  one  major  category.  Dr.  Farmer 
went  on  to  rejjort  that  his  Committee  had  decided 
to  postpone  action  on  proposed  group  life,  major 
hospital  and  business  overhead  plans  until  further 
study  could  be  made. 

Considered  next  was  the  matter  of  selecting  the 
dates  and  the  headquarters  hotel  for  the  1958  An- 
nual Meeting  (Richmond  was  selected  during  the 
•Annual  Meeting  in  October).  .After  reviewing  the 
available  dates,  it  was  moved  that  the  meeting  be 
held  at  the  Jefferson,  October  12-15,  1958. 

The  question  was  then  raised  as  to  whether  or 
not  the  Jefferson  Court  could  still  be  used  for  tech- 
nical e.xhibits.  .A  call  to  the  Jefferson  brought  as- 
surances that  the  Jefferson  Court  would  be  available. 

Council  was  then  advised  that  a special  appro- 
priation might  be  necessary  to  cover  expenses  in 
connection  with  a Conference  on  Nursing  Educa- 
tion and  a stepped  up  program  planned  by  the 
Polio  .Advisory  Committee.  An  appropriation,  if 
needed,  was  authorized  with  the  recommendation 
that  it  be  approved  by  the  President. 

Mr.  Duval  reported  that  he  was  in  the  process 
of  drawing  up  a lease  on  the  birthplace  of  Dr.  Walter 


Reed.  The  proj)erty  is  to  be  leased,  in  accordance 
with  a resolution  adopted  by  the  House  of  Delegates 
in  October,  to  the  Walter  Reed  Community  Imj)rove- 
ment  League  of  Gloucester.  He  stated  that  the 
League  had  mentioned  the  need  of  a new  roof  in 
the  ver}-  near  future,  and  the  Society  would  probably 
wish  to  give  this  serious  consideration.  It  was 
the  consensus  that  the  Society  was  obligated  to  re- 
place the  roof  and  this  item  should  be  covered  in 
the  1957-1958  budget. 

Dr.  Rawles  advised  that  Blue  Cross-Blue  Shield 
was  anxious  to  coo{>erate  with  the  Society  in  further- 
ing good  relationships  with  physicians.  It  was 
pointed  out  that  the  House  of  Delegates  approved 
a recommendation  that  a closer  relationship  be  sought 
between  the  medical  service  plans  in  the  State  and 
Virginia  })hysicians,  and  had  recommended  that  the 
Society  seek  ways  and  means  of  nominating  a cer- 
tain number  of  physicians  for  appointment  to  Blue 
Cross-Blue  Shield  Boards. 

.A  motion  was  made  that  the  President  appoint 
a special  committee  to  serve  with  a similar  commit- 
tee of  Blue  Shield  in  working  toward  better  Blue 
Shield  relationships.  An  amendment  was  offered 
which  would  have  the  Committee  work  with  all 
State  Blue  Shield  plans.  The  motion  as  amended 
was  adopted. 

Considered  next  was  the  matter  of  appointing  a 
registered  agent  for  the  Society.  .All  corporations 
in  existence  on  January  1,  1957,  must  establish  a 
registered  office  and  registered  agent  or  lose  its 
charter.  It  was  moved  that  the  Executive  Secretary- 
Treasurer  be  designated  the  registered  agent  of  the 
Society  and  the  Headquarters  Building  at  1105  West 
Franklin  Street,  Richmond,  be  designated  the  regis- 
tered office.  The  motion  carried. 

The  Medicare  Program  was  discussed  at  length 
and  it  was  brought  out  that  several  members  had 
requested  a survey  be  made  of  all  component  so- 
cieties in  order  to  determine  their  thoughts  and 
suggestions  in  connection  with  the  program.  It  was 
mentioned  some  delegates  did  not  believe  that  com- 
ponent societies  had  been  sufficiently  informed  on 
the  program  prior  to  the  Annual  Meeting  in  October. 
.Also  pointed  out  was  the  fact  that  it  would  be 
necessary  for  the  Society  and  the  Department  of  the 
Army  to  renew  the  Medicare  Contract  in  June. 

.A  motion  was  introduced  calling  for  a survey  of 
component  societies  in  order  to  secure  their  thoughts 
on  the  program.  The  survey  would  be  made  before 
further  negotiations  with  the  Department  of  the 
Army.  The  motion  carried. 

.A  letter  from  the  Secretarv  of  the  Mid-Tidewater 
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Medical  Society  suggested  that  York  County  be  in- 
cluded in  the  Williamsburg- James  City  County  Med- 
ical Society.  The  letter  pointed  out  that  physicians 
in  York  County  apparently  preferred  membership  in 
the  Williamsburg  Society.  It  was  moved  that,  with 
the  approval  of  the  ^^'illiamsburg- James  City  County 
Medical  Society,  York  County  be  included  in  its 
jurisdiction.  The  motion  carried. 

Considered  ne.xt  was  the  advisability  of  publish- 
ing a director}-  and  information  handbook  similar 
to  the  one  published  by  the  Georgia  State  ^Medical 
.\ssociation.  It  was  the  consensus  that  the  matter 
should  be  postponed  for  further  stud}'. 

The  President  then  called  for  further  considera- 
tion of  the  request  that  the  E.xecutive  Committee  be 
authorized  to  act  on  a petition  for  a separate  com- 
ponent society  which  might  be  received  from  Ports- 
mouth physicians  before  the  Annual  Meeting.  There 
was  some  feeling  that  perhaps  the  request  should 
be  made  bv  the  Norfolk  County  iSIedical  Societv. 
However,  it  yas  moved  by  Dr.  .\dams  that  the  Ex- 
ecutive Committee  be  authorized  to  act  on  the  peti- 
tion should  it  be  received  before  the  Annual  Meet- 
ing. The  motion  was  adopted. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  How.xrd 
Execiit ive  Secretary-Treasurer 

Conference  on  Nursing  Education 

The  importance  of  three  year  hospital  RN  train- 
ing schools  was  emphasized  during  a Conference 
on  Nursing  Education  sponsored  by  The  Medical 
Society  of  Yirginia  and  held  in  Richmond  on  Feb- 
ruary 19,  1957. 

A special  committee  of  the  Society  met  at  the 
conclusion  of  the  Conference  and  adopted  a reso- 
lution which  stated  that  “It  is  the  consensus  of  this 
hearing  that  hospital  RN  training  schools  in  the 
State  of  Yirginia  have  been  and  remain  a necessity, 
and  that  further.  The  Medical  Society  of  Yirginia. 
through  its  existing  Committee  to  Confer  with  the 
State  Board  of  Nurse  Examiners,  do  everything  in 
its  f>ower  to  help  the  nursing  situation  in  Yirginia.” 

The  Conference  was  attended  by  more  than  75 
physicians,  nurses,  and  hospital  administrators,  and 
featured  talks  by  Dr.  Thomas  Hale,  Jr.,  Director, 
.-Hbany  Hospital,  .\lbany,  New  York  and  Miss 
Mabel  Montgomery,  Secretary-Treasurer  of  the 
Yirginia  State  Board  of  Nurse  Examiners. 

Dr.  Hale  stressed  the  need  of  more  practical 


experience  in  nursing  education  and  pointed  out 
that  nothing  can  quite  take  the  place  of  actual  work 
e.xperience.  He  stated  that,  in  his  opinion,  nursing 
educators  should  reverse  the  trend  which  is  leading 
to  the  down  grading  and  possible  abolishment  of 
three  year  nursing  schools.  Dr.  Hale  also  called 
for  a return  to  the  “earn  as  you  learn”  theor}-,  and 
a closer  look  at  the  current  policy  of  promoting 
collegiate  schools  at  the  expense  of  hospital  schools. 
He  also  questioned  the  shift  of  emphasis  to  so- 
ciolog}- and  psycholog}-. 

number  of  suggestions  were  advanced  by  Dr. 
Hale  as  possible  answers  to  the  problem.  He  rec- 
ommended that  hospitals  seriously  consider  the  rais- 
ing of  salaries  in  order  to  successfully  meet  competi- 
tion; that  medical  societies  and  hospital  associations 
actively  support  good  legislation  in  the  field  of 
nursing;  that  better  use  be  made  of  hospital  per- 
sonnel in  order  to  relieve  nurses  for  the  more  essen- 
tial jobs;  that' practical  nursing  be  recognized  and 
allowed  to  come  into  its  own;  that  medical  societies 
seek  representation  on  State  Boards  of  Nurse  Ex- 
aminers ; that  more  money  be  spent  for  proper  dormi- 
tories and  recreation  facilities  for  nursing  students; 
that  the  medical  profession  learn  not  to  expect  quite 
so  much  from  nurses  as  it  has  in  the  past  and  that 
some  consideration  be  given  to  making  foreign  nurses 
available  during  periods  of  emergency. 

IMiss  Montgomer}-  defended  the  upgrading  of 
educational  standards  by  pointing  out  that  students 
not  receiving  the  best  possible  education  often  find 
themselves  unable  to  pass  the  State  Board  examina- 
tion. It  was  mentioned  that  in  1956  12  per  cent 
of  the  graduate  nurses  taking  the  Yirginia  exam- 
ination failed.  .-^.ccording  to  iSIiss  ^^lontgomery, 
Yirginia's  high  rate  of  failures  would  seem  to  in- 
dicate the  need  of  raising  standards  of  student 
selection  and  instruction. 

Among  the  suggestions  offered  by  Miss  Mont- 
gomery, to  comliat  the  shortage  of  nurses,  was  a plea 
that  nurses  be  given  the  recognition  they  so  right- 
fully deserve.  They  should  know  that  t^ey  are 
co-workers  with  physicians  and  are  members  of 
the  over-all  health  team,  dedicated  to  the  welfare 
of  the  patient.  Also  recommended  was  the  stabili- 
zation and  better  utilization  of  nurses  and  other 
nursing  personnel  as  a means  of  securing  maxi- 
mum effectiveness;  the  preparation  of  more  regis- 
tered professional  nurses  for  teaching,  administra- 
tive and  supervisory  positions,  and  a determined 
effort  to  provide  an  increase  in  nursing  school  en- 
rollment at  all  levels. 
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A number  of  physicians,  nurses,  and  adminis- 
trators then  discussed  the  pros  and  cons  of  the 
problem,  and  it  was  at  the  conclusion  of  their 
remarks  that  the  special  conference  committee  met 
and  adopted  the  resolution  calling  for  a strengthen- 
ing and  continuation  of  the  hospital  RX  training 
schools. 

Among  those  participating  were  Dr.  John  R. 
!Mapp,  IMrs.  Evelyn  Bacon,  Miss  Roy  C.  Beazley, 


Miss  Sybil  McLean,  Miss  Margaret  G.  Tyson,  Dr. 
William  P.  Sanger,  Mr.  Ed.  Phillips,  Mr,  Robert 
Thomas,  Miss  Marguerite  Nicholson,  Miss  Grace 
Ricks.  Miss  Katherine  Gary,  Dr.  H.  L.  Denoon, 
Jr.,  Dr.  Russell  V.  Bu.xton,  Dr.  William  Johns,  Dr. 
Benjamin  W.  Rawles,  Jr.,  Dr.  Prentice  Kinser,  Jr., 
Dr.  John  W.  Devine,  Jr.,  Dr.  H.  McKeldon  Smith, 
Dr.  J.  M.  Emmett,  and  Dr.  Marcellus  A.  Johnson, 

in. 


“Meals  on  Wheels” 


In  every  community  there  are  old  or  infirm  people 
living  alone,  who  time  after  time  must  be  readmitted 
to  hospitals  or  other  institutions  simply  because  they 
are  unable  to  obtain  proper  food  or  care  for  them- 
selves at  home.  Many  are  physically  weakened, 
suffering  from  malnutrition  and  mentallv  depressed 
because  of  a lack  of  good  food  and  human  contacts. 

The  Philadelphia,  Pennsylvania  “Meals  on 
Wheels”  program,  currently  entering  its  fourth  year 
of  operation,  is  providing  many  of  these  forgotten 
oldsters  in  the  city  with  the  comfort  of  two  nourish- 
ing meals  a day,  five  days  a week,  delivered  to  their 
homes  by  a friendly  visitor.  The  program  was  started 
in  January  1954  by  the  Lighthouse,  a Red  Leather 
Settlement  House  in  a congested  industrial  section 
of  Philadelphia.  The  section  contains  appro.ximately 
80,000  population;  8,000  over  65  years  of  age  and 
800  over  80  years  of  age.  Visiting  nurses,  social 
workers,  and  local  hospitals  had  noted  that  many 
of  these  older  individuals  living  in  the  area  were 
consuming  grossly  inadequate  diets,  and  through 
their  interest  the  program  was  initiated.  Volunteers 
at  the  Lighthouse  package  and  personally  deliver 
a thermos-insulated  hot  meal  for  noontime  and  a 
cold  meal  to  be  saved  for  supper  to  selected  clients 
within  a radius  of  about  2 miles  around  the  Light- 
house. Meals  are  prepared  by  a professional  sal- 
aried cook  at  the  Lighthouse,  and  present  a varied 
menu  as  well  as  being  nutritionally  balanced;  de- 
liver}- routes  are  carefully  planned  so  that  the  last 
hot  meal  served  is  no  more  than  sixty  minutes  old. 

Potential  clients  are  referred  to  the  service  from 


the  Visiting  X'urse  Society,  from  local  hospitals, 
by  social  workers  at  the  Lighthouse,  and  from  the 
Department  of  Public  Assi.stance. 

After  being  screened  by  a worker  at  the  Lighthouse 
on  the  basis  of  need  and  ability  to  pay,  applicants 
are  given  a physical  examination  by  participating 
physicians  after  consent  has  been  obtained  from 
their  own  physician,  and  are  tested  psychologically 
by  a consulting  sociologist  from  the  University  of 
Pennsylvania.  A dietary  history  is  also  taken  and 
evaluated. 

The  majority  of  clients  on  the  program  are  aged 
and  infirm,  or  with  a residual  disability;  and  need 
the  service  on  a continuing  basis;  many  are  receiv- 
ing public  assistance.  In  a few  cases,  however, 
post-operative  or  convalescent  patients  are  temporar- 
ily served  following  discharge  from  the  hospital,  and 
the  sponsors  feel  that  the  program  may  have  value 
in  shortening  the  necessary  length  of  hospital  stay 
for  these  patients. 

All  clients  are  charged  a weekly  fee,  which  varies 
from  $2.00  to  $5.00  according  to  their  ability  to 
pay.  The  remaining  cost  is  borne  through  grants 
received  by  the  Lighthouse. 

The  effects  of  the  program  on  patients’  physical 
status  and  psychological  outlook  are  being  carefully 
evaluated.  At  intervals  of  about  3 months,  patients 
are  re-evaluated  medically  and  the  psychological  test- 
ing is  also  repeated.  Results  thus  far,  although  not 
formally  analyzed,  indicate  a definite  improvement 
in  clients’  physical  and  psychological  well-being. — 
Chronic  Illness  Newsletter 
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Virginia  Medical  AIoxthly 


Qwvuuni  QwomdA 


THE  MEDICAL  SOCIETY  OF  VIRGINIA  and  its  46  component  societies  will  of- 
ficially launch  an  all-out  drive  against  polio  on  April  15.  The  drive,  concluding  on 
June  1,  will  allow  sufficient  time  for  everyone  to  receive  the  first  two  inoculations  of 
the  series. 

While  the  program  will  urge  immunization  of  everyone  between  six  months  and  forty 
years  of  age,  particular  attention  will  be  given  those  in  the  20-40  age  group.  The  sus- 
ceptibility of  those  in  this  bracket  has  been  proven  and  it  is  vitally  important  that  they 
be  immvxnized  if  maximum  results  are  to  be  obtained. 

The  mechanics  and  supervision  of  the  drive  in  each  locality  will  be  left  entirely  to  the 
local  society.  While  the  Polio  Committee  hopes  that  the  important  role  of  the  private 
physician  will  be  stressed,  it  believes  that  each  society  must  make  its  own  decision  as 
to  whether  mass  clinics,  etc.,  are  advisable. 

This  all-out  drive  to  eradicate  polio  provides  a wonderful  opportunity  for  every  phy- 
sician, no  matter  what  his  speciality,  to  perform  the  greatest  possible  public  service. 

VOLUNTARY  HEALTH  INSURANCE  is  becoming  increasingly  important  in  the 
overall  medical  care  picture.  Twenty  years  ago,  the  number  of  persons  covered  by 
some  form  of  health  insurance  was  only  1.5  million.  When  the  drive  was  on  for 
compulsory  health  insurance  in  1949,  just  over  50  million  persons  were  covered  by 
voluntary  insurance.  The  medical  profession  contended  then  that  voluntary  coverage 
would  expand,  thus  obviating  the  need  for  government  insurance.  The  figures  below 
prove  this  was  a good  estimate  of  the  situation: 

110,000,000  persons  now  covered  for  hospital  charges. 

92.000. 000  persons  now  covered  for  physicians’  charges  for  surgery. 

5 5,000,000  persons  now  covered  for  physicians’  medical  charges  in  hospitals. 

10.000. 000  persons  now  covered  for  physicians’  home  and  office  call  charges. 

10,000,000  persons  now  covered  for  major  medical  expenses  (catastrophic)  com- 
pared with  1,200,000  covered  in  1953. 

THE  NATIONAL  SAFETY  COUNCIL  reports  that  approximately  4^/2  per  cent  of 
all  fatal  accidents  on  the  highways  are  caused  by  driver  fatigue  and  going  to  sleep  at 
the  wheel. 


MEDICAL  EDUCATION  WEEK— APRIL  21-27 


THE  A.M.A.  ANNUAL  MEETING  will  be  held  in  New  York  City  from  June  3-7, 
Approximately  18,000  physicians  from  all  over  the  country  are  expected  to  partici- 
pate in  the  world  famous  "short  course”  in  post-graduate  medical  education.  Focal 
point  of  the  scientific  program  will  be  the  Coliseum — New  York’s  new  exhibition  hall — 
with  four  floors  devoted  to  technical  and  scientific  exhibits. 

An  outstanding  scientific  lecture  program  has  been  arranged.  On  Monday  morning,. 
June  3,  there  will  be  a review  of  recent  progress  in  surgery  while  the  afternoon  session 
will  deal  with  recent  advances  in  medicine.  Tuesday  morning’s  general  meeting  will 
feature  a discussion  on  the  use  and  abuse  of  mood-altering  drugs  in  daily  practice. 

Formal  section  meetings  will  run  from  Tuesday  afternoon  through  Friday  morning.. 
Many  of  the  sections  will  combine  to  present  special  symposiums  and  panel  discussions. 

Registration  officially  opens  at  the  Coliseum  on  Monday  at  8:30  a.m.  and  closes  Friday 
noon.  Advance  registrations  will  be  accepted  Sunday  from  12:00  noon  to  4:00  p.m. 
The  exhibit  hall  will  be  open  to  "doctors  only’’  on  Tuesday  and  Wednesday  mornings; 
to  give  physicians  an  opportunity  to  circulate  more  freely  among  the  technical  and 
scientific  exhibits.  For  your  comfort,  the  new  Coliseum  has  many  facilities,  includ- 
ing air  conditioning,  escalators,  a cafeteria,  and  snack  bars. 

YOU  WILL  BE  SURPRISED  to  learn  the  number  of  potential  beneficiaries  of  fed- 
eral medicine.  Today  nearly  one  out  of  every  four  persons,  including  over  22  mil- 
lion veterans,  is  eligible  to  receive  at  no  cost  to  them  some  degree  of  medical  care 
from  the  Federal  Government.  Some  of  the  greatest  activity  in  the  health  field  has; 
involved  laws  and  amendments  to  laws  that  widen  the  scope  of  medical  care  for  federal 
beneficiaries.  Just  check  the  following: 

22,599,000  living  veterans  as  of  January  1,  1957. 

5.200.000  military  personnel  and  their  dependents. 

300.000  beneficiaries  of  the  Public  Health  Service,  Including  200,000  seamen,  but 

excluding  beneficiaries  of  Federal  Employees’  Compensation  Act  and  In- 
dians. 

5.100.000  public  assistance  recipients. 

370,000  Indians  and  Alaskan  natives  receiving  care  in  56  federal  hospitals  or  in 
private  facilities  under  contract. 

4, .000, 000  beneficiaries  of  the  Federal  Bureau  of  Employees’  Compensation  Act 
(at-work  injuries  only). 


CONTRIBUTE  TO  A.M.E.F. 


Womans  Auxiliary . . . . 


President Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect Mrs.  John  R.  St.  George,  Portsmouth 

Pice-Presidents Mrs.  Maurice  Bray,  Suffolk 

Mrs.  J.  Rollins  McGriff,  McLean 
Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary Mrs.  James  R.  Grinels,  Richmond 

Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer Mrs.  Robert  H.  Detwiler,  Arlington 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 


Norfolk. 

The  Auxiliary  to  the  Norfolk  County  Medical 
Society  has  been  quite  active  since  the  first  meeting 
of  the  fall  season.  The  September  meeting  was  a 
combination  business,  luncheon  and  fashion  show 
at  the  Norfolk  Yacht  and  County  Club,  with  Mrs. 
Harry  Frieden  chairman  of  the  program. 

Regular  business  meetings  were  held  in  October, 
November  and  January  in  the  homes  of  members, 
with  guest  speakers,  followed  by  a light  lunch.  In 
October,  we  heard  a Canadian  Naval  Officer  from 
NATO,  in  November  a representative  of  the  local 
telephone  company  spoke  on  “Your  Voice  is  You”, 
and  at  the  January  meeting.  Dr.  William  Gibbs 
spoke  on  “Modern  Concepts  of  Alcoholism”. 

One  of  the  big  events  of  the  year  was  the  annual 
Christmas  tea  for  all  the  student  nurses  at  Norfolk 
and  Portsmouth  hospitals.  This  year  we  enter- 
tained about  175  students  with  a play  put  on  by  the 
Auxiliary  members,  entitled  “HE  is  Having  a Baby.” 
This  entertaining  farce  had  its  setting  in  the  waiting 
room  on  any  maternity  floor.  Needless  to  say  the 
audience  enjoyed  seeing  positions  reversed. 

In  January,  the  Auxiliary  sponsored  a card  party 
and  childrens  fashion  show  to  raise  money  for  our 
newly  established  Nurses  Scholarship  Fund.  This 
scholarship  will  be  given  this  fall  for  the  first  time 
to  a qualified  member  of  one  of  the  8 Future  Nurses 
Clubs  in  our  local  High  Schools.  Mrs.  Henry  Boone 
and  Mrs.  Richard  Reed  were  chairmen  of  the  fash- 
ion show,  and  Mrs.  Jerome  Gross  chairman  of  the 
card  party.  Mrs.  George  Hollins  is  chairman  of 
the  Future  Nurses  Clubs  and  is  working  closely  with 
these  active  groups. 

The  social  highlight  of  the  year  is  the  annual 
Sweetheart  Dinner  Dance  for  our  doctors.  Mrs. 
Howard  Kruger,  president  of  the  Auxiliary,  Dr. 
Kruger,  Mrs.  James  Guy  Price,  chairman  of  the 
dinner-dance  committee.  Dr.  Price,  and  Dr.  Mallory 


Andrews,  President  of  the  Norfolk  County  Medical 
Society,  and  Mrs.  Andrews  were  in  the  receiving  line 
to  greet  over  100  doctors  and  their  “sweethearts”  at 
the  Hague  Club  on  February  16th. 

Realizing  that  the  waves  of  residents  and  interns 
in  our  local  hospitals  may  be  strangers  in  the  com- 
munity, the  Auxiliary  invited  them  to  a coffee  hour 
at  the  home  of  Mrs.  W.  B.  Wiley. 

Mrs.  M.  I.  Krischer 
Publicity  Chairman 

Warwick-Newport  News. 

This  Auxiliary  held  its  regular  monthly  meeting 
and  luncheon  on  January  23rd  at  the  home  of  Mrs. 
F.  N.  Thompson,  with  Mrs.  Frank  Beazlie,  presi- 
dent, presiding.  Tentative  plans  were  announced 
for  the  annual  field  trip  for  members  of  the  Future 
Nurses  Clubs  in  the  local  High  Schools  to  Louise 
Obici  Hospital  in  Suffolk. 

Following  the  business  session,  Mrs.  Waverly  R. 
Payne  gave  an  interesting  account  of  her  recent 
trip  abroad  with  the  350th  Commemorative  Party 
of  the  Jamestown  Festival. 

Mrs.  John  Hatten 
Publicity  Chariman 

Richmond. 

The  regular  monthly  meeting  of  this  Auxiliary 
was  a luncheon  held  at  the  Branch  House  on  Feb- 
ruary 15th.  Dr.  Paul  Sanders,  Editor  of  The  South- 
ern Planter,  was  guest  speaker.  Mrs.  Merritt  W. 
Poster,  Jr.,  and  Mrs.  Thomas  Chalkley  were  chair- 
men for  this  meeting. 

The  Annual  Doctor’s  Day  Dance  was  held  at  the 
Country  Club  of  Virginia  on  February  15th.  A 
reception  and  dinner  preceded  the  dance.  Mrs. 
Gilman  Tyler  was  chairman  of  arrangements. 

Edith  Brooks  (Mrs.  George  K.,  Jr.) 

Publicity  Chairman 

Northern  Neck. 

The  mid-winter  luncheon  meeting  of  this  Aux- 
iliary was  held  in  Warsaw  on  January  29th.  At 
this  time,  Mrs.  E.  L.  W.  Ferry  was  made  an  hon- 
orary member. 

A special  fund  raising  drive  has  made  possible 
a contribution  of  $50.00  to  the  Leigh-Hqdges-Wright 
Memorial  Fund. 

Mrs.  a.  B.  Gravatt,  Jr. 

Publicity  Chairman 
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Presidenfs  Message 


1957  Poliomyelitis  Vaccination  Drive 


ERHAPS  never  before  in  history  has  the  medical  profession  had  the  opportunity 


-L  to  wipe  out  a major  disease  so  quickly  and  so  completely  as  we  can  now  do  with 
poliomyelitis.  The  preliminaries  are  over — what  we  now  need  is  widespread  and 
immediate  needle  work.  The  Salk  vaccine  is  safe,  it  is  effective  up  to  90%,  and  now 
for  several  months  it  is  available  in  adequate  or  nearly  adequate  volume. 

Our  chief  present  problem  is  time  and  public  apathy.  Within  three  months  the 
1957  polio  season  will  be  with  us  in  Virginia.  By  that  time,  our  goal  is  to  protect 
everyone  in  the  State  between  the  ages  of  6 months  and  40  years  with  at  least  two 
injections  of  vaccine.  Some  may  express  surprise  at  extending  the  age  to  40,  but 
recent  vears  have  shown  an  increasing  number  of  victims  over  20.  During  1956,  for- 
tunately a light  polio  year  for  Virginia,  of  the  seven  deaths  recorded  in  the  State, 
four  were  of  persons  over  20  years  of  age. 

At  a large  meeting  in  Chicago  on  January  26,  1957,  the  American  Medical  Asso- 
ciation Committee  on  Poliomyelitis  endorsed  a Nationwide  Vaccination  Drive.  The 
Poliomyelitis  Committee  of  The  Medical  Society  of  Virginia  is  now  engaged  in  such 
a drive.  The  Committee  expects  each  localit}’,  under  the  leadership  of  the  local 
medical  society,  to  set  up  plans  for  reaching  every  one  under  40  in  the  community. 
We  have  every  assurance  that  cooperation  in  this  effort  will  be  forthcoming  from  many 
groups — local  health  departments,  school  health  officials,  civic  clubs,  etc.  The  State- 
wide Committee  feels  that  each  locality  is  best  able  to  judge  for  itself  what  is  the 
best  method  for  reaching  the  largest  number  of  persons  locally.  However,  both  the 
Committee  and  the  State  Department  of  Health  stand  ready  to  assist  with  advice 
and  other  help  when  called  upon. 

I'he  dates  of  April  15  to  June  1 have  been  set.  These  dates  will  permit  school 
children  to  receive  two  injections  before  schools  close  and  will  also  permit  time  for 
the  development  of  antibodies  before  the  onset  of  the  disease  season. 

Dr.  Shanholtz,  State  Health  Commissioner,  has  offered  all  of  the  facilities  of  his 
department  in  this  drive. 


President 
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Editorial . . . . 


Arterial  Embolectomy 


ECEXT  advances  in  vascular  surgery  compel  a renewed  interest  in  the  surgical 


approach  to  arterial  embolism.  Furthermore,  cardiac  surgery  and  the  surgery 
of  thrombotic  and  aneurysmal  disease  of  the  aorta  have  led  to  an  increase  in  embolic 
accidents.  An  attitude  of  conservatism  and  apathy  towards  acute  embolic  occlusion 
of  major  arterial  pathways  is  rarely  defensible  since,  even  if  viability  of  the  limb 
is  assured,  chronic  vascular  insufficiency  may  result.  The  well  trained,  aggressive 
vascular  surgeon  can  now  achieve  a patent  arterial  pathway  in  a high  percentage  of 
cases.  For  these  results  to  be  meaningful,  however,  a viable  extremity  must  be  recov- 
ered and  the  patient  survive.  The  serious  cardiac  disability  which  constitutes  the  basic 
etiology  in  many  of  these  patients  contributes  greatly  to  the  final  high  mortality’  figures. 

^^’hile  of  great  importance  the  time  interval  need  no  longer  constitute  the  decisive 
factor.  If  on  examination  the  limb  appears  viable,  the  embolus  together  with  pro- 
pagated throm.bus  can  yet  be  removed  and  function  restored  despite  a prolonged 
delay  in  instituting  surgery. 

The  diagnosis  of  arterial  embolus  usually  presents  no  difficulty  although  differen- 
tiation from  acute  arterial  thrombosis  may  sometimes  be  impossible.  In  the  case 
of  thrombosis,  symptoms  are  less  dramatic  since  some  collateral  circulation  has  already 
developed  in  response  to  the  partially  obstructing  arteriosclerotic  process.  If  the  sur- 
geon is  prepared  to  cope  with  the  situation  the  mistake  in  diagnosis  is  not  serious 
and  the  arterial  pathway  can  be  reconstructed  by  vascular  graft  or  thromboendarterec- 
tomy.  Indeed,  emergency  operation  should  be  undertaken  for  some  patients  with 
acute  thrombosis. 

A “silent”  dissecting  aneurysm  may  present  first  with  symptoms  suggesting  an 
arterial  occlusion  in  the  lower  extremities.  The  correct  diagnosis,  if  suspected,  can 
usually  be  made,  since  clinical  examination  and  oscillometry  indicate  that  the  arterial 
obstruction  is  not  complete,  and  that  bilateral  changes  are  present.  Bizarre  neurologic 
signs  add  supporting  evidence.  The  suspected  diagnosis  is  confirmed  by  the  appear- 
ance of  a widened  aortic  shadow  on  chest  roentgenogram.  Further  detailed  inquiry 
may  then  elicit  minor  symptomatology  in  the  more  cephalad  regions  of  the  body. 

.Acute  thrombophlebitis  with  arterial  spasm  may  occasionally  cause  some  diagnostic 
confusion.  The  mottled  cyanosis,  early  swelling  and  greater  tenderness  constitute  dif- 
ferentiating features. 

.A  consideration  of  the  physiologic  events  following  lodgment  of  the  embolus  permits 
a more  rational  therapeutic  approach.  The  sudden  obstruction  causes  a drop  in 
distal  arterial  pressure  below  the  critical  closing  pressure  of  small  arteries  (Burton’s 
law),  so  that  collateral  anastomoses  fail  to  open.  A sympathetic  nerve  block  oppor- 
tunely performed  at  this  stage  relaxes  the  vasomotor  tone  and  may  lower  the  critical 
closing  pressure  of  small  arteries  sufficiently  to  permit  collateral  flow  into  the  ob- 
structed main  artery.  If  the  collateral  flow  is  meager,  a thrombus  propagates 
readily  down  the  main  arterial  pathway,  occluding  more  and  more  collateral  branches 
as  it  extends.  If  surgery  is  delayed  even  briefly  intravenous  heparin  in  adequate 
dosage  .=hould  be  administered  to  retard  the  progress  of  the  thrombus.  This  measure 
has  all  too  frequently  been  overlooked,  even  when  transportation  of  the  patient  is 
being  undertaken  to  a distant  center. 

The  accompanying  vasospasm  in  the  occluded  artery  is  chiefly  of  a myogenic  nature 
and  is  initiated  by  the  drop  in  distal  arterial  pressure.  The  contracted  muscle  in  the 
vessel  wall  may  actively  resist  distention  even  after  full  arterial  flow  and  pressure 
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have  been  restored.  Topical  papaverine,  warm  saline  packs  and  even  distention  of 
the  occluded  arterial  segment  with  saline  solution  serve  best  to  overcome  the  spastic 
state.  Procaine  block  of  the  sympathetic  nerves  has  no  effect  on  myogenic  spasm  of 
the  arteries,  but  is  useful  in  combating  neurogenic  refle.x  vasospasm  arising  from 
distention  and  irritation  of  the  artery  at  the  site  of  the  embolus  which  may  affect  the 
small  arteries  and  arterioles.  If  the  condition  of  the  patient  permits,  one  should 
employ  low  spinal  or  epidural  anesthesia  for  the  operation  to  assure  blocking  the 
autonomic  pathways. 

In  performance  of  embolectomy  the  surgeon  should  strive  for  return  of  palpable 
distal  pulses.  If  adequate  retrograde  bleeding  is  not  obtained  it  can  be  assumed 
that  there  is  a distal  obstructing  soft  thrombus  or  less  commonly  an  arteriosclerotic 
jdaque  or  occlusion,  ^'igorous  retrograde  flushing  with  saline  from  a point  more 
distal  in  the  artery  such  as  the  popliteal  or  posterior  tibial  will  prove  most  helpful 
in  removing  long  thrombi.  If  a hxralized  plaque  is  found,  this  area  may  be  endar- 
terectomized.  If  the  occlusive  disease  extends  over  a wider  range  a bypass  graft 
would  be  more  acceptable.  Surgical  treatment  for  the  late  cases  with  more  prolonged 
ischemia  will  be  followed  in  some  instances  by  a postischemic  edema  occurring  in  the 
muscles  of  the  lower  extremity.  Unless  the  anterior  and  posterior  fascial  compart- 
ments are  incised  widely  the  blood  supply  may  be  further  impaired  from  pressure 
with  subsequent  necrosis  or  mummification  of  the  muscles. 

As  judged  by  mortality  figures  saddle  embolus  to  the  aortic  bifurcation  continues 
to  present  a formidable  problem.  Obstruction  here  renders  both  low'er  extremities 
and  the  jielvic  region  ischemic.  Because  of  the  widespread  block  of  collateral  channels 
the  degree  of  ischemia  is  intense  and  thrombus  propagation  occurs  rapidly.  The 
cardiac  disability  is  usually  advanced  and  the  additional  vascular  resistance  pro- 
duced by  such  a miajor  arterial  block  imposes  further  strain  on  a badly  diseased 
heart.  For  these  reasons  there  is  urgent  need  for  immediate  surgery.  A further 
serious  problem  is  encountered  when  the  embolus  is  removed  and  a large  vascular 
bed  in  the  ischemic  area  reopened.  Vasodilatation  and  sudden  hypotension  apparently 
has  led  to  cardiac  arrest  in  a number  of  cases.  The  iliac  arteries  should  be  opened 
sequentially  and  not  simultaneously. 

In  the  occasional  instance  in  which  a hemiplegia  results  from  arrest  of  an  embolus 
at  the  bifurcation  of  the  common  carotid  artery  prompt  embolectomy  may  allow 
restoration  of  cerebral  circulation  with  recovery  of  cerebral  function.  This  is  es- 
pecially true  since  propagation  of  thrombus  into  the  internal  carotid  system  may 
produce  further  brain  damage.  The  absence  of  facial  and  superficial  temporal 
pulses  should  immediately  arouse  suspicion  of  an  embolus  at  the  carotid  bifurcation. 

We  have  already  alluded  to  the  importance  of  instituting  heparin  therapy  soon  after 
the  diagnosis  of  embolus  is  made.  It  is  advisable  also  to  continue  heparin  therapy 
jiostoperatively  to  reduce  the  incidence  of  further  embolization.  Heparinization  should 
be  maintained  until  recovery  from  surgery  is  complete  and  cardiac  compensation  has 
been  gained.  Dicumarol  therapy  may  be  continued  after  discharge  upon  the  recom- 
mendation of  the  internist.  In  addition,  postoperative  heparin  therapy  may  be  consid- 
ered of  value  when  embolectomy  is  performed  on  small  arteries  such  as  the  popliteal  and 
when  the  embolectomy  has  been  incomplete.  In  the  case  of  femoral  and  popliteal 
embolectomy  a drain  is  placed  through  the  subcutaneous  tissue  to  be  removed  in 
twelve  to  twenty-four  hours.  Since  drainage  of  the  abdominal  cavity  is  not  considered 
advisable,  further  heparinization  is  delayed  for  four  to  six  hours  following  iliac  or 
aortic  embolectomy. 

The  technique  of  embolectomy  should  be  mastered  by  every  general  surgeon,  since 
the  best  results  will  be  obtained  if  the  urgent  surgery  is  performed  with  the  least 
possible  delav. 

Lewis  H.  Bosher,  Jr. 
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Society  Proceedings . . . . 


Wise  County  Medical  Society. 

At  a meeting  of  this  Society  on  February  13th, 
the  following  officers  were  elected:  President,  Dr. 
G.  V.  Martin,  Norton;  vice-presidents,  Dr.  John 
Dellinger,  Norton,  and  Dr.  S.  H.  Rivers,  Coeburn; 
and  secretary-treasurer.  Dr.  Gordon  E.  Shull,  Big 
Stone  Gap,  re-elected. 

Warwick-Newport  News  Medical  Society. 

At  the  regular  monthly  meeting  of  this  Society, 
held  on  January  8th,  Mr.  W.  L.  Robinson,  Industrial 
Commission  of  Virginia,  discussed  the  compensa- 
tion problems  in  the  State  of  Virginia  and  reviewed 


the  compensation  laws  and  how  they  should  be  in- 
terpreted by  the  medical  profession. 

■M  the  meeting  on  February  12th,  Dr.  James 
Brooks,  Department  of  Thoracic  Surgery,  Medical 
College  of  Virginia,  spoke  on  “Emergencies  in  Tho- 
racic Surgery”. 

Williamsburg- James  City  Medical  Society. 

At  the  meeting  of  this  Society  on  February  13th, 
Dr.  Peter  N.  Pastore,  IMedical  College  of  Virginia, 
spoke  on  Recent  Advances  in  Treatment. 

On  March  13th,  Dr.  Kinloch  Nelson,  Medical 
College  of  Virginia,  was  the  guest  speaker. 


News 


Calendar  of  Coming  Events 

National  Society  eor  the  Pre\  ention  of  Blindness — Annual  Conference — Hotel 
Statler,  New  York  City,  N.  Y. — April  7-10. 

.\iherican  College  of  Physicians — 38th  Annual  Session — Boston,  Massachusetts — 
April  8-12. 

Tfie  Virginia  Dental  Association — Annual  ^Meeting — Cavalier  Hotel,  Virginia 
Beach,  Virginia — April  29-30-lMay  1. 

.American  Trudeau  Society — 52nd  Annual  2kleeting — Kansas  City,  Missouri — May 
6-9. 

Virginia  Academy  of  General  Practice — 7th  Annual  Scientific  Assembly — Hotel 
Roanoke,  Roanoke,  Virginia — Vlay  24-26. 

American  Goiter  Association — Hotel  Statler,  New  York  City,  New  York — May 
28-30. 

American  College  of  Chest  Physicians — Annual  Meeting — Hotel  Commodore, 
New  York  City — IMay  29-June  2. 

American  Medical  Association — Annual  Meeting — ^^'aldorf-Astoria  Hotel — New 
York — June  3-7. 

The  Medical  Society  of  Virginia — Annual  Meeting — Hotel  Shoreham,  Washing- 
ton, D.  C. — October  27-30. 


New  Members. 

Since  the  list  published  in  the  March  issue  of  the 
Monthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Virginia: 
William  IMorgan  Delaney,  M.D.,  Alexandria 
Jessie  Marsh  Enslin,  M.D.,  Danville 
John  Simon  Fitzsimons,  M.D.,  Alexandria 
William  Calvin  Grigsby,  Jr.,  AFD.,  Bristol 


Glenn  Claire  Hall,  Jr.,  M.D.,  Radford 
Emory  Roy  Irvin,  M.D.,  Blacksburg 
Morris  Arthur  Lambdin,  M.D.,  Charlottesville 
John  Hoover  Moon,  M.D.,  Richmond 
Herbert  Ralph  Silverman,  M.D.,  Danville 
Antonio  Pietro  Tirone,  M.D.,  Richmond 
James  Roy  Troxel,  M.D.,  Winchester 
Arthur  Eugene  ^^’hite,  M.D.,  Arlington 
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Tri-State  Medical  Association. 

Dr.  William  R.  Jordan,  Richmond,  was  named 
president-elect  of  the  Tri-State  Medical  Association 
at  its  meeting  in  Clemson,  S.  C.,  the  latter  part  of 
February.  Dr.  John  K.  Webb,  Greenville,  S.  C., 
became  this  year’s  president,  and  Drs.  Malcolm 
Harris,  West  Point,  Joseph  Crosland,  Greenville, 
S.  C.,  and  Claude  D.  Squires,  Charlotte,  X.  C.,  were 
named  vice-presidents.  Dr.  W.  Gayle  Crutchfield, 
Charlottesville,  was  elected  councillor  for  Virginia. 

The  1958  meeting  will  be  held  in  Richmond,  Feb- 
ruary 24th  and  25th.  Dr.  Paul  D.  Camp,  Rich- 
mond, is  chairman  of  arrangements  for  this  meeting. 

Dr.  Bell  “Outstanding  Citizen”. 

Dr.  Houston  L.  Bell  has  been  named  as  Roanoke’s 
“Outstanding  Citizen  of  the  Year”.  He  was  hon- 
ored for  his  courageous  performance  when  he  en- 
tered a home  where  a man  had  killed  his  wife  and 
was  threatening  to  kill  his  sister-in-law  and  his  three 
children,  ^^’hen  called  to  the  home  by  the  man,  he 
was  warned  not  to  tell  the  police  or  the  rest  of  the 
family  would  be  killed.  Despite  the  warning.  Dr. 
Bell  called  the  police  and  then  went  to  the  home 
where  he  was  admitted  and  persuaded  the  man  to 
give  up  his  gun.  He  then  led  him  out  to  the  police. 

Virginia  Hospital  Council  Appointments. 

Dr.  J.  ^lotley  Booker,  Lottsburg,  has  been  ap- 
pointed by  Governor  Stanley  to  fill  a vacancy  on 
the  Virginia  .Advisory  Hospital  Council  created  by 
the  resignation  of  Dr.  Frank  B.  Stafford,  Charlottes- 
ville. 

Members  re-appointed  for  four-year  terms  include 
Dr.  W.  T.  Sanger,  Richmond,  Dr.  H.  B.  Alulholland, 
Charlottesville,  and  Dr.  Walter  B.  Martin,  X'orfolk. 

Dr.  H.  B.  Mulholland, 

University  of  Virginia,  will  be  one  of  the  lecturers 
for  the  annual  session  refresher  course  of  the  Texas 
Medical  .Association,  .April  29-May  1. 

Dr.  John  O.  Hurt 

Has  been  named  chairman  of  the  Red  Cross  fund 
campaign  in  Vinton. 

Stoneburner  Lectures. 

The  .Annual  Stoneburner  Lecture  Series  was  held 
at  the  Medical  College  of  Virginia,  March  20-22. 
The  lecturer  was  Dr.  Selman  .A.  Waksman,  professor 
of  Microbiolog)’  and  Director,  Institute  of  Micro- 
biology, Rutgers  University,  New  Brunswick,  New 
Jersey.  His  lectures  were  on  Antibiotics,  Their 
Sociological  and  Economic  Implications  and  The 
Role  of  .Antibiotics  in  X’atural  Processes. 
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Symposiums  on  Therapy  were  held  on  the  last 
two  days  and  were  participated  in  by  Drs.  Edward 
S.  Ray,  Wyatt  E.  Roye,  Count  D.  Gibson,  and  B. 
W.  Haynes,  Jr.,  all  of  Richmond;  Dr.  Thomas  B. 
Barnett,  University  of  X'orth  Carolina  School  of 
Medicine;  Dr.  Harold  E.  Harrison,  Johns  Hopkins 
University  School  of  Medicine;  Dr.  Erank  L. 
Aleleney,  University  of  Aliami  School  of  Medicine; 
Dr.  Donald  G.  Johnson,  Cornell  University  Aledical 
College;  Dr.  John  P.  Utz,  National  Institute  of 
.Allerg)’  and  Infectious  Diseases;  and  Dr.  McLemore 
Birdsong,  University  of  Virginia,  School  of  Medi- 
cine. 

Dr.  James  B.  Funkhouser, 

Richmond,  has  been  appointed  assistant  to  Vir- 
ginia’s Commissioner  of  Alental  Hygiene  and  Hos- 
pitals, Dr.  Hiram  W.  Da\’is.  He  has  recently  been 
chief  of  the  neuropsychiatry  service  at  McGuire 
Veterans  .Administration  Hospital  and  is  associate 
professor  of  psychiatry  at  the  Medical  College  of 
Virginia.  .As  assistant  to  the  Commissioner,  Dr. 
Funkhouser  will  also  be  director  of  training,  re- 
search and  mental  hygiene  clinics. 

Dr.  Charles  L.  Savage, 

Waynesboro,  has  been  named  chairman  of  the 
Valley  Alental  Health  Center’s  .Advisory  Board. 

Respiratory  Tract  Infections. 

The  University  of  Virginia,  School  of  Medicine, 
will  have  a Conference  on  Respiratory  Tract  In- 
fections on  .April  12th.  The  guest  speaker  will  be 
Dr.  William  B.  Tucker,  Director  of  Tuberculosis 
Service  of  the  Veterans  .Administration,  \\’ashington, 
D.  C. 

Further  information  may  be  obtained  from  Mrs. 
David  G.  Simpson,  Secretary,  Postgraduate  Confer- 
ences, Box  204,  University  Hospital,  Charlottesville. 

Dr.  Malcolm  H.  Harris, 

West  Point,  has  been  appointed  by  Governor 
Stanley  to  membership  on  a special  legislative  com- 
mission studying  problems  of  aged  persons.  He 
replaces  Dr.  James  P.  King,  Radford,  who  resigned. 

Dr.  Richard  H.  Kirkland, 

.Assistant  Professor  of  Aledicine  at  the  Aledical 
College  of  Virginia,  spoke  to  the  staff  of  the  North- 
ampton-.Accomack  Memorial  Hospital,  Nassawadox, 
on  February  6th.  His  subject  was  Electrolytes. 

South  Atlantic  Association  of  Obstetricians 
and  Gynecologists. 

.At  a meeting  of  this  .Association  held  in  Charles- 
ton, S.  C.,  Eebruary’  6-9,  the  following  officers  were 
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elected:  President,  Dr.  Manly  E.  Hutchinson,  Co- 
lumbia, S.  C. ; vice-president,  Dr.  C.  Hampton 
Mauzy,  Winston-Salem,  N.  C.,  president-elect.  Dr. 
Charles  J.  Collins,  Orlando,  Fla.;  secretary-treas- 
urer, Dr.  W.  Norman  Thornton,  Jr.,  Charlottesville; 
and  assistant  secretar}’-treasurer.  Dr.  Lawrence  L. 
Hester,  Jr.,  Charleston,  S.  C. 

The  next  meeting  is  to  be  held  at  the  Hollywood 
Beach  Hotel,  Hollywood,  Fla.,  February  1-5,  1958. 

Dr.  Robert  M.  Miskimon 

^^'as  recently  elected  commander  of  the  Richmond 
Power  Squadron.  Representatives  of  the  squadron 
will  meet  with  officials  of  other  squadrons  in  the 
Chesapeake  Bay  area  to  discuss  ways  of  improving 
their  contribution  to  boating.  They  have  also  made 
plans  to  sponsor  another  free  course  in  boating  and 
water  safety  in  the  fall. 

American  College  of  Chest  Physicians. 

The  23rd  Annual  Meeting  of  the  College  will  be 
held  at  the  Hotel  Commodore,  New  York  City,  May 
29-June  2.  The  scientific  program  will  include 

Obituaries .... 


Dr.  Thomas  Mathews  Vorbrinck, 

Prominent  Norfolk  physician,  died  February  13th 
at  the  age  of  sixty-four.  Two  days  before  he  had 
kept  his  usual  schedule  and  was  taken  ill  in  a drug 
store  and  rushed  to  the  hospital.  Dr.  Vorbrinck  was 
a native  of  Richmond  and  a graduate  of  the  Medical 
College  of  Virginia  in  1917.  He  had  been  in  gen- 
eral practice  in  Norfolk  for  thirty-eight  years.  Dr. 
Vorbrinck  had  been  a member  of  The  Medical 
Society  of  Virginia  since  1920. 

His  wife,  a daughter  and  a step-daughter  survive 
him. 

Dr.  Estes  Caskie  Kidd, 

Well-known  Lovingston  physician,  died  February 
18th  after  an  illness  of  several  months.  He  was 
fifty-seven  years  of  age  and  a graduate  in  medicine 
from  the  University  of  Virginia  in  1922.  After 
completing  his  internship.  Dr.  Kidd  returned  to 
Lovingston  and  had  practiced  in  Nelson  County 
since  that  time.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  for  thirty-three  years. 

Dr.  Kidd  is  survived  by  his  wife  and  two  daugh- 
ters. 

Dr.  Algernon  Keeling  Turner, 

Roanoke,  died  January  23rd  after  an  illness  of 
two  weeks.  He  was  fifty  years  of  age  and  a graduate 


prominent  speakers  on  all  aspects  of  heart  and  lung 
diseases.  In  addition  to  formal  presentations,  there 
will  be  a number  of  symposia,  round  table  luncheon 
discussions,  seminars  and  motion  pictures.  More 
than  50  experts  will  be  present  to  lead  the  discus- 
sions on  many  subjects  of  current  interest. 

Copies  of  the  program  may  be  obtained  by  writing 
to  the  Executive  Offices,  American  College  of  Chest 
Physicians,  113  East  Chestnut  Street,  Chicago. 

Practice  Wanted. 

Young,  certified  internist  seeks  hospital,  clinic,  or 
consultation  type  of  practice.  Not  interested  in  fam- 
ily type  of  internal  medicine  practice.  Write  #80, 
care  Virginia  Medical  Monthly,  P.  O.  Box  5085, 
Richmond  20,  Va.  {Adv.) 

Wanted. 

Obstetrician  and  Gynecologist  to  practice  in  an 
eleven  man  group.  Two-man  obstetric  service.  Board 
certification  not  absolutely  necessary.  Reply  to 
#90,  care  the  Monthly,  P.  O.  Box  5085,  Richmond 
20,  Va.  {Adv.) 


of  the  University  of  Virginia  Medical  School  in 
1933.  Dr.  Turner  practiced  for  a couple  of  years 
in  Martinsville.  After  taking  post  graduate  work, 
he  came  to  Roanoke  in  1940  and  established  the 
Turner  Clinic  at  Poages  Mill.  Dr.  Turner  was  a 
member  of  Omicron  Delta  Kappa,  Theta  Chi  Delta, 
Sigma  Pi  Sigma,  and  Lambda  Chi  Alpha  fraterni- 
ties. He  had  been  a member  of  The  ISIedical  Society 
of  Virginia  for  fifteen  years. 

Dr.  Turner  is  survived  by  his  wife  and  his  parents. 

Dr.  William  Dunn  Walker, 

Charlottesville,  died  November  10,  1956,  at  the 
age  of  thirty-six.  He  was  a graduate  of  the  Uni- 
versity of  Virginia,  Department  of  Medicine,  in  1944 
and  served  in  the  South  Pacific  during  World  War 
11.  Dr.  Walker  had  been  in  poor  health  since  this 
time  and  had  only  recently  been  able  to  resume  any 
practice.  He  was  on  the  staff  of  the  University 
Hospital.  Dr.  Walker  had  been  a member  of  The 
Medical  Society  of  Virginia  for  seven  years. 

Dr.  Fisher 

On  January  fifteenth,  nineteen  hundred  fifty-seven,  Dr. 
Guy  Rothwell  Fisher,  aged  sixty-seven,  departed  this 
life,  leaving  behind  a rich  heritage  to  those  with  whom 
he  had  come  in  contact;  wide  was  the  sphere  of  influence 
and  acquaintance  in  the  field  of  medicine.  Masonry,  poli- 
tics, religion  and  human  relations;  for  he  was  not  un- 
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known  to  any  organization  in  the  many  walks  of  life; 
for  each  and  all  had  profited  from  his  wide  experience, 
rhetoric,  personality  and  influence  and  the  common  wel- 
fare of  man. 

Now,  that  only  memory  of  this  beloved  personality  re- 
mains in  the  minds  of  his  many  friends,  they,  indeed,  will 
cherish  the  good  fortune  of  having  known  Guy  Rothwell 
Fisher,  who  ever  strove  to  emulate  the  Great  Physician. 

Be  It  Resolved,  that  this  Memoriam  be  spread  upon 
the  minutes  of  the  Augusta  County  Medical  Society  and 
that  copies  be  sent  to  the  Virginia  Medical  Monthly  and 
to  members  of  the  family. 

Boyd  H.  Payne 
Charles  F.  Gaylord 
Charles  L.  Savage 
Augusta  County  Medical  Society 

Dr.  Bell 

Richard  Phillips  Bell,  humanitarian  and  distinguished 
surgeon,  lived  to  the  age  in  which  he  could  review  the 
long  life  in  retrospect  and  rest  from  his  many  labors. 
No  longer  the  midnight  calls  and  the  anxious  moments 
of  relatives  and  friends,  waiting  for  the  final  report — 
“ali  is  well”. 

Always  progressive  and  a moving  force  in  the  advance- 
ment of  medical  knowledge,  he  worked  long  and  hard  to 
increase  the  services  for  the  sick  and  injured  and  ad- 
vance the  practice  of  medicine  and  surgery.  His  in- 
fluence will  long  be  felt  in  this  and  other  communities  for 
he  did  not  labor  in  vain. 

On  the  night  of  January  twenty-third,  nineteen  hundred 
and  fifty-seven,  he  lay  down  from  his  duties  and  wrapped 
the  drapes  about  him  to  be  at  peace  with  the  world  and 
enter  into  the  dream  of  his  life  and  the  reward  that 
comes  to  those  who  deserve  a Hallowed  place  as  a bene- 
factor of  all  mankind. 

Be  It  Resolved,  that  this  Memoriam  be  spread  upon 
the  minutes  of  the  Augusta  County  Medical  Society  and 
that  copies  be  sent  to  the  Augusta  County  Medical  Society, 
the  Virginia  Medical  Monthly  and  to  the  members  of  the 
family. 

Boyd  H.  Payne 
Charles  F.  Gayelord 
Charles  L.  Savage 
Augusta  County  Medical  Society 

Dr.  Dick 

Dr.  Murray  Dick,  prominent  otolaryngologist  of  the 
Peninsula  of  Virginia,  died  on  November  30,  1956. 

He  was  born  January  13,  1904,  in  Newport  News. 
.After  attending  public  school,  he  graduated  from  the 
Newport  News  High  School  in  1922.  The  next  four  years 
were  spent  working  for  the  Newport  News  Shipbuilding 
and  Dry  Dock  Company.  Wake  Forest  College  was  then 
the  place  of  his  pre-medical  education.  In  1928  he  entered 
the  Medical  College  of  Virginia,  receiving  the  degree 
of  Doctor  of  Medicine  in  1932. 

Two  years  were  then  spent  as  Resident-Physician  in 
the  then  Elizabeth  Buxton  Hospital.  Following  this,  there 
were  two  years  of  training  in  Otolaryngology  at  Bellevue 
Hospital  in  New  York  City.  Further  training  in  Ophthal- 
mology was  obtained  at  the  Newark  Eye  and  Ear  In- 
firmary. 

In  1)38,  he  married  Miss  Carnmie  Etheridge.  He  then 


began  the  practice  of  his  specialty  in  Newport  News, 
where  he  continued  until  his  death. 

Dr.  Dick  was  a member  of  the  Warwick-Newport  News 
Medical  Society,  the  Peninsula  Academy  of  Medicine,  the 
Tidewater  Ear,  Nose  and  Throat  Society,  The  Medical 
Society  of  Virginia,  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  Southern  Medical  Association,  and 
the  American  Medical  Association.  All  the  years  he  was 
in  practice  he  was  on  the  Staffs  of  the  Riverside  and 
Mary  Immaculate  Hospitals.  He  was  consultant  in  Oto- 
laryngology at  the  Langley  Field  Air  Force  Base  Hos- 
pital. 

Dr.  Dick  had  especial  patience  and  deep  affection  for 
all  children.  His  kindness  and  extreme  gentleness  made 
them  all  love  him.  He  was  a most  humble  and  medest 
person.  Nevertheless,  he  had  a strong  character,  in  that 
all  his  decisions  and  actions  were  based  on  moral  and 
spiritual  justice  without  thought  of  personal  gain. 

He  enjoyed  summer  visits  to  Nags  Head,  North  Caro- 
lina, fishing  and  swimming  in  the  company  of  his  family. 
His  wife,  a daughter  and  two  sons  survive  him. 

His  passing  is  a great  loss  to  the  profession  and  to  the 
community.  We  his  friends  shall  greatly  miss  him. 

Therefore,  Be  It  Resolved,  that  these  resolutions  be 
incorporated  in  the  minutes  of  the  Staffs  of  Riverside 
Hospital,  and  Mary  Immaculate  Hospital,  and  Warwick- 
Newport  News  Medical  Society,  and  that  copies  be  sent 
to  the  family  of  the  deceased.  The  Medical  Society  of 
Virginia,  The  American  Medical  Association,  Tidewater 
Ear,  Nose  and  Throat  Society,  the  Peninsula  Academy  of 
Medicine,  Virginia  Society  of  Ophthalmology  and  Oto- 
laryngology, and  the  Southern  Medical  Association. 

E.  L.  .Alexander,  M.D. 

W.  H.  Kretz,  M.D. 

J.  W.  Phillips,  M.D. 

Dr.  Jamison 

Dr.  Ewell  Claude  Jamison  was  born  in  Franklin  Coun- 
ty, Virginia,  November  5,  1900.  He  attended  Roanoke 
College  and  graduated  from  the  Medical  College  of  Vir- 
ginia in  1927.  He  returned  to  his  native  county  and  be- 
gan the  practice  of  medicine,  and  did  so  until  World 
War  II.  Upon  his  return  from  active  duty  with  the 
.Armed  Forces  he  founded  the  Jamison  Clinic  to  give  this 
area  its  first  general  hospital  facilities.  This  was  subse- 
quently closed  to  make  way  for  the  present  Franklin 
Memorial  Hospital. 

.Although  his  primary  interest  was  always  in  the  prac- 
tice of  medicine,  he  found  time  to  devote  to  his  communi- 
ty’s welfare  by  serving  for  many  years  on  the  Rocky 
Mount  Council,  active  member  of  the  Lions  Club,  trustee 
of  the  Franklin  Memorial  Hospital,  director  of  the  Bank- 
ers Trust  Company,  and  a long-time  deacon  of  the 
Rocky  Mount  Baptist  Church. 

Therefore,  Be  It  Resolved,  That  in  the  death  of  Dr. 
Jamison  this  Staff  has  lost  a highly  respected  and  beloved 
member, 

.And,  Be  It  Further  Resolved,  That  a copy  of  these 
resolutions  be  included  in  the  Minutes  of  the  Medical 
Staff  of  the  Franklin  Memorial  Hospital,  and  that  a copy 
be  sent  to  the  bereav'ed  family,  and  one  to  the  Virginia 
Medical  Monthly.  ^ Hughes,  M.D.,  Secretary 

J.  T.  Colley,  M.D.,  President 
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COMPREHENSIVE  VAGINITIS  REGIMEN 


Powder  Insufflation 


Tablet  Insertion 


Floraquiif  Rebuilds  the  Defense 
Mechanism  in  Vaginitis 


Combined  office  and  home  treatment  with  Floraquin 
provides  a comprehensive  regimen  which  encourages  restoration 
of  the  normal  “acid  barrier”  to  pathogenic  infection. 


Vaginal  secretions  normally  show  a high 
degree  of  protective  acidity  (pH  3.8  to  4.4). 
When  this  “acid  barrier”  is  disturbed,  growth 
of  benign  Doderlein  bacilli  is  inhibited  and 
that  of  pathogens  encouraged.  Floraquin  not 
only  provides  an  effective  protozoacide  and 
fungicide  (Diodoquin®)  destructive  to  path- 
ogenic trichomonads  and  yeast,  but  also 
furnishes  sugar  and  boric  acid  for  reestab- 
lishment of  the  normal  vaginal  acidity  and 
regrowth  of  the  normal  protective  flora. 
Suggested  Office  Floraquin  Insufflation 

. . the  vagina  is  treated  daily  by  swab- 
bing with  green  soap  and  water,  drying  and 
insufflation  of  Floraquin  powder.”* 


Suggested  Home  Floraquin  Treatment 

“The  patient  is  also  issued  a prescription 
for  Floraquin  vaginal  suppositories  which 
she  is  instructed  to  insert  high  into  the  vagina 
each  evening.  On  the  morning  following  each 
application  of  these  suppositories,  the  patient 
should  take  a vinegar  water  douche.  . . .”* 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  Floraquin  tablets.  G.  D.  Searle 
& Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 

*Williamson.  P.;  Trichomonad  Infestation,  M.  Times  84:929 
(Sept.)  1956. 
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'g  g If  1 Established  1916 

^PPamClJl^n  • AshevUle,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


VVm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 


Nettie  N.  Nichol.as,  R.N'.,  Superintendent  of  Nurses 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a’compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  1955  H.  N.  Afford,  Atfanta,  Go. 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


Westbrook.  Sanatorium 


RJ  CHMON  D 


established  l^IL 


VIRGINIA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Stajf  PAUL  V.  ANDERSO.N,  M.D.,  President 

RE.X  BLAN KINSHIP,  M.D..  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M,D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 
CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 

Psychologist 


R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  J'ieics  Sent  On  Retjuest  - P.  0.  Box  1514  - Phone  5-3245 
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SAINT  ALBANS 


A PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD,  VIRGINIA 


STAFF 

James  P.  King,  M.D. 

Director 

James  K.  Morrow,  M.D.  Clara  K.  Dickinson,  M.D.  James  L.  Chitwood,  M.D. 
T HOMAs  E.  Painter,  M.D.  Daniel  D.  Chiles,  M.D.  Medical  Consultant 


AFFILIATED  CLINICS: 
Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 


Professional  Nursing  Care 

TERRACE  HILL 


Comfortable  Lounges 


Each  Guest  Under  Care  of  Own  Doctor. 

Professional  care  supervised  by  trained  nurse.  Doctors  orders 
carefully  follovied.  No  parking  problem.  Regularly  inspected 
by  City  Health  Department.  For  additional  information 

Write  or  Call  Superintendent 


Part  View  of  Park  Grounds 

TERRACE  HILL  was  specifically 
built  for  a Nursing  Home.  Superb  24 
hours  daily  care.  Under  supervision 
of  a Registered  Nurse  and  Resident 
Exteme.  Quiet  atmosphere.  Trained 
Dietitian.  Accommodates  50  guests 
Private  and  semi-private  rooms  with 
lavatories  Rates  $45.00  to  $75.00 
weekly  for  room,  board  and  general 
nursing  care.  Your  inspection  invited. 


Nursing  Home,  Inc. 

**Understanding  Care** 

2112  MONTEIRO  AVE.,  RICHMOND,  VA. 


Around  the  Clock 

NURSING  CARE 


Convalescents 
Chronic  Cases 
Elderly  People 


TERRACE  HILL  NURSING  HOME,  Dial  3-3993  Wide,  Long  Hallways 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 


STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 

HOUSTON  L.  BELL,  M.D. 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND,  M.D. 

CHARLES  E.  LEBLANC 

DORIS  L.  JAMES,  B.S.,  O.D. 

(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further,  information,  address 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 
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75th  ANNIVERSARY 
1882  - 1957 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS.  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE.  M.D. 


McGUIRE  CLINIC 

General  Surgery 

WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  1.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  1.  DODSON,  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX.  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D 
JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  .M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 

Free  Parking  for  Patrons 


ST.  LIRE’S  HOSPITAL 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  ne.Kt  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  June  12,  1957. 
The  examinations  will  be  held  in  the  same  hotel 
June  13,  14,  and  15,  1957,  inclusive.  All  appli- 
cations and  other  documents  pertaining  to  ihe 
examinations  or  to  matters  to  be  discussed  by 
the  Board  must  be  on  file  in  the  Secretary’s 
office  on  or  before  May  28,  1957.  The  Secretary 
of  the  Board  is  Dr.  K.  D.  Graves,  631  First 
Street.  S.W.,  Roanoke,  Virginia. 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Homestead 

Year  round  private 
home  and  school  for 
infants,  children  and 

School 

adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

Write  for 

booklet. 

Mrs.  j.  Bascom  Thompson,  Principal 

FREE  UNION 

VIRGINIA 

JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart 

Circle 

RICHMOND,  VIRGINIA 

Medicine: 

Surgery : 

Manfreu)  Call,  III,  M.D. 

A.  Stephens  Graham,  M.D. 

M.  Morris  Pinckney,  M.D. 

Charles  R.  Robins,  Jr.,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

Carrington  Williams,  M.D. 

John  D.  Call,  M.D. 

Richard  A.  Michaux.  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Carrington  Williams,  Jr..  M.D. 

Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Obstetrics  and  Gynecology : 

Oral  Surgery : 

Wm.  Durwood  Suggs.  M.D. 

Spotswood  Robins.  M.D. 

Guy  R.  Harrison,  D.D.S. 

David  C.  Forrest,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Orthopedics: 

Bei^erley  B.  Clary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Roentgenology  and  Radiology: 

Fred  M.  Hodges.  M.D. 

L.  0.  Snead,  M.D. 

Pediatrics: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

Charles  P.  Mangum,  M.D. 

William  C.  Barr.  M.D. 

Edward  G.  Davis,  Jr..  M.D. 

Pathology : 

Ophthalmology,  Otolaryngology: 

James  B.  Roberts.  M.D. 

W.  L.  Mason.  M.D. 

Phvsiotherapv : 

Anesthesiologv 

Miss  Etheleen  Dalton 

Wn.LiAM  B.  Moncure.  M.D. 

Director: 

Heth  Owen.  Jr..  M.D. 

Charles  C.  Hough 
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Registered  by  American  Medical  Association 


Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 


MEDICINE  IN  VIRGINIA 

17th,  18th  and  19th  Centuries 

By  Wyndham  B.  Blanton,  M.D. 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

3 Volumes  for  $5.75 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
P.  O.  Box  5085  Richmond  20,  Va. 


PRICES  FOR  REPRINTS 

of  Articles  Appearing  in 

The  Virginia  Medical  Monthly 

Trimmed  Size  514x7^  ins.  Type  Page  3x5  ins. 
Minimum  Order  100  Copies 


100 

250 

500 

1.000 

2,000 

4 pp.  $ 

6.90 

$ 7.60 

$ 9.20 

$11.25 

$15.75 

8 " 

12.30 

13.90 

15.20 

19.55 

27.05 

12  " 

18.05 

20  60 

23.10 

29.45 

43.45 

16  " 

18.85 

22.10 

25.55 

32.55 

46.45 

20  " 

21.75 

27.35 

31.05 

37.95 

56.80 

Extra  for 

Covers 

7.60 

8.75 

12..05 

14.40 

21.75 

ENVELOPES: 
Printed  4.60 

7.00 

9.55 

15.20 

27.25 

Blank 

1.40 

3.20 

5.05 

9.55 

19.00 

Prices  F.O.B.  Richmond,  Va.  Shipments  will 
be  sent  postpaid  if  check  sent  with  order. 

Orders  must  be  placed  before  type  is 
distributed. 

WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street 

RICHMOND,  VIRGINIA 


California  Career  Opportunities 

For 

Physicians  and  Psychiatrists 

Employment  available  as  a result  of  interview  only. 

Interviews  at  the  APA  Conferenee  May  lS-17  in 
t'iiieaKo  and  in  sueii  otlier  loeations  as  New  York. 
Boston,  St.  Louis,  Philadelphia,  and  Minneapolis 
diiriniir  May  and  June.  Assignments  in  State  hos- 
pitals, juvenile  and  adult  correctional  facilities,  or 
a veterans  home.  Three  salary  groups:  $10,860- 
12,000;  $11.4,00-12,600;  $12,600-13,800.  Citizenship, 

possession  of,  or  eligibility  for  California  license 
required. 

Write: 

Medical  Recruitment  Unit,  Box  A 

State  Personnel  Board 

801  Capitol  Avenue,  Sacramento  14,  California 


At  All 

DEPENDABLE 


PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


PATTERSONS 

SAFE  lERVICE  DRUE  STORES 


Prescription  Specialists 


Lynchburg,  Va.  Martinsville,  Vo. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N,  C. 
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In  very  special  cases 
a very  superior  brandy... 


specify 


★ ★ ★ 


84  Proof 


COGNAC  BRANDY 

Schieffelin  & Co..  New  York 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 


prevents  nausea, 
vomiting  and  vertigo 
associated  with 
vestibular  disturbances 


^Trademark 


j)igitaUs 

in  its  completeness 


Digitalis 

( Onviea,  Ro*e » 

0.1  Gram 

grains) 

CAUTION:  Federal 
l«w  prohibits  dispens- 
ing wHboot  presTTip- 


»«!($.  KOSE  t Cl..  IM. 
tntss.  Hass..  I S.t 


-B: 

If 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davdes,  Rose  Co.,  Ltd. 
Boston.  18,  Mass, 
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for  your  complete  insurance  needs  . . . 


^ PROFESSIONAL 
^ PERSONAL 
^ PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE;  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  1 1 1 W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 


Conductive  Shoe 
in  dress  style 

Safety  from 
Fire  and 

Explosion 'A 


• Insole  extension  and  wedge  of  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  suppart  canstructian  is  guaran- 
teed nat  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

"if  Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  alsa  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  ather  shoe  manufacturer. 

Send  for  tree  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foof.” 

Write  for  details  or  contact  yaur  local  FOOT-SO-PORT 
Shoe  Agency.  Peter  to  yaur  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


longest  acting 

motion-sickness 

preventive 


trademark 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  fhe  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 

One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


SURGERY  and  ALLIED  SUBJECTS 

A two  months  combined  surgical  course  comprising  sur- 
gery, traumatic  surgery,  abdominal  surgery,  gastroentero- 
logy, proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  operations,  examination 
of  patients  preoperatively  and  postoperatively,  and  follow- 
up in  the  wards  postoperatively.  Pathology,  radiology, 
physical  medicine,  anesthesia.  Cadaver  demonstrations  in 
jurgical  anatomy,  thoracic  surgery,  proctology,  orthopedics. 
Operative  surgery  and  operative  gynecology  on  the 
cadaver : attendance  at  departmental  and  general  con- 
ferences. 

ANESTHESIOLOGY 

A three  months  full  time  course  covering 
general  and  regional  anesthesia  with  special 
demonstrations  in  the  clinics  and  on  the 
cadaver  of  caudal,  spinal,  field  blocks,  etc.; 
instruction  in  intravenous  anesthesia,  oxygen 
therapy,  resuscitation,  aspiration  broncho- 
scopy; attendance  at  departmental  and  gen- 
eral conferences. 


DERMATOLOGY  AND  SYPHILOLOGY 

A three  year  course  fulfilling  all  the  re- 
quirements of  the  American  Board  of  Derma- 
tology and  Syphilology.  Attendance  at  de- 
partmental and  general  conferences. 

Course  for  GENERAL  PRACTITIONERS 

Four  weeks  intensive  full  time  instruction  covering  those 
subjects  which  are  of  particular  interest  to  the  physician 
in  general  practice.  Fundamentals  of  the  various  medical 
and  surgical  specialties  designed  as  a practical  review  of 
established  procedures  and  recent  advances  in  medicine 
and  surgery.  Subjects  related  to  general  medicine  are 
covered  and  the  surgical  departments  participate  in 
giving  fundamental  instruction  in  their  specialties. 
Pathology  and  radiology  are  included.  The  class  is  ex- 
pected to  attend  departmental  and  general  conferences. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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for  ''This  Wormy  World” 


Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 


Pleasant  tasting 

'ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 


PALATABLE  • DEPENDABLE  • ECONOMICAL 


‘ANTEPAR'  SYRUP  ” Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR'  TABLETS  “ Piperazine  Citrate,  250  or  500  nig.,  scored 
‘ANTEPAR'  WAFERS  - Pip  erazine  Phosphate,  500  mg. 


Literature  available  on  request 


Q BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

In  3 Volumes 
Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  fo  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.75 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  • Chicago  10,  Illinois 
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Water. 


Powder 


BAKER’S  MODIFIED  MILK 

THE  BAKER  LABORATORIES,  INC. 

Main  Office:  Cleveland  3,  Ohio  • Plant:  Cast  Troy,  Wisconsin 


Baker’s  Modified  Milk  is  a complete 
infant  food,  easy  to  prescribe  and  pre- 
pare in  hospital  and  home. 

Available  in  liquid  and  powder  forms, 
both  are  made  exclusively  from  Grade  A 
Milk  (U.S.P.H.S.  Milk  Code).  Both  con- 
tain all  requirements  for  complete 
infant  nutrition. 

Baker's  Liquid  — generally  preferred  for 
its  greater  ease  of  preparation. 

Baker's  Powder  — particularly 
adaptable  for  feeding  prematures 
and  for  use  as  complemental 
and  supplemental  feedings. 
Both  forms  are  extremely 
low  in  price,  costing  less 
than  a penny  per 
ounce  of  formula. 
Furnished  to  hos- 
pitals without 
charge,  of  course. 


i 

I 


i 
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FAec  (uie^nlc 

FROM 

IRON  INTOLERANCE 


rEnuupi 


hemoglobin 

response 

excellent  tolerance 


BRAND  OF  FERROUS  GLUCONATE 


FOR  ALL  SIMPLE  IRON  DEFICIENCY  ANEMIAS 


lABOIATORIES 

TO*«  »IL  N T 


SUPPLIED:  Fergon  tablets  of  5 grains,  bottles  of  TOO  ond  500. 
Fergon  tablets  of  7Vi  grains,  bottles  of  100. 
Fergon  elixir  6%  (5  grains  per  teospoonful), 
bottles  of  16  fl.  oz. 
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PREDNISOLONE  {1  mg.) 
ASPIRIN  {0.3  Gm.) 


Proper  formula  for  treating  “Rheumatism"  patients 


With  TEMPOGEN,  many  patients  obtain  adequate 
relief  from  immobiilzing  "rheumatic”  pain  with 
iower  hormone  dosages  than  are  ordinarily 
required,  because  of  the  enhanced  antirheumatic 
effect  provided  by  the  prednisolone-saiicyiate 
combination.  In  addition,  the  iikelihood  of  the 
occurrence  of  gastric  distress  or  adrenal  ascor- 
bic acid  depletion  is  minimized. 

INDICATIONS:  Early  rheumatoid  arthritis,  rheu- 
matoid spondylitis,  osteoarthritis.  Still’s  disease, 
psoriatic  arthritis,  bursitis,  synovitis,  tenosynovi- 
tis, myositis,  fibrositis,  and  neuritis. 

Supplied:  TEMPOGEN®  and  TEMPOGEN®  Forte— in  bottles  of  100  Multiple  Com- 
pressed Tablets.  (TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.)  TEMPOGEN 
and  TEMPOGEN  Forte  are  trademarks  of  Merck  & Co.,  loc. 

^present  as  60  mg.  sodium  ascorbate 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC.  PHILADELPHIA  I.  PA. 
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children  are  often  this  eager... 

Because  Rubraton  tastes  so  good,  most  children  actually  look  forward  to  taking 
it.  What  better  way  could  there  be  for  providing  these  essential  nutrients? 


Rubraton  is  indicated  for  combatting 
many  common  anemias  and  for  cor- 
recting mild  B complex  deficiency 
states.  It  may  also  prove  useful  for 
promoting  growth  and  stimulating 
appetite  in  poorly  nourished  children. 
(Not  intended  for  treatment  of  perni- 
cious anemia.) 

Dosage:  1 or  2 teaspoonfuls  t.i.d. 
Supply:  Bottles  of  8 ounces  and  1 pint. 


1 teaspoonful  (5  cc.)  supplies: 


Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

Vitamin  B,j  activity  concentrate 4 meg. 

Thiamine  mononitrate 1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride  0.5  mg. 


Alcohol  content:  12  per  cent 


RUBRATON 


*BUS<lATON*®  IS  A SQ099  TRAOCMABM 


Squiss 


Squibb  Quality-the  Priceless  Ingredient 


50 


Virginia  Medical  Monthly 


KNOX  PROTEIN  PREVIEWS 


Knox  ‘‘Choice  of  Foods”  Diet  Can  Help  Your 
CARDIAC  Patients  Lose  Weight  Successfully 


1.  Color-coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally-sound  Food  Exchanges. ' 

2.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
booklet  as  Choices)  eliminate  calorie  counting  by  patient. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
presented  on  the  last  14  pages  of  each  diet  booklet. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists’*  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  SJ-24 
Johnstown,  N.  Y. 


Please  send  me  dozen  copies  of  the  new  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 

Your  Name  and  Address 
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In  Feeding  Prematures 


Fresh  < 
V/ater 
KARO 


Evaporo* 

Water 

KARO 


Dried  i 
V/ater 
KARO 


I^ecent  metabolic  studies  have  established 
rational  feeding  procedures  for  prematures. 

The  initial  feeding,  12  hours  after  birth, 
consists  of  one  dram  of  5 per  cent  dextrose. 
This  solution  is  increased  by  one  dram  at 
2-hour  intervals  if  tolerated  and  retained. 

After  twenty-four  hours,  breast  milk  or 
formula  (table  below)  gradually  replaces  the 
prelacteal  feeding  at  2-hour  intervals.  The 
volume  of  a feeding  may  be  increased  up  to 
2 drams  daily  until  maintenance  caloric 
requirements  are  fulfilled  by  the  fifth  day.  If 
the  infant  shows  signs  of  intolerance,  the 
formula  increase  is  made  more  slowly  and 
the  fluid  requirement  fulfilled  parenterally. 

Successful  feeding  mixtures  consist  of  dilu- 
tions of  powdered  half-skimmed  or  evapor- 

toR 

v^hole  lactic  acid  mUR 


ated  whole  cow’s  milk,  skimmed  or  whole 
lactic  acid  milk.  These  formulas  contain  high 
protein,  moderate  carbohydrate  and  low  fat, 
yielding  about  120  calories  and  150  cc.  fluid 
per  kgm.  body  weight. 

The  problems  of  prematures  are  always 
the  same  but  the  solutions  differ  with  each 
era.  Today  the  moderate  carbohydrate 
requirement  for  normal  infants  as  well  as 
prematures  is  fulfilled  by  Karo®  Syrup  as 
adequately  as  a generation  ago.  Whatever 
the  type  of  milk  adapted  to  the  infant,  Karo 
may  be  added  confidently  because  it  is  a bal- 
anced mixture  of  lower  sugars  resistant  to 
fermentation,  non-laxative,  easily  assimilated 
and  well  tolerated  by  all  infants. 

Readily  available  in  all  food  stores. 

MEDICAL  DIVISION 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 


Adapted  from  Nelson's  Pedi- 
africs,  Saunders,  Phila.  1954 


Produced  by 

Corn  Products  Refining  Co. 


Behind  Every  Bottle... A Generation  of  World  Literature 
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among  nonhormonal  antiarthritics  . . . 

unexcelled  in 
therapeutic  potency 

BUTAZOLIDIN 

(phenylbutazone  Geicy) 

In  the  nonhormonal  treatment  of  arthritis 
and  allied  disorders  no  agent  surpasses 
Butazolidin  in  potency  of  action. 

Its  well-established  advantages 
include  remarkably  prompt  action, 
broad  scope  of  usefulness, 
and  no  tendency  to  development 
of  drug  tolerance.  Being 
nonhormonal,  Butazolidin 
causes  no  upset  of  normal 
endocrine  balance. 

Butazolidin  relieves  pain, 
improves  function, 
resolves  inflammation  in: 

Gouty  Arthritis 
Rheumatoid  Arthritis 
Rheumatoid  Spondylitis 
Painful  Shoulder  Syndrome 

Butazolidin  being  a potent  therapeutic 
agent,  physicians  unfamiliar  with  its 
use  are  urged  to  send  for  detailed 
literature  before  instituting  therapy. 

Butazolidin®  (phenylbutazone 
Geigy).  Red  coated  tablets  of  100  mg. 


GEIGY 

Ardsley,  New  York 


S'? 
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Component  and  Other  Medical  Societies  in  Virginia 

(Officers  and  Others  are  Requested  to  Notify  the  3Ionthly  of  Changes) 


SOCIETY 

Accomack  County  

Albemarle  County 

Alexandria 

Alle^hany-Bath  Counties 
Amherst-Nelson  Counties 

Arlington  County 

Augusta  County 


PRESIDENT  SECRETARY  TIME  OF  MEETING 

J.  Fred  Edmonds,  Accomac J.  C.  Doughty,  Onancock Quarterly 

George  Spence,  Charlottesville Monthly 

H.  Haskins  Ferrell,  Jr.,  Alex- 
andria   Jean  Lockhart,  Alexandria  Monthly 

--Donald  S.  Myers,  Hot  Springs — R.  P.  Havv^kins,  Clifton  Forge Bi-Monthly 

...Lyddane  Miller,  Amherst 

K.  Charles  Latven,  Arlington W.  Leonard  Weyl,  Arlington Monthly 

I.  M.  Nuckols,  Staunton John  G.  Crawford,  Staunton Quarterly 


Bedford  County  _W.  V.  Rucker,  Bedford  Dennis  Robinson,  Bedford  Quarterly 

Botetourt  County -M.  S.  Stinnett,  Buchanan E.  L.  Coffey,  Buchanan 

Buchanan-Dickenson  Counties Bradley  -Berry,  Grundy J.  S.  Richardson,  Grundy Monthly 


Charlotte  County  Stuart  Wilson  Tuggle,  Keys- 

ville  Thomas  Watkins,  Drakes  Branch 

Culpeper  County  O.  K.  Burnette.  Culpeper Cecil  G.  Finney,  Culpeper 

Danville-Pittsylvania  Academy  -F.  H.  McGovern,  Danville Leon  W.  Powell,  Jr.,  Danville Monthly 

Fairfax  County  Gerald  J.  Inguagiato,  Falls 

Church  Frances  Ayres,  Falls  Church Quarterly 

Fauquier  County  Evan  H.  Ashby,  Jr.,  Remington. James  L.  Dellinger,  Warrenton Monthly 

Floyd  County  J.  C.  Rutrough,  Willb  F.  C.  Bedsaul,  Floyd 

Fourth  District  James  Thweatt,  Petersburg Clyde  W.  Vick,  Jx*.,  Petersburg Five  times  a year 

Fredericksburg  James  G.  Willis,  Fredericksburg.Charles  P.  Barnett,  Fredericksburg- Monthly 

Halifax  County  Nathaniel  H.  Wooding,  Halifax. George  E.  Chappell,  Halifax 

Hampton  B.  E.  Hunt,  Hampton R.  H.  Wright,  Jr.,  Phoebus ..Semi-Monthly 

Hanover  County  J.  D.  Hamner,  Jr.,  Ashland Claude  K.  Kelly,  Mechanicsville 

Hopewell  D.  P.  Moore,  Hopewell W.  P.  Youngblood,  Hopewell Monthly 

James  River  Russell  Snead,  Columbia J.  H.  Yeatman,  Fork  Union Quarterly 

Lee  County Thomas  S.  Ely.  Jonesville H.  A.  Kinser,  Pennington  Gap 

Loudoun  County  John  D.  Wynkoop,  Leesburg Robert  A.  Orr,  Leesburg Monthly 

Louisa  County  Griffith  Daniel,  Louisa — A.  R.  Southall,  Louisa 

Lynchburg  Academy  J.  W.  Houck,  Lynchburg R.  F.  Hawkins,  Lynchburg Monthly 

Medical  Society  of  Virginia .James  D.  Hagood.  Clover Robert  I.  Howard,  Richmond Oct.  27-30,  Washington,  D.  C. 

Mid-Tidewater  Carl  Brcaddus.  Newton Malcolm  H.  Harris,  West  Point Quarterly 

Norfolk  County Mallory  S.  Andrews,  Norfolk John  S.  Thiemeyer,  Jr.,  Norfolk Semi-Monthly 

Northampton  County H.  L.  Denoon,  Jr.,  Nassawadox. J.  R.  Freeman,  Cape  Charles Quarterly 

Northern  Neck. Spotswood  D.  Studdard,  White 

Stone J.  M.  Dailey,  Reedsville Semi-Monthly 

Northern  Virginia M.  J.  W.  White,  Luray Dennis  McCarty,  Front  Royal Three  times  a year 

Orange  County David  H.  Miller,  Orange J.  G.  Bruce,  Jr.,  Gordonsville 

Patrick-Henry  Counties  T.  H.  Dickerson,  Martinsville G.  W.  Curwen,  Fieldale Quarterly 

Princess  Anne  County  James  W.  Todd,  Virginia  Beach.John  Crawford,  Virginia  Beach 

Richmond  Academy  of  Medicine.  Elam  C.  Tocne.  Jr.,  Richmond Patty  Boatwright,  Richmond  Semi-Monthly 

Roanoke  Academy  of  Medicine  .Harry  B.  Stone.  Jr.,  Roanoke., W.  Conrad  Stone,  Roanoke Monthly 

Rockbridge  County Thomas  D.  Hedrick,  Buena 

Vista  E.  W.  Bosworth,  II.  Lexington Monthly 

Rockingham  County  N.  M.  Canter,  Jr.,  Harrison- 
burg   J.  S.  Huffman,  Dayton  Quarterly 

Russell  County  Robert  F.  Gillespie,  Lebanon W.  A.  Davis,  Dante 

Scott  County  W.  L.  Griggs.  Jr.,  Gate  City 

Smyth  County  J.  A.  Thompson,  Jr..  Maidon C.  O.  Finne,  Saltville  Monthly 

Southwestern  Virginia  J-  T.  Showalter,  Christiansburg  - Wm.  S.  Credle,  Bristol,  Tenn. Semi-Annually 

Tazewell  County  ^ J.  W.  Fullerton,  Tazewell D.  A.  Cunningham,  Richlands Quarterly 

Tri-County  ; M.  M.  Bray,  Suffolk  J.  E.  Rawls,  Jr.,  Suffolk Monthly 

Tri-State  Medical  Assn.  Roy  B.  McKnight,  Charlotte, 

N.  C.  R.  B.  Davis,  Greensboro,  N.  C. Feb.  24-25,  1958 

Va.  Sec-  Amer.  Col.  Phys. James  F.  Waddill,  Norfolk Wm.  H.  Harris,  Jr.,  Richmond 

Va.  Acad,  of  Gen.  Practice Frank  E.  Tappan,  Berryville R.  G.  McAllister,  Richmond -May  24-26,  1957 

Va.  Neuropsychiatric  Assn. (Jeorge  S.  Fultz,  Jr.,  Richmond, Weir  M.  Tucker,  Richmond  Spring  & Fall  Oct.  27,  1957 

Va.  Obst.  & Gynec.  Soc. “ Millard  B.  Savage,  Norfolk Brock  D.  Jones,  Jr.,  Norfolk Apr.  7-9,  1957  Washington,  D.  C. 

Va.  Orthopedic  Soc. B.  B.  Clary,  Richmond Wm.  M.  Deyerle,  Richmond  Apr.  12-13,  1957  Hot  Springs 

Va.  Soc,  of  Pathology Daniel  I-reavitt,  Roanoke George  J.  Carroll,  Suffolk May,  Oct.  & Nov. 

Va.  Pediatric  Soc.  : Thomas  S.  Chalkley.  Richmond.  Harry  D.  Ck)x,  Portsmouth Mar.  22-23,  1957 

Va.  Peninsula  Academy John  F.  Gayle,  Hampton Q.  J.  Legg,  Newport  News... Monthly  (no  meetings  June,  July 

Va.  Radiological  See. Carney  C.  Pearce,  Jr.,  Peters-  & Aug.) 

burg  P.  B.  Pai*sons,  Norfolk  Apr.  20,  1957  Washington,  D.  C. 

& October,  1957 

Va.  Soc.  Anesthesiologists Julius  J.  Snyder,  Norfolk Charles  H.  Meeks.  Richmond  October,  1957 

Va.  Soc.  O.  L.  & O. L.  Benj.  Sheppard,  Richmond Maynard  P.  Smith,  Richmond 

Va.  Surgical  Soc.  J.  M.  Emmett.  Clifton  Forge — R.  L.  Payne,  Jr.,  Norfolk May  11,  1957 

Va.  Urological  Soc.  Wm.  Russell  Jones.  Jr.,  Rich- 
mond   Frank  Buck,  Lynchburg  October,  1957 

Warwick-Newport  News Frank  S-  Beazlie,  Jr.,  Newport 

News  S.  H.  Mirmelstein,  Newport  News.  Monthly 

Williamsburg-James  City Ben  T.  Painter,  Williamsburg— Janet  H.  C.  Kimbrough,  Williams- 
burg   : Monthly,  (except  June,  July  & 

Aug.) 

Wise  County George  V.  Martin.  Norton Gordon  E.  Shull,  Big  Stone  Gap Bi-Monthly 

Wythe-Bland  Sam  Huddle,  Rural  Retreat C.  B.  Hughes,  Wytheville  
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For  the  Asthmatic 


Medihaler  offers  virtually  instantaneous  relief  and  does 
so  with  little  effort  and  with  maximum  safety. 


Measured-Dose  True  Nebulization 
Dehvers  a measured  dose  of  true  nebular  vapor . . . Dose 
is  always  the  same  regardless  of  strength  of  fingers  or 
amount  of  medication  in  bottle. 


Costs  the  Patient  Less 

Medihaler  Oral  Adapter  is  made  of  unbreakable  plastic 
...  no  moving  parts . . . and  200  apphcations  in  each  10  cc. 
bottle. 


Fast  Relief 


Medihaler-Epi® 

Riker  rand  of  epinephrine  U.S.P.  0.5%  solution  in  inert, 
nontoxic  aerosol  vehicle.  Each  ejection  dehvers  0.125  mg. 
epinephrine.  In  10  cc.  vial  with  metered-dose  valve. 

Indicated  in  acute  or  recurring  bronchospasm.  Re- 
places injected  epinephrine  in  many  emergency  situations. 

Medihaler-lso® 

Riker  brand  of  isoproterenol  HCl  0.25%  solution  in 
inert,  nontoxic  aerosol  vehicle.  Each  ejection  delivers 
0.06  mg.  isoproterenol.  In  10  cc.  vial  with  metered-dose 
valve.  • Indicated  in  acute  or  recurring  bronchospasm. 

Note:  First  prescription  should  include  desired  medication  and 
Medihaler  Oral  Adapter,  supplied  with  pocket-sized 
plastic  container. 


The  Medihaler  principle 


is  also  available  in  Medihaler-Nitro^'^'  (octyl  nitrite)  for  the  rapid  re- 
lief of  angina  pectoris ...  and  Medihaler-Phen^'^  (phenylephrine-hydro- 
cortisone-neomycin) for  lasting,  effective  rehef  of  nasal  congestion. 


ANGflES 
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"DOCTOR" 

Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 

TO  YOU  ARE 

COMPLETE 

RELEASE  OF  CAPITAL 

PIEDMONT 

New  Automobiles 

Any  Make 

PLAN 

No  Worries  Over 

Taxes-Fees 

FOR  THE 

Service  Cost 

Insurance 

MEDICAL 

Repairs 

License  Fees 

PROFESSION 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

EXCLUSIVELY 

Tire  Replacements 

Inspection  Registration 

For  Most  of  You,  All 

This  Is  100%  Tax  Deductable 

Fees 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coveroge 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 
Purchased  In  Your 
Home  Town 


We  are  as  near  as  your  Telephone! 


If  You  Would  Like  to  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 

P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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designed 


with 


lower 

the  original  tranquilizer-corticoid 


f-V  ■ 


Rtaraxold 


prednisolone  and  hydroxyzine 

provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications* 

Ataraxoid  now  written  as 


r 


X 


7. 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydi’o- 
chloride,  in  green,  scored  tablets.  Bottles  of  30 
and  100. 


and  now  available  as  NEW 


1 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


and  NEW 


Rtaraxoid  u 


1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 


advantages : (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 


1.  Personal  communications 


•Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York  CPflZCt^ 


.Si? 


•ifli 


rik 


iPrednholooe  fertio#v*butytocetate.  Merck) 

for  relief  that  lasts -longer 


■4 


in  COLLATERAL 


f Rheumatoid  arthritis 
Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Sprains 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacra  I strain 
Capsulitis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 
syndrome 
Collateral  ligament 
strains 
Radiculitis 
Osteochondritis 
Ganglia 


LIGAMENT 


STRAINS- 


allows  early 
ambulation - 
relieves  pain 
and  swelling 


Duration  of  relief 
exceeds  that 
provided  by  any 
other  steroid 
ester 


0 1 2 S 4 ft  « 7 • • 10  1 1 17  Ift  14  IS  0AV9 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra*- 
T.B.A. — 20  mg. /cc.  of  predniso- 
lone X^r/i^zry-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  A DOMMB 

PIVISION  OF  MCRCKftCO..INC. 
PHILADELPHIA  I.  PA. 


/.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  CtXy,  May  31  and  June  /,  1955 
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One  of  a Series  of  Newspaper 
Directed  to  Your  Patie7tts 
and  Our  Customers.... 


You  have  a good  friend  on  your  side 
when  you  decide  to  lose  weight. 

He’s  your  doctor  . . . who  can 

— tell  you  what  typ)e  of  diet  if  any 
may  be  in  order. 

— determine  how  much  weight  you  should 
lose  and  how  rapidly. 

— prescribe  a proper  weight-reduction 
formula,  if  necessary. 

Before  you  start  any  diet,  see  your  doctor. 
If  he  does  prescribe  a new 
weight-reduction  drug,  you  can  be  sure 
Peoples  has  it — and  will  disp)ense  it 
quickly  and  accurately.  And,  of  course, 
your  prescription  is  priced  with 
uniform  economy. 

PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


© 19Se  PEOPLES 
DRUG  STORES,  INC. 


. . . through  earlier  detection,  improved  surgery  and  the 
anti-tuberculosis  drugs.  These  advances  have  reduced 
tuberculosis  from  first  to  sbcth  place  among  the  ten  lead- 
ins  causes  of  death. 


SIX  MONTHS  AGO,  when  Tom  came  down  with  tuber- 
culosis, his  friends  feared  that  he  would  disappear 
from  the  world  of  the  well  to  spend  years  in  a hospital. 

Those  fears  might  have  been  justified  some  time  ago. 
Now,  fortunately,  when  cases  like  Tom’s  are  discovered 
early,  doctors  can  often  restore  good  health  without  the 
long  stay  in  a hospital,  and  all  the  attendant  worries 
about  the  problems  of  finances,  family  and  future. 

Tuberculosis  is  still  a great  problem  when  diagnosis  is 
delayed  and  the  disease  has  progressed.  But  experts  agree 
that  medical  science  has  surely  gained  the  upper  hand 


Obviously,  the  job  is  far  from  ended.  Hospitals,  uni- 
versities and  research  laboratories  the  world  over  are 
searching  constantly  for  more  effective  medicines  of 
potential  value  in  treating  this  once-deadly  disease. 

As  a maker  of  medicines  prescribed  by  physicians, 
Parke-Davis  is  proud  to  be  among  those  engaged  in  this 
great,  world-wide  fight  against  tuberculosis. 


Copynulil  1957 


Parke.  Davis  & Company.  Delroil  32.  Michigan 


Working  with  your  physician,  your  pharmacist 
and  your  hospital  to  make  modern  medical  care  one 
of  the  most  rewarding  investments  of  your  life. 


PARKE,  DAVIS  & COMPANY 


nf 
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“Tom”  had  tuberculosis.  And  in  this  latest  Parke-Davis  message  on 
the  cost  of  medical  care,  "Tom’s  case”  is  used  as  a specific  example 
of  the  heartening  progress  being  made  against  sickness  and  disease. 

The  ad  points  out  that,  thanks  to  earlier  detection,  improved 
surgery  and  the  anti-tuberculosis  drugs,  tuberculosis  has  fallen  from 
first  to  sixth  place  among  the  ten  leading  causes  of  death. 

Unfortunately,  most  people  do  not  appreciate  the  priceless  value 
of  today’s  more  effective  medical  care  until  they  come  face  to  face 
with  a dread  disease — like  "Tom”.  And  that’s  why,  with  a colorful 
new  series  of  advertisements,*  Parke-Davis  is  helping  to  give  your 
patients  a new  and  clearer  understanding  of  what  modern  medical 
care  can  do  for  them — in  terms  of  getting  them  well  quicker,  back 
on  the  job  again,  and  even  saving  their  lives. 

In  short,  we’re  continuing  to  tell  your  patients  that  prompt  and 
proper  medical  c£ire  may  well  turn  out  to  be  the  biggest  bargain 
ever  to  come  their  way. 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


Now  in  eye-catching  color  in  life,  time, 
SATURDAY  EVENING  POST  and  TODAY’S  HEALTH. 
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Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRLVTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 


INDEX  TO  ADVERTISERS 


American  Bakers  Association,  The  - 26 

American  Medical  Association  46 

Abbott  Laboratories  2^-23,  64 

Ames  Company,  Inc.  22 

Appalachian  Hall  34 

Ayerst  Laboratories  46 

Baker  Laboratories,  Inc.,  The  47 

Brayten  Pharmaceutical  Compnay  63 

Burroughs  Wellcome  & Co. 16,  27,  45 
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Corn  Products  Refining  Co.  52 
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Drug  Specialties,  Inc.  5 
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Endo  Laboratories  9 

Foot-so-Port  Shoe  Company  43 

Geigy  Pharmaceuticals  53 

Gill  Memorial  Eye.  Ear  and  Throat  Hospital,  Inc. 3S 

Jefferson  A.  G.  44 

Johnston-Willis  Hospital  39 

Julius  Schmid.  Inc.  30 

Keeley  Institute,  The  41 

Knox  Gelatine  Co.,  Inc.,  Chas.  B.  : 51 

Lakeside  Laboratories  Inc.  21 

Lederle  Laboratories  Division  --Insert,  24-25,  Inside  Back  Cover 

Medical  Recruitment  Unit,  Box  A 41 

Medical  Society  of  Virginia,  The 41,  46 

Merck  Sharp  & Dohme  __12-13.  49,  58 

New  York  Polyclinic  Medical  School  and  Hospital,  The 44 

Officers  of  The  Medical  Society  of  Virginia 6,  7 

Parke,  Davis  & Company  2-3,  60-61 


Patch  Co.,  The  E.  L.  11 

Patterson’s  Safe  Service  Drug  Stores 41 

Peoples  Drug  Stores  Inc.  59 

Pfizer  Laboratories 18.  42,  43,  57 

Physicians’  Products  Co.,  Inc.  23 

Piedmont  Auto  and  Truck  Rental,  Inc.  56 

Plyler’s  Nursing  Home,  Mrs. 38 

Richmond  Eye  Hospital — Richmond  Ear,  Nose  and 

Throat  Hospital  40 

Richmond  Hotels  Incorporated  44 

Riker  55 

Saint  Albans  .37 

Schering 14-15,  31 

Schieffelin  & Co.  42 

Searle 10,  33 

I Smith,  Kline  & French  Laboratories 19,  Back  Cover 

Squibb  17,  50 

State  Board  of  Medical  Examiners  of  Virginia,  The  39 

St.  Elizabeth’s  Hospital  — — 34 

St.  Luke’s  Hospital  39 

St.  Paul  Insurance  Companies,  The  43 

Stuart  Circle  Hospital 40 

Terrace  Hill  Nursing  Home,  Inc.  S'! 

Thompson  Homestead  School,  The  30 

Tucker  Hospital  Inc.  30 

U.  S.  Vitamin  Corporation  8 

Vale  Chemical  Co.,  Inc.,  The  20 

Virginia  Bakers  Council,  The  26 

Westbrook  Sanatorium 36 

W'hite  Cross  Hospital  35 

Williams  Printing  Co.  41,  62 

Winthrop  Laboratories  10*  48 
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(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


BELUADONNA  At.KAL.OiDS 
At.ONE 


LD  90%* 
*15  mg.  dose 
of  spasmolytic 
proved  lethal 
in  90%  of 
test  animals 


IS  MG.  ALKALOIDS 


BEI-I-ADONNA  ALKALOIDS 
WITH 

ALUMINUM  HYDROXIDE 
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Al(OH), 
w/spasmolytic 
substantially 
reduces  spasmolytic 
drug  effect 


IB  MO.  ALKALOIDS 
,200  MO.  AL  (oh). 


BELLADONNA  ALKALOIDS  WITH 
DIHYDROXY  ALUMINUM  AMINOACETATE 

(alolyn®.  brayten) 


LD  83% 

Malglyn  Compound 
provides  maximal 
spasmolytic  effect 


Alglyn 

adsorbed  only 
7% 

of  alkaloids 


IB  MO.  ALKALOIDS 
aOO  MO.  ALOLYN  , 


COMPARISON  OF  AJDSORPTIVE  PROPERTIES  OF  AUOHj,  AND  ALGLYN 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglitn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  ar/sorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 

For  both  rapid  and  prolonged  antacid  effect,  with  consistently 


each  tablet  contains 

dihydroxy 

aluminum 

aminoacetate,  o.s  om< 

N.N.R. 

belladonna 

alkaloids  o.i«a  mo. 

(as  sulfates) 

phenobarbital  «a.a  mo. 


effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 
for  treatment  of  peptic  ulcer  and  epigastric  distress. 


Also  supplied:  alglyn*  (dlhydroiyiluml- 
num  aminoacetate,  N.N.ft  O.S  Gm  per  tablet). 
BELGLYN*  (dihydroxy  aluminum  aminoacetate, 
N.N.R.,  0.5  Gm.  and  belladonna  alkaloids.  0.162  mg. 


Specialities  for  the  Medical  Profession  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 


per  tablet). 
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no  pain . , 
no  memory 


Nightmare  of  Fear 


How  much  more  humane  is  today’s 
pediatric  surgical  approach  from  the 
days  when  the  child,  filled  with  panic, 
was  wheeled  into  the  operating  room. 
Pentothal  Sodium,  administered 
rectally,  lets  the  child  drop  off  into 
a dreamless  sleep  in  his  own  room, 
awaken  there  afterward  with  no 
memory  of  the  events  between. 
Used  as  a basal  anesthetic  or  as  the  sole 
agent  in  selected  minor  procedures, 
Pentothal  Sodium  by  rectum  is  easy 
to  prepare  and  can  be  used  safely  for  a 
wide«  range  of  patients,  f]  P 0 41 

Literature  on  request.  LAJuut^ut 


Sodium 


(Thiopental  Sodium,  Abbott) 


-23^ 


y rectum. 


symptomatic  relief. . . plus! 

ACHROCIDIN 


tablets  and  syrup 


TETRACYCLINE- ANTI  HISTAMINE- AN  ALGESIC  COMPOUND 


Achrocidin  provides  early  effective  therapy  for 
undifferentiated  upper  respiratory  infections,  espe- 
cially in  the  very  young  and  very  aged;  nephritics; 
susceptibles  to  recurrent  middle  ear  and  sinus  in- 
fections; those  with  diabetes,  chronic  pulmonary 
diseases,  bronchial  asthma  of  the  infectious  type, 
rheumatoid  or  rheumatic  disorders. 

In  addition  to  rapid  symptomatic  improvement, 
ACHROCIDIN  offers  prompt,  potent  control  of  the 
bacterial  component  frequently  responsible  for  com- 
plications leading  to  prolonged  disability  in  sus- 
ceptible individuals. 


Adult  dosage  for  achrocidin  Tablets  and  new, 
caffeine-free  achrocidin  Syrup  is  two  tablets  or 
teaspoonfuls  of  syrup  three  or  four  times  daily. 
Dosage  for  children  according  to  weight  and  age. 

Available  on  prescription  only 


Each  tablet  contains: 

Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

’Trademark 


DIVISION,  AMERICAN  CYANAMID  COMPANY. 


NEW 


YORK 


PEARL  RIVER. 


LEDERLE  LABORATORIES 


★ 


. . best  results  were  obtained  with  women 
55  to  55  years  of  age,  who  complained  of 
anxiety,  insomnia,  chronic  fatigue  and 
despondency. 


}n 


Many  physicians  have  reported  favorable  results  with 
‘Compazine’  in  the  mild  or  moderate  mental  and  emotional 
conditions  often  associated  with  the  menopause. 

For  example,  in  a series  of  84  patients,  Knoch  and  Kirk 
report  outstanding  results  in  women  35  to  55.  The  authors 
state  that  after  ‘Compazine’  treatment,  these  women  “were 
no  longer  fatigued,  were  sleeping  well,  had  increased  energy 
and  showed  a lively  interest  in  their  surroundings.” 

'Compazine’  is  S.K.F.’s  new  tranquihzer  and  antiemetic  for 
everyday  practice. 

‘Compazine’  has  shown  minimal  side  effects. 


Compazine 

a true  trauquiliziti^  agent 


Smith,  Kline  & French  Laboratories,  Philadelphia 

I.  Knoch,  H.R.,  and  Kirk,  R.:  Proclorperazine — A New  Agent  foi  die 
Treatment  of  Psychic  Stress,  in  manuscript. 

*Trademark  for  proclorperazine,  S.K.F. 
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who  develop  nasal  congestion 
on  reserpine  therapy 


SANDRILcPYRONIL 


(Reserpine,  Lilly) 


(Pyrrobutamine,  Lilly) 


About  50  percent  of  all  patients 
experience  this  annoying  side-effect. 

‘SandnT  c 'Pyronil'  relieves  75  percent 
of  those  affected. 

TABLETS  of  0.25  mg.  ‘Sandril'  plus  7.5  mg.  TyroniL’ 


- Annual  Meeting 

The  Medical  Society  of  Virginia 
^ Washington,  D.  C.,  October  27-30,  1957 
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CLINICAL  EXPERIENCE  INDICATE 
FEWER  RESISTANT  STAPHYLOCO 


As  clinical  reports  on  resistance  of  common  pathogens  to  antimicro- 
bial therapy  gain  increasing  prominence, need  for  broad-spectrum 
antibiotic  therapy  to  which  resistance  is  less  likely  to  develop 
becomes  even  more  apparent.  Particularly  troublesome  are  the 
staphylococci,  which  often  fail  to  respond  not  only  to  commonly  used 
antibiotic  therapy  but  also  to  agents  more  recently  introduced.®'^® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  has  maintained 
most  of  its  original  effecti\  eness  against  strains  of  staphylococci  and 
against  other  sensitive  pathogens.^'^  ’^'^*  “The  fact  that  so  few  strains 
were  found  to  be  resistant  to  chloramphenicol  [chlOROMYCETIN] 


made  it  possible  for  the  clinicians  to  turn  to  this  antibiotic  when 
such  a large  proportion  of  strains  was  observed  to  be  highly  resistant 
to  the  other  commonlv  used  antibiotics.”’ 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain 
blood  dyscrasias  have  been  associated  with  its  administration,  it  should 
not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 
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relaxes 
both  mind 
and 
muscle 


for  anxiety 
and  tension  in 
everyday  practice 


■ well  suited  for  prolonged  therapy 

■ well  tolerated,  relatively  nontoxic 

■ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 

■ chemically  unrelated  to  phenothiazine  compounds  and  rauwolfia  derivatives 

■ orally  effective  within  30  minutes  for  a period  of  6 hours 


For  treatment  of  anxiety  and  tension  states  and  muscle  spasm 


Tranquilizer  unth  mitscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 

BY\^/  WALLACE  LABORATORIES, 

SUPPLIED:  (Bottles  50  tablets) 

\00  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 
USUAL  DOSAGE  ; One  or  two  UOO  mg.  tablets  t.i.d. 


Literature  and  Samples  Available  on  Request 


THE  MILTOWN® 
MEPROBAMATE  MOLECULE 


Miltown 

2’inetkyU2-Ti~provyl~^ t^'V^fopanediol  dicarbamate— U.  S.  Patent  2J2Jt,720 


CM-3421>R4 


reports 

of 

clinical 

studies 


“I  have  used  meprobamate  in  my 
general  psychiatric  practice  since  April,  1955, 
and  believe  it  to  be  [a]  drug  of  choice  for 
relief  of  tension,  anxiety  and  insomnia.” 

Lemere,  F.:  Northwest  Med.  54:  1098,  1955. 


^ . the  patient  [taking  Miltown] 

never  describes  himself  as  feeling  detached 
or  ‘insulated’  by  the  drug.  He  remains  . . . 
in  control  of  his  faculties,  both  mental 
and  physical,  and  his  responsiveness  to  other 
persons  is  characteristically  improved.” 

Sokoloff,  O.  J.:  A.M.A.  Arch.  Dermat.  74:  393,  1956. 


^ “Of  special  importance  is  the  fact 
that  Miltown  does  not  appear  to  affect 
autonomic  balance — which  in  alcoholics  is 
often  unstable  ...” 

Thimann,  J.  and  Gauthier,  J.W.:  Quart.  J. 

Stud.  Alcohol.  17:  19,  1956. 


“The  [relative]  absence  of  toxicity, 
both  subjectively  and  objectively,  is 
an  important  feature  in  favor  of  Miltown. 

In  addition,  there  were  no  withdrawal 
phenomena  noted  on  cessation  of  therapy, 
whether  it  was  withdrawn  rapidly  or  slowly.” 

Borrus,  J.C.:  J. A.M.A.  157:  1596,  1955. 
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‘Miltown  is  of  most  value  in  the 
so-called  anxiety  neurosis  syndrome,  especially 
when  the  primary  symptom  is  tension  . . . 
Miltown  is  an  effective  dormifacient  and 
appears  to  have  . . . advantages  over  the 
conventional  sedatives  except  in  psychotic 
patients.  It  relaxes  the  patient  for  natural 
sleep  rather  than  forcing  sleep.” 

Selling,  L.S.:  J. A.M.A.  157:  159!,,  1955. 


Miltown. 


THE  MILTOWN® 
MEPROBAMATE  MOLECULE 


2-methyl-2-Q-propyl-l,3-propanediol  dicarbamate — U.S.  Patent  2,721,720 


Tranquilizer  with  muscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 
BY  ^WALLACE  LABORATORIES,  New  Brunsvnck,  N.  J. 


On  Self-Regulated 
Schedules  For  Infants 


Genetically  acquired  behavioral  predisposi- 
tions enable  the  normal  baby  to  regulate  its 
feeding  intake  and  periodic  hunger  sensa- 
tions, its  feeding  habits.  These  physiological 
regulatory  forces  may  be  satisfied  by  adapt- 
ing the  formula  content  and  feeding  period 
to  the  individual  needs  of  the  infant.  It  in- 
volves a sensible  compromise  between  too 
rigid  a schedule,  geared  to  the  clock  and  too 
lax  a schedule,  based  on  self-demand  feed- 
ings. Such  is  the  current  objective;  for  either 
extreme  can  lead  to  infant  feeding  difficulties. 

The  newborn  may  become  a feeding  prob- 
lem if  the  prescribed  formula  is  excessive  or 
the  feeding  schedule  rigid.  Every  time  he  is 
awakened  abruptly  from  satisfying  slumber 
to  be  fed  forcefully,  the  baby  gradually  loses 
his  enthusiasm  for  the  food  and  begins  to 
resist  the  feeding.  The  young  infant  may  balk 
at  the  crude  introduction  of  a new  food  or 
feeding  procedure  without  the  proper  prelude 
of  gradual  adaptation  of  taste,  color,  consist- 
ency and  quantity. 

The  older  infant  weaned  from  bottle  to  cup 
may  reject  milk  or  go  on  a hunger  strike. 
Devoted  to  his  bottle  he  resents  its  sudden 
deprivation.  It  takes  a certain  readiness  for 
weaning  to  make  that  change  agreeable.  Later 
the  infant  becomes  somewhat  independent  of 
his  mother  and  arbitrary  with  his  food.  What 
he  enjoyed  yesterday,  he  rejects  today.  If  he 
distorts  the  diet  for  a day  and  his  mother 
resorts  to  force,  a feeding  problem  is  in  the 
making.  Sensible  decorum  will  solve  these 


little  difficulties  before  they  become  big  be- 
havior disturbances  in  childhood. 

The  problems  of  infant  feeding  are  always 
the  same  but  solutions  may  differ  with  each 
era.  The  carbohydrate  requirement  for  all 
infants  is  as  completely  fulfilled  by  Karo® 
Syrup  today  as  a generation  ago.  Whatever 
the  type  of  milk  adapted  to  the  individual 
infant,  Karo  may  be  added  confidently  be- 
cause it  is  a balanced  mixture  of  low  sugars, 
easily  mixed,  well  tolerated,  palatable,  hypo- 
allergenic, resistant  to  fermentation,  easily 
digestible,  readily  absorbed,  non-laxative. 
Readily  available  in  all  food  stores. 


MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 
17  Battery  Place,  New  York  4,  N.  Y. 


Behind  Every  Karo  Bottle ...  A Generation  of  World  Literature 


VoL.  84,  May,  1957 


5 


OFFICERS  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 

1956-57 


President — Javies  D.  Hagood,  M.D.,  Clover 
President-Elect — Harry  C.  Bates,  Jr.,  M.D.,  Arlington 
Past-President — James  P.  King,  M.D.,  Radford 
Vice-Presidents — Reverdy  H.Jones,  Jr.,  M.D.,  Roanoke 
Ira  L.  Hancock,  M.D.,  Creeds 
J.  P.  Sutherland,  M.D.,  Harman 
Executive  Secretary-Treasurer — Robert  I.  Howard,  Richmond 
Editor,  Virginia  Medical  Monthly — Harry  J.^^'ARTHEN,  Jr.,  M.D.,  Richmond 
Health  Commissioner — Mack  I.  Shanholtz,  M.D.,  Richmond 
Speaker  of  House  of  Delegates — John  T.  T.  Hundley,  M.D.,  Lynchburg 
Vice-Speaker  of  House  of  Delegates — Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 

COUNCILLORS 


A.  A.  Creect,  M.D.,  Newport  News 
Walter  P.  Adams,  M.D.,  Norfolk 
Benjamin  W.  Rawles,  Jr.,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Louis  P.  Bailey,  M.D.,  Nathalie 

Delegates  to  American  Medical  A ssociation 

W.  Linwood  Ball,  M.D.,  Richmond 
Vincent  W.  Archer,  M.D.,  Charlottesville 
Rufus  Brittain,  M.D.,  Tazewell 


Frank  A.  Farmer,  M.D.,  Roanoke 
Harold  W.  Miller,  M.D.,  Woodstock 
David  W.  Scott,  Jr.,  M.D.,  Fredericksburg 
Ja.mes  P.  Williams,  M.D.,  Richlands 
Jacob  D.  Zylman,  M.D.,  Falls  Church 

Alternates 

Kinloch  Nelson,  M.D.,  Richmond 
Allen  Barker,  M.D.,  Roanoke 
Harold  W.  Miller,  M.D.,  Woodstock 


for  "the  butterfly  stomach 


Pavotrine”  with  Phenobarbital 


125  mg. 


15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 
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perhaps  the  safest  ataraxic  known  . . . 


P€;ice  OF  MIND 

ATARAX 


(brand  o(  hydroxyzine) 


Tablets-Syrup 


safety  highlighted  in  every  clinical  report. 

Depending  on  the  condition  treated,  the  effec- 
tiveness of  ATARAX  has  ranged  from  80  to 
94%.  But  clinicians  have  agreed  unanimously 
on  its  safety.  After  more  than  85,000,000 
doses  — many  on  long-term  administration 
at  high  dosage  — no  evidence  of  addiction, 
blood  dyscrasias,  parkinsonian  effect,  liver 
damage,  depression  or  other  serious  side  ef- 
fects have  been  repoi'ted. 

calms  tense  patients. 

ATARAX  produces  its  calming,  peace-of-mind 
effect  without  disturbing  mental  alertness. 
In  the  tension/anxiety  conditions  for  which 
it  is  intended,  you  will  find  atarax  effective 
in  about  9 of  every  10  patients. 

prescribe  atarax  as  follows; 

Adults:  usually  one  25  mg.  tablet, 
or  two  tsp.  Syrup,  three  times  daily. 
Children:  (over  3 years):  usually 
one  10  mg.  tablet,  or  one  tsp.  Syrup, 
twice  daily. 

Supplied:  Tablets,  tiny  10  mg. 
(orange)  and  25  mg.  (green),  bot- 
tles of  100.  Syrup.  10  mg.  per  tsp., 
pint  bottles. 

Since  response  varies  from  patient 
to  patient,  dosage  should  be  adjust- 
ed accordingly.  Prescription  only. 


Chicago  11,  Illinois 


VoL.  84,  May,  19.57 
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KNOX  PROTEIN  PREVIEWS 


Knox  “Food  Exchange”  Diet  Enlists  the  Cooperation 
of  Your  DIABETIC  Patients  for  Dietotherapy 


Overcoming  Today’s  No.  1 Nutritional  Problem 


1.  This  Knox  booklet  is  based  on  nutritionally-tested  Food 
Exchanges^  and  demonstrates  that  variety  is  possible  for 
diabetic  diets. 

2.  The  easy-to-understand  Food  Exchanges  simplify  dietary 
control  for  the  diabetic  by  eliminating  calorie  counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient,  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  Each  booklet  presents  in  addition  16  pages  of  appetizing, 
kitchen-tested  recipes. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  SJ-25 
Johnstown,  N.  Y. 

Please  send  me dozen  copies 

of  the  Knox  diabetic  brochure  describ- 
ing the  use  of  Food  Ehcchange  Lists. 

Your  Name  and  Address 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


tp  hmi^'^joeSum 

cA 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  TucKaho®.  N.  Y. 


Raumloid' 

A Better  Antihypertensive 

“We  prefer  to  use 

alseroxylon  (Rauwiloid) 

since  it  is  less  likely  to  produce  excessive  fatigue  and 
weakness  than  does  reserpine.”^  Up  to  80%  of  patients 
with  mild  labile  hypertension  and  many  with  more 
severe  forms  are  controlled  with  Rauwiloid  alone. 

1.  Moyer,  J.H.:  J.  Louisiana  M.  Soc. 

108:231  (July)  1956, 


A Better  Tranquilizer,  too 

"...relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions. Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  unre- 
lated diseases  not  necessarily  associated  with  hy- 
pertension but  burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.:  J.  Kansas  M.  Soc. 

57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 

After  full  effect  one  tablet  suffices. 


Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 

Rauwiloid  +Veriloid® 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon) and  3 mg.  Veriloid  (edkavervir). 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose,  3^ 
tablet  q.i.d. 


Riker 


LOS  ANGELES 
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designed  to 


Sbntrol  anxiety 


with 


lower 


in  Arthritis,  Asthma,  Allergic  Dermatoses 


dosage 


■■ 


the  original  tranquilizer-corticoid 


Htaraxoi 

prednisolone  and  hydroxyzine . 

provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications^ 


ATARAXOID  now  Written  as 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


and  noiv  available  as  N E W I 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


and  NEW 


Htaraxoid  in 

1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 

1.  Personal  communications  *Trademark 


/'it 


o 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


specifically  for  reduction  of  overweight 


(brand  of  phenmetrozine  hydrochloride) 


. .a  highly  effective  and  safe  appetite  suppressant . . 


Based  on  clinical  reports,  Preludin  produces  more  than  twice  the  weight  loss 
achieved  by  patients  receiving  o placebo. ^ It  is  singularly  free  of  tendency  to 
produce  serious  side  actions,  os  well  os  stimulation. Preludin  imparts  o 
feeling  of  well-being  that  encourages  the  patient  to  cooperate  willingly  in 
treatment.’’^ 

The  reduced  incidence  of  side  actions  with  Preludin  mokes  losing  weight  more 
comfortable  for  the  overage  patient,  facilitates  treatment  of  the  complicated 
cose  and  frequently  permits  its  use  where  other  onorexionts  ore  not  tolerated. ^ 

Recommended  Dosage:  One  tablet  two  to  three  times  doily  one  hour  before 
meals.  Occasionally  smaller  dosage  suffices.  On  theoretical  grounds,  Preludin 
should  not  be  given  to  patients  with  severe  hypertension,  thyrotoxicosis  or 
acute  coronary  disease. 

(1)  Holt,  J.  O.  S.,  Jr.:  DoIIas  Med.  J.  42:497,  1956.  (2)  Gelvin,  E.  P.;  McGovack,  T.  H.,  or>d  Kenigsberg,  S.: 
Am.  J.  Digest.  Dis.  1:155,  1956.  (3)  Natenshon,  A.  1.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956. 

Preludin®  (brand  of  phenmetrozine  hydrochloride).  Scored,  squore,  pink  toblets  of  25  mg.  Under  license  from 
C.  H.  Boehringer  Sohn,  Ingelheim. 


GEIGY 


Ardsley,  New  York 
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FOR  OVER 

HASKELL’S 


NO^V 


CON\  KNIKXT  DOSAOK 


F(  >UMS 


Phenoharbilal 

Belladonna 

Alkaloids 

Sup  plied 

],  BELBARB  No.  1 
per  tablet 

V4  gr- 

hyoscyamine, 

atropine. 

Bottles  of  100,  500 
and  1.000  tablets 

2 BELBARB  No.  2 
per  tablet 

V2  gr- 

and 

scopolamine 

Bottles  of  100.  .500 
and  1.000  tablets 

3 BELBARB-B 

with  B Complex  Supplement* 

y4  gr. 

in  fixed 
proportion, 
approximately 
equivalent  to 

Tr.  Belladonna, 

8 min. 

Bottles  of  100,  500 
and  1,000  tablets 

4 BELBARB  Elixir 

per  fluidracbm  (4  cc) 

V-l  gr. 

Bottles  containing 

1 pt.  and  1 gal. 

3 BELBARB  Trisules 

1 Trisule  is  equivalent  to 

3 Belbarb  tablets 

Bottles  of  30  and  100 
Trisules 

‘Thiamine  Hydrochloride  — 5 mg..  Riboflavin  — 2 mg.,  Calcium  Pantothenate  — 2.5  mg.,  Pyridoxine 
Hydrochloride  — 0.5  mg..  Niacinamide  — 10  mg..  Vitamin  B12  Activity  — 2 meg. 

Send  for  free  samples  and  literature. 


CHARLES  C.  HASKELL  & CO.,  INC.,  Richmond,  Virginia 
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Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  antiarthritic,  antirheumatic 
benefits  of: 

1.  Prednisolone  buffered — the  newest  and  most  po- 
tent of  the  “predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate— newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
tion of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combination  is  good  because  there 
is  little  likelihood  of  sodium  retention,  potassium 
depletion  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  additional  important  therapeutic  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthritics,  making  them  more  amenable  to  other 
rehabilitation  measures. 

INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  l>)  muscle 
spasm  c)  anxiety  and  tension  d)  discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Strumpell  disease),  Still’s  disease,  psoriatic  arthritis,  osteo- 


' 

Therapeutic  benelitc  of  MEPROLONE  compared  with  traditional! 


relieves 

pain 

suppresses 

inflam- 

mation 

relaxes 

muscle 

eases 

anxiety 

Salicylates 

✓ 

y 

Muscle  relaiants 

Tranquilizers 

Steroids 

✓ 

y 

hlEPROLONE 

✓ 

y 

y 

y 

I.  Meprobamate  is  the  only  tranquitr 
muscle-relaxar'c 


arthritis,  bursitis,  synovitis,  tenosynovitis,  myop 
sitis,  fibromyositis,  neuritis,  acute  and  chronicn 
pain,  acute  and  chronic  primary  and  secondar 
and  torticollis,  intractable  asthma,  respiratory! 
allergic  and  inflammatory  eye  and  skin  disorder  ii 
tenance  therapy  in  disseminated  lupus  erytfi 
periarteritis  nodosa,  dermatomyositis  and  schd 

SUPPLIED:  Multiple  Compressed  Tablets  in 
100  in  two  formulas  as  follows:  Meprolone-IiI 
of  prednisolone,  200  mg.  of  meprobamate  and  ) 
dried  aluminum  hydroxide  gel.  Meprolone-2-* 
2.0  mg.  of  prednisolone  in  the  same  formula. 


NO  OTHER 


ANTIRHEUMATIC 

PRODUCT 

PROVIDES  AS  MANY 
BENEFITS  AS 


MEFfRO  BAMATE 
PREDNISO  LONE,  buffered 

THE  ONLY 
ANTIRHEUMATIC, 

ANTI  ARTHRITIC 

THAT  SIMULTANEOUSLY 

RELIEVES: 

1.  MUSCLE  SPASM 

2.  JOINT  INFLAMMATION 

3.  ANXIETY  AND  TENSION 

4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  ft  CO..  INC.  PHILADELPHIA  1.  PA. 


UEPROLONE  u the  tradc-nurl  of  Merck  U Co.,  loe. 


tomorrow's  sulfa 


an  entirely  new,  readily  soluble, 
single  sulfonamide  exhibiting 

excellent  antibacterial  action 
at  radically  reduced  dosage 


KYNEX  SETS  A NEW  STANDARD  FOR  SULFA  THERARY 


LOW  DOSAGE:  a total  maintenance  dose  of  only  2 tablets 
daily. 

SOLUBILITY:  prompt  absorption,  ready  diffusion  into  body 
fluid  and  tissue. 

PROLONGED  ACTION:  therapeutic  blood  levels  iwithin 
the  hour,  blood  concentration  peaks  within  2 hours— 5-10  mg. 
per  cent  blood  levels  persist  24  hours  after  a single  oral  dose 
of  1 Gm. 

BROAD-RANGE  EFFECTIVENESS:  KYNEX  is  particularly 
efficient  in  urinary  tract  infections  due  to  sulfonamide-sen- 
sitive organisms,  including  E.  coli,  Aerobacter  aerogenes, 
paracolon  bacilli,  streptococci,  staphylococci.  Gram-negative 
rods,  diphtheroides  and  Gram-positive  cocci. 

•HEG.  U.  S . PAT.  OFF. 


SAFETY:  Kynex  offers  a margin  of  clinical  safety  based  on 
low  required  dosage,  solubility,  slow  excretion  rate.  Although 
Kynex  Sulfamethoxypyridazipe  is  a sulfonamide  derivative 
and  the  usual  precautions  regarding  such  drugs  should  be 
observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that  is  required 
for  therapeutic  blood  levels.  No  increase  in  dosage  is  recom- 
mended. 

CONVENIENCE:  The  low  adult  dose  of  1 Gm.  (2  tablets)  per 
day  offers  optimal  convenience  and  acceptance  to  patients. 

TABLETS:  Each  contains  0.5  Gm.  grains)  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100. 

SYRUP:  Each  teaspoonful  (5  cc.)  contains  250  mg.  sulfa- 
methoxypyridazine.  Bottle  of  4 fl.  oz. 


LEDERL.E  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 


(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  acisorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


BE1.LADONNA  At.KAI.OID8 
ALONE 


100 

90 

80 

70 

60 

50 

r40 

30 

20 

10 


LD  90%* 
•15  mg.  dose 
of  spasmolytic 
proved  lethal 
in  90°i  of 
test  animals 


BELLADO.NNA  ALKALOIDS 
WITH 

ALUMINUM  HYDROXIDE 


Al(OH), 
w/spasmolytic 
substantially 
reduces  spasmolytic 
drug  effect 


BELLADONNA  ALKALOIDS  WITH 
DIHYDROXY  ALUMINUM  AMINOACETATB 


(alolyn®.  brayten) 


LD  83% 

Malglyn  Compound 
provides  maximal 
spasmolytic  effect 


it 


Alglyn 
adsorbed  only 

7% 
of  alkaloids 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  at/sorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 

For  both  rapid  and  prolonged  antacid  effect,  with  consistently 
effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 
for  treatment  of  peptic  ulcer  and  epigastric  distress. 


each  tablet  contains 

dihydroxy 

aluminum 

aminoacetate.  o.b  om« 

N.N.R. 

belladonna 

alkaloids  o.iea  mo. 

(as  sulfates) 

phenobarbital  le.a  mo. 


Also  supplied:  alglyn*  dJIhydroiyiluml- 
num  aminoacetate,  N.N.R.  O.S  Gm  per  tableO. 
BELGLYN*  (dihydroxy  aluminum  aminoKeUte, 
N.N.R.,  0.5  Gm.  and  belladonna  alkaloids,  0.152  m(. 
par  tablet). 


Speeialitie*  for  the  Medical  Profeesion  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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Fish?  Maybe.  But  serious  communicable 
diseases?  Not  likely.  As  modern  medicine 
immunizes  more  children  against 
more  diseases,  all  youngsters  are  more  apt 
to  be  protected,  even  those 
who  have  not  been  immunized. 

Thanks  to  public  immunization — 
and  to  new  drugs,  many  once  terrifying 
diseases,  such  as  diphtheria,  scarlet  fever 
and  whooping  cough  have  been  reduced 
to  just  words  in  the  dictionary. 

Peoples  does  its  part  by  having  the 
new  drugs  ready,  and  by  following 
doctor’s  orders  quickly,  accurately. 

And,  of  course,  your  prescription 
is  priced  with  uniform  economy. 

PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


Ojie  of  a Series  of  Newspaper 
Directed  to  Your  Patiejits 
and  Our  Customers — 


© 195«  PEOPLES 
OPOG  STORES,  INC. 


Overeating  is  a had  habit— 


you  can  help  your  patients 
to  break  it 
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Like  oil  on  troubled  waters 


When 


smooth 


rough 


on  your 


Formula  DONNATAL  EXTENTABS® 

DONNATAL  TABLETS  (Extended  Action  Tablets) 

DONNATAL  CAPSULES  Each  Extentab  (equiva- 

DONNATAL  ELIXIR  (p6r  5 CC.)  lent  to  3 Tablets)  pro- 

Hyoscyamine  Sulfate 0.1037  mg.  vides  sustained  i-tabiet 

Atropine  Sulfate 0.0194  mg.  effects. ..evenly,  for  10  to 

Hyoscine  Hydrobromide..0.0065  mg.  12  hours -aii  day  or  all 
Phenobarbital  (Vi  gr.)....  16.2  mg.  night  on  a single  dose. 


provides  superior  spasmolysis 

through  provision  of  natural  belladonna 
alkaloids  in  optimal  ratio,  with  phenobarbital 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20.  VA. 


Announcing  a unique  new  rauwolfia 


First  report  on  one  of  the 
most  encouraging  advances 
in  psychopharmacology 
since  the  introduction 
of  rauwolfia: 
a tranquilizing- 
antihypertensive  agent 
which  combines  the  potency 
of  the  rauwolfias  with 
signifibantly  fewer  and 
milder  side  effects. 


In  mid-1955,  Abbott  Laboratories  released  for  clinical  tr 
new  alkaloid  of  Rauwolfia  canescens.  This  new  alkaloid, 
named  Harmonyl,  received  special  attention  because  o) 
high  potency  and  low  toxicity  it  exhibited  in  extensive  j 
macological  testing. 

Since  that  time,  Harmonyl  has  been  tried  in  conditions  rai 
from  mild  anxiety  to  major  mental  illnesses  and  in  hype 
sion.  Every  characteristic  of  the  drug  was  studied  . . . evak 
. . . compared.  And  from  the  reports,  one  fact  stands  out 

• In  more  than  two  years  of  cUnical  evaluation.  Harmony 
exhibited  significantly  fewer  and  milder  side  effects  in 
parative  studies  with  reserpine.  This,  while  demonstrf 
effectiveness  comparable  to  the  most  potent  forms  of  rauw' 

• Most  significant:  Harmonyl  causes  less  mental  and  phy 
depression.  And  there  are  very  few  reports  of  the  lethargy  seen 
many  other  rauwolfia  preparations. 

This  is  not  to  suggest,  of  course,  that  side  effects  will  not  c 
with  Harmonyl — as  with  any  potent  therapeutic  agent.  ^ 
the  mildness  of  side  effects,  in  the  few  instances  in  which  iC 
have  been  reported,  suggests  Harmonyl  as  a drug  of  choiB 
conditions  ranging  from  mild  anxiety  to  major  mental  ilB 
and  in  essential  hypertension.  V 

Why  fewer  and  less  severe  side  effects?  I 

Some  investigators  suggest  that  the  evidence  of  less  parail 
pathetic  effect  with  Harmonyl  in  animals  might  also  be  trm 
man.  In  chronic  toxicity  studies  with  Harmonyl  this  was  nSS 
tested  by  less  diarrhea,  “bloody  tears”  and  ptosis  in  rats  M 
was  observed  with  the  same  dosage  of  reserpine.  Dogs  als  H 
hibited  milder  side  effects — in  particular,  diarrhea.  No  olffl 
toxicity  or  hematological  change  was  observed  with  Harm* 
over  a wide  dosage  range.  jl 

Harmonyl  as  a tranquilizer  I 

While  Harmony I’s  safety  is  most  impressive,  clinical  inves^ 
tors  reported  other  notable  characteristics  for  this  wide-ngt 


LHarmonyl 


* 


(Deserpidine,  Abbott) 


(uilizer.  For  instance,  following  an  eight-month  study  of 
lie,  hospitalized  mental  patients,  Ferguson'  reported: 

rmonyl  benefited  at  least  15%  more  overactive  patients 
oral  reserpine. 

irmonyl  was  more  potent  in  controlling  aggression, 
ring  only  one-half  to  two-thirds  the  dosage  of  reserpine. 

number  of  patients  experiencing  side  reactions  on 
aine  were  completely  relieved  when  changed  to  Harmonyl. 

s summary  Ferguson  concluded:  “The  most  notable  im- 
ions  were  the  absence  of  side  effects  and  relatively  rapid 
% of  action  with  Harmonyl.” 

Imonyl  in  hypertension 

irtension  studies  show  that  the  average  reduction  in  blood 
ure  obtained  with  Harmonyl  compares  closely  to  that  ob- 
d with  reserpine.  The  tranquihzing  effect  of  the  two  drugs 
appeared  similar,  except  that  few  cases  of  giddiness, 
|o,  sense  of  detached  existence  or  disturbed  sleep  were 
ved  with  patients  receiving  Harmonyl. 

ges  In  mild  anxiety,  as  little  as  0.1  mg.  of  Harmonyl  a 
nay  be  effective.  In  institutionalized  psychiatric  patients, 
iss  than  2 to  3 mg.  a day  is  likely  to  be  beneficial. 

Iild  essential  hypertension,  treatment  may  be  started  with 
i.25-mg.  tablet  three  or  four  times  a day.  After  about  ten 
.g  (or  sooner,  depending  upon  response),  dosage  may  be  re- 
ii  I.  A maintenance  dose  of  0.25  mg.  daily  is  often  sufficient. 


Cautions,  As  with  other  forms  of  rauwoLfia,  Harmonyl 
ii  be  used  cautiously  in  peptic  ulcer  and  epilepsy  and  in 
ints  about  to  undergo  surgery  or  electroshock  treatment, 
f ite  infrequent  reports  involving  depression,  patients  with 
t tory  of  depressive  episodes  should  be  watched  carefully. 

Sessional  literature  is  available  upon  request. 


uylied:  Harmonyl  is  supplied  in 
|ig.,  0.25-mg.  and  1-mg.  tablets. 


CL&Wtt 


Rejerence:  /;  Ferguson,  J.  T.:  Comparison  oj  Reserpine  and  Harmonyl  in  Psychiatric  Patients: 
A Preliminary  Report,  Journal  Lancet,  76:389,  December,  1956»  ^Trademark 
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FROM 

IRON  INTOLERANCE 


high 

hemoglobin 
response 
excellent  tolerance 


FER60N 


BRAND  OF  FERROUS  GLUCONATE 


FOR  ALL  SIMPLE  IRON  DEFICIENCY  ANEMIAS 


LABORATORIES 

rOK  11.  N V 


SUPPIIED:  Fergon  tablets  of  5 groins,  bottles  of  100  and  500. 
Fergon  tablets  of  IVi  groins,  bottles  of  100. 
Fergon  elixir  6%  (5  groins  per  teospoonful), 
bottles  of  16  fl.  oz. 


THE  NEW  YORK  POLYCLLNIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


UROLOGY 


OBSTETRICS  and  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics : lectures, 
prenatal  clinics : attending  normal  and  operative  de- 
liveries ; detailed  instruction  in  operative  obstetrics 
(manikin).  X-ray  diagnosis  in  obstetrics  and  gynecology. 
Care  of  the  newborn.  In  Gynecology : lectures ; touch 
clinics : witnessing  operations ; examination  of  patients 
pre-operatively ; follow-up  in  wards  post-operatively. 
Obstetrical  and  gynecological  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecology.  Operative  gyne- 
cology on  the  cadaver. 

EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full  lime  refresher  course 
consisting  of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions ; operative  eye.  ear,  nose  and  throat  on  the  cadaver ; 
clinical  and  cadaver  demonstrations  in  bronchoscopy, 
laryngeal  surgerj’  and  surgery  for  facial  palsy  : refraction  ; 
radiology ; patholc^ry,  bacteriology  and  embryology : 
physiology ; neuro-anatomy ; anesthesiology ; physical 
medicine : allergy,  as  applied  to  clinical  practice.  Ex- 
amination of  patients  preoperatively  and  follow-up  post- 
operatively  in  the  wards  and  clinics.  Attendance  at 
departmental  and  general  conferences. 


A combined  full-time  coarse  in  Urology,  covering  an 
academic  year  (8  months).  It  comprises  instruction 
in  pharmacology;  physiology:  embryology:  biochemistry; 
bacteriology  and  pathology:  practical  work  in  surgical 
anatomy  and  urological  operative  procedures  on  the 
cadaver;  regional  and  general  anesthesia  (cadaver): 
jffice  gynecology;  proctelogical  diagnosis;  the  use  of 
the  ophthalmoscope;  physical  diagnosis;  roentgenological 
interpretation;  electrocardiographic  interpretation;  der- 
matology and  syphilology;  neurology;  physical  medicine: 
continuous  instruction  in  cystoendoscopic  diagnosis  and 
operative  instrumental  manipulation:  operative  surgical 
clinics:  demonstrations  in  the  operative  instrumental 
management  of  bladder  tumors  and  other  vesical  lesions 
as  well  as  endoscopic  prostatic  resection;  attendance  at 
departmental  and  general  conferences. 

PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  c(3mprising  attendance  at  clinics  and 
lectures : instruction  in  examination,  diagnosis  and  treat- 
ment : pathology,  radiology,  anatomy,  operative  proctology 
on  the  cadaver,  anesthesiology,  witnessing  of  operations, 
examination  of  patients  preoperatively  and  postoperatively 
in  the  wards  and  clinics ; attendance  at  departmental  and 
general  conferences. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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for 


what  is  it? 

the  phosphate  complex  of  tetracycline 

FOR  INITIAL  ANTIBIOTIC  BLOOD  LEVELS 

FASTER  AND  HIGHER  THAN  EVER  BEFORE 

+ 

antifungal  activity  of  Mycostatin 


FOR  ADDED  PROTECTION  AGAINST 
MONILIAL  SUPERINFECTION 

MYSTECLIN 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  + Nystatin  (Mycostatin) 


why  should  you  prescribe  it? 

Because  it  provides  highly  effective 
broad  spectrum  antibiotic  therapy  for  many 
common  infections 

AND  AT  THE  SAME  TIME 

protects  your  patients  against  the  monilial 
overgrowth  so  commonly  observed  during  therapy 
with  the  usual  broad  spectrum  antibiotics 

MYSTECLIN 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  + Nystatin  (Mycostatin) 


Each  capsule  contains  tetracycline  phosphate  complex  equiva- 
lent to  250  mg.  tetracycline  hydrochloride  and  250,000  units 
Mycostatin. 

Minimum  adult  dosage:  1 capsule  q.i.d.  Bottles  of  16  and  100. 

Squibb  Quality— the  Priceless  Ingredient 


Squibb 


*MYSTECLIN*(S)«  'SUMYCIN*  AND  'MYCOSTATIN'®  ARE  SQUIBB  TRADEMARKS 
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appetites 

with 


LYSINE-VITAMIN  SUPPLEMENT  LEDERLE 


Finicky  eaters  are  headed  for  a fast  nutritional 
build-up  with  Incremin  — tasty  appetite  stimulant. 

Incremin  offers  1-Lysine  for  improved  protein  utili- 
zation, and  essential  vitamins  for  their  stimulating 
effect  on  appetite. 

Tasty  Incremin  is  available  in  either  Drops  or  Tab- 
lets. Caramel-flavoredTablets  maybe  orally  dissolved, 
chewed  or  swallowed.  Cherry-flavored  Drops  may  be 
mixed  with  milk,  formula  or  other  liquid.  Tablets: 
bottles  of  30.  Drops:  plastic  dropper-type  bottle  of 
15  cc. 

Each  Incremin  Tablet 

or  each  cc.  of  Incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (B„)  5 mg. 

Vitamin  B12  25  mcgm.  (Incremin  Drops  con- 

Thiamine  (Bi)  10  mg.  tain  1%  alcohol) 

Dosage:  only  1 Incremin  Tablet  or  10-20  Incremin  Drops 
daily. 

•Reg.  U.S.  Pot.  Off. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 
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FOR  STUBBORN  / ALLERGIES... 


/ 


Meti-steroid  benefits  are  potentiated  in 

METRETON 


* 


TABLETS 

with  stress  supportive 
vitamin  C 


METI-STEBOtD  — ANTIHISTAMINE  COMPOUND 

NASAL  SPRAY 
prompt  nasal  comfort 
without  jitters  or  rebound 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders  — even  in  the  presence  of 

cardiorenal  and  hepatic  insufficiency. 

COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


T.M.  MT.J.II7 


PULVULES 

TUINAL 

combine  two  cardinal  features 
in  a single  preparation 


Available  in  three  con- 
venient strengths — 3 4, 
1 1/2,  and  Z-grain  pid- 
vules. 


There  are  equal  parts  of  quick-acting  'Seconal 
Sodium’*  and  moderately  long-acting  'Amytal 
Sodium’ t in  each  Pulvule  Tuinal.  Assures  your 
obstetric  patient  quick,  sustained  amnesia;  your 
surgical  patient  relief  from  apprehension  and  fear. 

♦‘Seconal  Sodium’  (Secobarbital  Sodium,  Lilly) 
t* Amytal  Sodium*  (Amobarbital  Sodium,  Lilly) 


723003 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Guest  Editorial . . . . 


The  X-Ray  Physician 

T T IS  NOW  more  than  sixty  years  since  Roentgen  discovered  the  radiation  which 

carries  his  name.  Although  this  is  almost  a life-time,  it  is  a very  small  period  in 
the  history  of  medicine,  and  the  relative  shortness  of  the  time  during  which  the  radia- 
tion has  been  actively  used  makes  the  effect  of  the  discovery  on  investigation  and  treat- 
ment more  impressive.  At  the  end  of  the  last  century  the  world  was  a great  deal  less 
tolerant  than  at  the  present  time  and  Roentgen’s  work  was  greeted  with  distrust,  dis- 
taste and  derision  by  a few.  This  faction  of  the  general  public  received  it,  not  as  a 
great  advance  which  would  go  far  to  revolutionize  medical  practice,  but  as  a slightly 
indecent  method  of  prying  into  the  private  and  hidden  recesses  of  the  human  body. 
It  was  the  physical  aspect  which  caught  the  attention  of  both  medical  and  lay  public 
and,  as  a result,  the  science  employing  the  Roentgen  ray  became  known  as  Radiology 
or  Roentgenology,  and  those  who  practiced  it  became  Radiologists  or  Roentgenologists. 
In  no  other  branch  of  medicine  have  physical  properties,  or  an  instrument,  given  the 
names  to  the  method  of  investigation  or  the  man  using  it.  The  chest  physician  is 
not  called  a stethoscopist  and  the  physician  in  the  physical  medicine  department  is 
still  called  a physician.  It  is  not  in  the  best  interests  of  Roentgenologv’  that  this  title 
should  have  arisen,  for  the  emphasis  is  now  on  the  “radiation”  and  not  on  the  man 
who  uses  it  as  an  accessory  method  of  making  a diagnosis. 

The  childhood  of  radiology  was  protracted,  chiefly  on  account  of  the  slow  progress 
in  clectrotechnics,  but  with  the  advent  of  commercial  “broadcasting”  and  later  tele- 
vision it  developed  more  rapidly  to  reach  its  present  position. 

Three  branches  of  medicine  have  been  instrumental  in  making  possible  the  ver\- 
complicated  and  enterprising  surgery  of  the  present  day:  antibiotics  and  modern  anes- 
thetics from  the  operative  side,  and  radiolog)'  in  the  diagnosis  of  the  condition  and  in 
the  accurate  localization  and  estimation  of  the  size  of  the  lesion.  Antibiotics  and 
anesthetics  are  a combination  of  medicine  and  chemistry,  while  the  radiologist  looks 
more  to  the  physicist  to  unravel  his  problems. 

W'hen  the  work  in  an  x-ray  department  is  considered,  it  is  at  once  evident  that  the 
training  of  a radiologist  must  cover  a wide  field,  but  must  course  along  certain  lines. 


The  science  is  now  of  such  imjxjrtance  to  all  branches  of  medicine  that  it  is  well  to 
review  the  requirements  of  the  present-day  radiologist,  and  it  is  only  when  these  re- 
cpiirements  are  generally  appreciated  that  the  team  of  practitioner  and  radiologist  will 
work  in  true  harmony  and  to  the  greatest  advantage. 

The  knowledge  of  physics  is  not  now  of  such  great  importance  as  formerly.  The 
reason  is  not  that  physics  enters  less  into  the  picture,  but  that  it  is  so  complicated  and 
has  become  so  advanced  that  it  is  now  a special  study.  The  radiologist  must  know  the 
“language’’  the  physicist  will  employ  in  solving  his  difficulties,  but  only  in  very  rare 
cases  need  he  be  a master  of  the  subject.  Physics  is  safer  and  better  served  at  the 
hands  of  a physicist.  The  question  of  apparatus  construction  and  photography  can 
be  bracketed  with  physics;  it  is  for  the  radiologist  to  say  what  he  requires,  and  for 
the  man  with  special  training  to  answer  the  demand.  The  radiologist  must  be  a first 
class  doctor;  the  better  his  medical  knowledge,  the  better  radiologist  he  becomes.  Ex- 
perience has  taught  that  he  who  has  a higher  medical  qualification  makes  the  best 
radiologist.  This  is  to  be  expected  for,  as  stated  above,  he  is  a doctor  using  x-rays 
as  an  accessory  means  to  reach  his  conclusions.  Although  diagnosis  is  his  chief  con- 
cern, he  must  also  study  medical  and  surgical  treatment  for  he  must  know  what  course 
this  may  take,  what  operation  may  have  been  performed,  or  what  may  be  the  ultimate 
fate  of  the  patient.  This  knowledge  covers  .such  a wide  field  and  one  which,  together 
with  the  rest  of  medicine,  is  expanding  so  rapidh,  that  it  is  evident  the  time  will 
come  when  one  feels  the  study  must  outgrow  the  man.  This  impression  is  not  new,  for 
in  his  .\nnual  Discourse  to  the  Massachusetts  ^ledical  Societ}-,  Merrill  Sosman  quotes 
from  a committee  report  of  the  Medical  Faculty  published  over  one  hundred  years 
ago:  “In  modern  times  the  constituent  branches  of  medical  science  are  so  expanded 
that  thev  are  not  acquired  by  any  physician  in  a life  time,  and  still  less  by  a student 
in  his  pupilage".  So  we  need  not  despair. 

The  radiologist  may  cut  down  his  field  and  drift  into  specialization  within  his 
.specialty  as  he  becomes  more  senior,  but  whichever  way  he  turns  it  is  always  his  basic 
knowledge  of  medicine,  surgery  and  pathology  on  which  his  usefulness  to  his  clinical 
colleagues  and  the  reliability  of  his  opinion  depend.  Realizing  this  in  Britain,  a 
higher  examination  in  radiology  has  been  intrcxiuced  and  is  proving  of  great  value. 
1‘he  candidate  must  satisfv  the  examiners  that  he  has  a high  standard  of  knowledge 
in  Medicine,  Surgery  and  Patholog}-,  as  well  as  exceptional  training  in  Radiology. 

One  aspect  of  radiology  on  which  comment  is  rarely  made  is  the  art  of  reporting 
the  result  of  the  x-rav  examination.  This  can  be  very  difficult,  for  it  is  essential  that 
the  facts  are  given  correctly;  helpful  suggestions  can  be  made  and  the  exact  impres- 
sion gathered  by  the  radiologist  must  be  convened  to  the  reader.  We  can  paraphrase 
a further  sentence  in  Sosman's  recorded  Har\-ard  Medical  Faculty  report  and  say 
“the  length  of  an  x-ray  report  is  not  a measure  of  its  value.  It  should  not  outlast 
the  curiosity  of  its  reader."  But  however  comprehensive  and  effective  a report  may 
be,  in  value  to  the  patient,  it  can  never  rival  a short  discussion  between  the  clinician 
and  radiologist,  with  the  patient’s  films  ranged  before  them  on  the  viewing  box  and 
with  the  clinical  histor}-  and  details  of  physical  examination.  It  is  in  this  way  that 
a few  further,  and  perhaps  the  key,  pieces  of  the  jig  saw  of  medical  investigation  are 
fitted  in. 

M.  H.  Tupe,  F.R.C.S.,  F.F.R. 

Editor’s  Sote:  Dr.  Jupe  is  Director  of  the  Radiodiagnostic  Department  of  The  London  Hos- 
pital, London,  England. 
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Positive  Serologic  Tests  for  Syphilis 

True  or  False  Positive  Reactions 


E.  RANDOLPH  TRICE,  M.D. 
RICHARD  W.  EOWLKES,  M.D. 
Richmond,  Virginia 


The  evaluation  of  positive  serologic  re- 
ports in  determining  the  presence  or  absence 
of  syphilitic  infection  is  an  old  and  familiar  prob- 
lem. Most  physicians  have  encountered  patients  with 
positive  serologic  tests  for  syphilis  (STS)  in  whom 
no  clinical  or  historic  evidence  of  syphilitic  infec- 
tion could  be  found.  These  individuals  are  sus- 
pected of  being  biologic  false  positive  (BEP)  re- 
actors. The  decreased  incidence  of  syphilitic  in- 
fections in  recent  years  coupled  with  the  continued 
widespread  use  of  routine  serologic  testing  as  part 
of  pre-employment,  pre-marital  pre-natal  and  pre- 
operative physical  examinations  has  led  to  a rela- 
tive increase  in  the  number  of  BEP  reactors  encoun- 
tered in  daily  practice.  Moore^  has  estimated  that 
approximately  40  per  cent  of  white  patients  in  the 
upper  socio-economic  and  educational  levels  with 
positive  STS  in  the  absence  of  clinical  signs  of 
syphilis  are  BEP  reactors,  and  this  percentage  is 
likely  to  be  increased  as  the  incidence  of  syphilis 
is  further  reduced.  These  findings  have  acted  as 
a stimulus  to  further  investigation  of  the  cause  and 
significance  of  BEP  reactions.  Evidence  has  already 
been  accumulated  indicating  that  an  alarming  num- 
ber of  individuals  develop  a BEP  reaction  as  an 
early  manifestation  of  serious  systemic  disease,  es- 
pecially of  the  collagen  vascular  type. 

NON-SPECIEICITY  OF  STANDARD 
SEROLOGIC  TESTS 

Just  fifty  years  ago  this  year,  Wassermann,  Neis- 
ser  and  Bruck  published  their  report  announcing  the 
development  of  a “serodiagnostic  reaction  for  syph- 
ilis”.^ This  report  was  soon  recognized  as  a most 
significant  contribution  to  the  clinical  management 
of  patients  with  syphilis.  Within  a few  years,  how- 
ever, numerous  disquieting  reports  appeared,  dem- 
onstrating that  the  reaction  was  not  specific  for 
syphilis  but  occurred  occasionally  in  patients  with 

From  the  Department  of  Dermatology,  Medical  Colleg? 
of  Virginia. 

Presented  before  .Annual  Meeting  of  The  Medical  So- 
ciety of  Virginia,  Roanoke,  October  14-17,  1956. 


non-treponemal  diseases.  Many  attempts  were  made 
to  improve  the  specificity  of  the  Wassermann  re- 
action. The  various  modifications  of  the  original 
reaction  were  introduced  as  new  tests  bearing  the 
names  of  their  originators,  such  as  those  of  Kolmer, 
Kahn,  Eagle,  Kline,  Mazzini  and  many  others.  The 
most  important  development  during  this  period  was 
the  introduction  of  a purified  cardiolipin  antigen  by 
Pangborn,  working  in  the  Venereal  Disease  Re- 
.search  Laboratory  (VDRL)  of  the  U.  S.  Public 
Health  Service.^  The  VDRL  test,  utilizing  cardio- 
lipin, was  found  to  be  readily  reproducible  in  any 
laboratory  and  has,  since  World  War  II,  found  al- 
most universal  acceptance  as  the  standard  STS,  re- 
placing the  various  other  tests  used  for  this  purpose. 
This  easy  reproducibility  has  practically  eliminated 
the  necessity  of  submitting  sera  to  more  than  one 
laboratory  or  of  requesting  a batter}'  of  tests.  Nev- 
ertheless the  VDRL  test  is  relatively  sensitive  and  is 
not  specific  for  treponemal  diseases. 

The  search  for  a specific  test  for  syphilis  continued 
until  1949  when  Nelson  and  Mayer,  working  in 
Turner’s  laboratory,  developed  the  Treponema  Pal- 
lidum Immobilization  (TPI)  test.^  Though  this 
is  a cumbersome  and  expensive  test  to  perform,  it 
is,  nevertheless,  highly  specific  for  treponemal  in- 
fections. Recently  newer  and  relatively  more  simple 
tests  utilizing  treponemal  antigens  have  been  de- 
veloped which  appear  to  be  as  specific  as  the  TPI 
test.*  Of  these,  the  Treponema  Pallidum  Comple- 
ment Fixation  (TPCF)  test  of  Portnoy  and  Mag- 
nuson®  offers  the  most  promise  of  actually  replacing 
the  cardiolipin  test  as  a routine  serodiagnostic  test 
for  syphilis  in  office  and  hospital  practice  at  some 
future  time.  It  is  now  clear  that  there  are  at  least 
two  antibodies  that  appear  in  the  sera  of  individuals 
with  syphilis : ( 1 ) the  non-specific  lipid  antibody 
detected  in  standard  tests  and  (2)  the  specific  an- 
tibody detected  in  the  TPI  and  related  tests. 

* The  Treponema  Pallidum  Immune  Adherence  (TPIA) 
test,  the  Treponema  Pallidum  .Agglutination  (TP.A)  test 
and  the  Treponema  Pallidum  Complement  Fixation 
(TPCF)  test. 
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FALSE  POSITIVE  REACTIONS 

Unfortunately,  the  non-specific  antibody  demon- 
strable in  standard  tests,  such  as  the  VDRL  test,  is 
increased  in  many  non-syphilitic  diseases.  Leprosy 
and  malaria  were  recognized  early  as  frequent  causes 
of  BFP  reactions.  Immunizations,  the  acute  exan- 
themas, viral  pneumonia  and  infectious  mononucleo- 
sis are  well-known  causes  of  transient  BFP  reactions. 
In  1934  Stokes  could  list  thirty  diseases  in  which 
BFP  reactions  were  presumed  to  occur.®  In  recent 
years,  utilizing  tire  TPI  test  for  confirmation,  the 
list  has  grown  into  the  hundreds. 

Moore  and  Mohr'  found  it  convenient  to  divide 
BFP  reactions  into  two  types:  the  “acute”  and  the 
“chronic".  The  acute  reactions  occur  during  or 
shortly  after  a wide  variety  of  acute  infections  or 
conditions  and  disappear  spontaneouslv  within  a 
few  days,  weeks  or  months  after  recovery.  Chronic 
reactions  persist  for  months,  years  or  even  a life- 
time and  the  disease  processes  and  conditions  with 
which  they  are  associated  are  largely  unknown.  Since 
the  introduction  of  the  TPI  test,  however,  it  has 
been  jxissible  to  investigate  the  problem  more  scien- 
tifically. 

BFP  REACTIONS  IN  COLLAGEN 
VASCUL.\R  DISEASE 

.\s  early  as  1940  Keil  reported  a high  frequency 
of  BFP  reactions  in  systemic  lupus  erAthematosis®. 
This  view  was  subsequently  reaffirmed  by  ^lont- 
gomery  and  McCreight®,  Rein  and  Kostant^*'  and 
Zellmann^i.  Haserick  stated  that  a BFP  reaction 
may  be  one  of  the  first  preclinical  signs  of  systemic 
lupus  erythematosis. 

Two  interesting  studies  have  been  reported  in 
which  groups  of  individuals  with  BFP  reactions 
confirmed  by  TPI  tests  were  subjected  to  extensive 
laborator}-  and  clinical  procedures  and  analyzed  for 
possible  causes  of  the  reactions^- 

Moore  and  Lutz  studied  148  chronic  BFP  reactors 
which  had  been  observed  for  from  one  to  twenty 
years. ^ With  only  rare  exceptions  these  individuals 
had  considered  themselves  to  be  in  good  health  at 
the  time  they  were  taken  into  the  study,  having  been 
referred  to  the  authors  in  most  cases  because  of  the 
incidental  finding  of  a positive  STS.  Subsequently, 
however,  a diagnosis  of  systemic  lupus  erythematosis 
was  established  by  clinical  course  and  positive  LE 
cell  tests  in  10  patients  (6.7  per  cent).  .An  addi- 
tional 45  patients  (30.4  p>er  cent)  developed  symp- 
toms strongly  suggestive  of  collagen  vascular  dis- 


ease. In  time,  the  authors  surmise,  more  ot  these 
patients  will  develop  full-blown  collagen  disease. 
Analysis  of  the  blood  cheniistries  in  these  patients, 
especially  those  tests  affected  by  the  gamma  globulin 
fraction  of  blood,  revealed  abnormalities  in  86  of 
98  patients  (87  per  cent)  studied.  The  significance 
of  this  finding  will  be  discussed  later. 

Aliller,  Brodey  and  Hill  recently  reported  their 
findings  in  a group  of  555  patients  with  BFP  re- 
actions^®. Unlike  Moore  and  Lutz's  group,  a large 
number  of  these  patients  were  already  hospitalized 
for  various  reasons  and  21.6  per  cent  of  them  al- 
ready had  systemic  disease  of  one  form  or  another. 
Twelve  patients  (two  per  cent)  of  this  group  had 
systemic  lupus  erythematosis,  proved  by  clinical  find- 
ings and  LE  cell  tests.  .An  additional  13  per  cent 
had  signs  and  symptoms  of  the  lupus  diathesis,  such 
as  rheumatic  arthritis,  unexplained  febrile  episodes 
and  vague  neurological  signs.  Other  SAstemic  dis- 
eases frequently  encountered  in  this  study  Avere  liA'er 
disease,  diabetes  mellitus,  myocardial  infarction  and 
tuberculosis.  Alost  of  the  patients  Avere  subjected 
to  a battery  of  laborator}-  procedures,  including  com- 
plete blood  counts,  urinalysis,  sedimentation  rate, 
protein  partition,  cephalin  flocculation,  thymol  tur- 
bidity,  cold  agglutination,  heterophile,  brucella  ag- 
glutination and  numerous  other  procedures.  .Ap- 
proximately three-quarters  of  the  patients  Avith 
systemic  disease  had  abnormalities  of  one  or  more 
of  these  tests.  Alore  significant  Avas  the  fact  that 
one-third  of  the  individuals  who  considered  them- 
seh'es  in  good  health  shoAA’ed  abnormalities  of  one 
sort  or  another.  .As  in  Aloore  and  Lutz’s  group,  the 
abnormalities  Avere  found  principally  in  those  tests 
affected  by  gamma  globulin. 

ETIOLOGA'  OF  BFP  RE.ACTIONS 

The  gamma  globulin  fraction  of  blocxl  has  been 
suspected,  on  theoretical  grounds,  for  many  years 
of  playing  a vital  role  in  the  pnxluction  of  BFP 
reactions.  The  findings  of  Aloore  and  Lutz  and  of 
Aliller  and  his  associates  of  abnormalities  of  many 
other  serologic  tests  affected  by  this  globulin  frac- 
tion tends  to  support  this  view.  Moore  and  Lutz 
propose  the  term  dysgammaglobulinemia  for  this 
phenomenon  Avhich  they  suggest  may  result  from 
injury  to  collagen  and  A-ascular  tissue.  .A  similar 
pathogenesis  has  been  suggested  for  the  LE  cell 
phenomenon.  The  surface  has  only  been  scratched 
as  far  as  our  knoAA-ledge  of  the  etiology  of  BFP 
reactions  is  concerned.  However,  the  accumulated 
evidence  to  date  seems  to  indicate  a casual  relation- 
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ship  between  the  production  of  the  chronic  BFP 
reaction  and  of  serious  systemic  disease. 

iNIANAGEMENT  OE  THE  PATIENT  WITH 
A POSITIVE  STS 

It  would  appear  then,  that  finding  a positive  STS 
in  a patient  with  no  other  signs  of  syphilis  no  longer 
merits  a presumptive  diagnosis  of  syphilis,  and 
physicians  are  not  justified  in  giving  such  an  indi- 
vidual a course  of  antispyhilitic  therapy  “to  be  on 
the  safe  side”.  The  patient  with  a positive  STS 
deserves  a detailed  investigation  and  thorough  phvs- 
ical  examination  not  only  for  signs  of  syphilis  but 
also  for  signs  of  other  systemic  diseases.  The  STS 
should  be  repeated  at  two  to  four  week  intervals 
for  at  least  three  months.  It  may  be  advisable  to 
perform  other  laboratory  tests  such  as  smears  for 
malaria,  heterophile  agglutinations,  protein  parti- 
tions and  cephalin  flocculation  tests.  If  there  is  a 
definite  rise  in  titre  of  the  STS  or  other  signs  of 
sj'philis  develop,  a cerebro-spinal  fluid  examination 
and  other  procedures  to  confirm  a diagnosis  of  syph- 
ilis should  be  done.  On  the  other  hand,  if  the  STS 
reverts  to  negative  without  antisyphilitic  therapy 
and  no  signs  or  symptoms  of  systemic  disease  arise, 
then  the  matter  can  be  safely  dismissed.  If  the 
positive  STS  persists  throughout  the  observation 
period  without  signs  of  s}"philis  the  TPI  test  or  a 
related  treponemal  test  should  be  performed.  The 
TPI  test  is  sufficiently  reliable  that  a final  diagnosis 
of  the  presence  or  absence  of  syphilis  can  be  based 
on  the  results  of  this  test.  The  same  can  be  said 
of  the  TPCE  test  which  is  likely  to  become  available 
through  the  Health  Department  and  perhaps  also  in 
private  laboratories  in  the  near  future.  Once  the 
diagnosis  of  a chronic  or  persistent  BFP  reaction 
has  been  established  periodic  observation  of  the 
patient  for  evidence  of  systemic  disease  should  be 
maintained  so  that  prophylactic  measures  and  earl)- 
treatment  can  be  instituted  for  the  underlying  dis- 
ease process. 

CONCLUSIONS 

A re-orientation  of  the  physician’s  attitude  toward 
the  chance  finding  of  a positive  STS  in  an  other- 
wise healthy  individual  is  necessary  in  the  light  of 
recent  studies  regarding  BFP  reactions.  True,  the 
patient  may  have  latent  syphilis,  but  a larger  pro- 
portion of  patients  with  positive  STS  in  the  absence 
of  other  signs  or  history  suggestive  of  syphilis  are 
found  to  have  BFP  reactions.  Confirmation  of  the 


diagnosis  has  Ijeen  facilitated  by  the  development  of 
the  TPI  and  other  specific  treponemal  tests.  Where- 
as, formerly  it  was  reassuring  to  find  that  a patient’s 
positive  blood  test  was  not  due  to  syphilis,  now  we 
realize  that  a false  positive  test  may  represent  a 
more  serious  condition  than  syphilis  and  one  which 
presents  a more  difficult  diagnostic  and  therapeutic 
])roblem.  The  collagen  vascular  diseases  now  appear 
to  be  firmly  established  as  frequent  causes  of  the 
chronic  BFP  reaction.  It  therefore  becomes  incum- 
bent upon  physicians  to  investigate  clinically  and 
laboratory-wise  all  patients  with  chronic  BFP  re- 
actions. 
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Benign  Gastric  Leiomyoma 

Case  Reports  and  Review 


QTIMULATION  of  personal  interest  in  benign 
^ gastric  tumors  was  afforded  by  the  opportunity 
to  observe  two  patients  in  St.  Luke's  Hospital,  Rich- 
mond, during  the  summer  of  1955  in  each  of  whom 
a solitary  ulcerated  leiomyoma  was  found  at  opera- 
tion. 

CASE  REPORTS 

Case  1 : E.S.R.  This  69  year  old  housewife  was 
hospitalized  June  8,  1955,  complaining  of  weakness 
and  black  stools  of  three  days  duration.  She  denied 
pain,  vomiting,  or  previous  melena,  had  no  history 
of  ulcer,  was  non-alcoholic,  and,  except  for  mild 
belching  and  gaseousness,  had  experienced  no  pre- 
vious digestive  distress.  The  past  history  was  non- 
contributor}. 

Physical  examination  disclosed  marked  pallor  of 
the  skin  and  mucous  membranes,  a tachycardia  with 
systolic  murmur  at  the  cardiac  apex,  normal  blood 
pressure,  negative  abdomen,  and  tarry  stool  in  the 
rectum.  The  red  blood  count  was  2,350,000,  hemo- 
globin 3.7  gm.  and  hematocrit  17  per  cent.  The  stool 
was  strongly  positive  for  occult  blood.  The  stom- 
ach contained  a normal  amount  of  free  hydrochloric 
acid.  X-ray  study  revealed  a filling  defect  in  the 
body  of  the  stomach. 

The  patient  was  explored  by  Dr.  W.  P.  Barnes 
after  evidence  of  bleeding  had  ceased  and  multiple 
transfusions  had  restored  the  blood  picture  to  nor- 
mal. A round  firm  tumor  measuring  3.5  by  2 by 
1.4  cm.  and  containing  an  ulcer  measuring  1.3 
cm.  in  diameter  and  0.5  cm.  in  depth  was  excised. 
The  tumor  was  located  on  the  greater  curvature  of 
the  stomach  at  the  juncture  of  its  middle  and  upper 
third.  (Fig.  1)  The  pathologic  report  was  benign 
leiomyoma.  The  postoperative  course  was  smooth 
and  the  patient  left  the  hospital  on  the  thirteenth 
day  after  her  operation.  Re-x-ray  in  December, 
1955,  and  September,  1956,  revealed  a normal  stom- 
ach. The  patient  has  been  well  since  she  was  dis- 
charged from  the  hospital. 

Case  2:  H.J.B.  This  patient  was  a 26  year  old 
married  stenographer  who  was  hospitalized  August 
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8,  1955,  with  a history  of  severe  epigastric  pain 
for  two  weeks.  The  pain  was  worse  when  the  stom- 
ach was  empty,  especially  during  the  night.  There 
was  associated  nausea,  burning,  and  also  a feeling 
as  if  the  stomach  was  “grinding  and  growling”. 
For  two  months  there  had  been  regurgitation  of  dark 
brown  liquid  on  several  occasions  but  no  fresh  blood 
had  been  noted.  During  the  past  year  she  had 


Fig.  1 — Case  1.  Cross  section  of  leiomyoma  showing 
ulceration  of  mucosa. 


experienced  nausea  and  frequent  vomiting  episodes 
after  eating  solid  foods.  Despite  her  symptoms  she 
had  gained  15  pounds  in  the  preceding  nine  months. 
Past  history  revealed  intolerance  to  greasy  foods, 
a tendency  to  gasecusness,  and  on  one  occasion  an 
episode  of  precordial  pain  which  radiated  into  both 
arms. 

Physical  examination  disclosed  a well  developed, 
well  nourished  woman  who  was  in  no  distress.  The 
mucous  membranes  were  not  pale.  The  heart  and 
lungs  were  normal.  There  was  slight  tenderness  in 
the  right  upper  quadrant,  but  abdominal  palpation 
was  normal  otherwise.  The  hemoglobin  was  13.3 
gm.  Cholecystogram  was  normal.  X-ray  study  of 
the  stomach  demonstrated  a round  filling  defect 
measuring  appro.ximately  AYz  cm.  in  the  cardia.  A 
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fleck  of  retained  barium  was  seen  in  the  center  of 
the  translucent  defect  and  was  tliought  to  represent 
an  ulcer  crater.  The  surrounding  mucosal  pattern 
was  quite  normal  and  no  gastric  retention  was  jjres- 
ent  after  five  hours. 

The  patient  was  explored  by  Dr.  J.  R.  Massie, 
Jr.,  through  a left  thoracotomy  incision.  A tumor 
about  the  size  of  a “turkey  egg”  in  the  cardiac  end  of 
the  stomach  just  anterior  and  lateral  to  the  entrance 
of  the  esophagus  was  enucleated.  The  tumor  was 
in  the  wall  of  the  stomach  and  had  a hole  in  the 
center  resembling  an  ulcer  crater.  It  measured  4'/} 
by  3 cm.  and  there  was  a 3 mm.  hole  in  the  mucosa 
leading  down  into  a cavity  which  was  roughly  1 by 
1 ^2  cm.  in  size.  (Fig.  2)  The  pathologic  diagnosis 
was  benign  leiomyoma  with  ulceration  of  the  over- 
lying  mucosa. 

Although  the  patient  was  febrile  for  the  first 
seven  postoperative  days,  her  course  thereafter  was 
uneventful  and  she  was  discharged  from  the  hospital 
on  the  eighteenth  day  following  the  procedure. 
Roentgen  examinations  in  December,  1955,  and  Sep- 
tember, 1956,  have  been  reported  negative  for  gastric 
pathology. 


Fig.  2 — Case  2.  Gross  specimen. 

DISCUSSION 


Investigation  of  the  surgical  pathology  files  of  St. 
Luke's  Hospital  revealed  no  other  instances  of  gas- 
tric leiomyoma  during  the  25  year  period  1930  to 
1955.  A search  of  the  clinical  records  at  the  IMedi- 
cal  College  of  Virginia  Hospital  for  the  same  period 
disclosed  three  patients  in  whom  a diagnosis  of 
gastric  leiomyoma  was  established  on  the  basis  of 
pathologic  examination  of  the  excised  tumor.  In 


only  one  of  the  three  had  the  lesion  been  resj)onsible 
for  symptoms.  This  patient  was  a 65  year  old  male 
who  was  admitted  in  Ajiril,  1940,  because  of  weak- 
ness, hematemesis,  and  melena.  A benign  leiomyoma 
on  the  lesser  curvature  side  of  the  gastric  cardia 
was  removed  successfully.  I'his  case  was  reported 
in  the  Virginia  Medical  Monthly  by  Drs.  Carring- 
ton Williams  and  Nathan  Bloomb  According  to 
them,  it  was  the  only  gastric  leiomyoma  diagnosed 
clinically  at  the  Medical  College  of  Virginia  Hospital 
in  1 5 years.  Dr.  Bloom  reports  that  the  patient  is 
living  and  well  at  the  present  time.  The  two  other 
cases,  one  male  and  the  other  female,  ages  68  and 
67  years  respectively,  were  both  hospitalized  in  1952. 
A solitary  gastric  leiomyoma  was  discovered  inci- 
dentally at  operations  undertaken  for  cecal  carcinoma 
and  small  bowel  obstruction  respectively. 

Pathologically  the  leiomyoma  is  a common  gastric 
lesion.  Meissner^  found  one  or  more  leiomyomas  in 
23  (46%)  of  the  50  unselected  stomachs  carefully 
studied  postmortem.  Other  investigators  have  re- 
ported an  incidence  varying  from  36  to  60  per  cent 
of  all  benign  tumors  encountered  in  different  groups 
of  autopsied  cases*.  These  tumors  may  easily  be 
missed  on  routine  roentgen  study  and  since  they 
may  produce  no  symptoms  their  diagnosis  during  life 
is  somewhat  of  a rarit}’. 

Most  leiomyomas^’®  are  small  although  they  may 
become  cjuite  large,  sometimes  filling  the  entire  upper 
al)dcmen.  They  varx’  from  less  than  5 mm.  to  20- 
30  cm.  in  diameter.  A tumor  weight  of  6,500  gms. 
has  been  reported.  ^Multiple  tumors  are  rare.  The 
lesion  is  well  circumscribed  but  is  rarely  encapsu- 
lated. It  has  a firm  rubbery  consistency,  is  round, 
ovoid,  usually  sessile  but  may  be  pedunculated. 
Cross  section  reveals  a grayish-pink  surface  having 
the  aj)pearance  of  whorls  or  “watered  silk.”  ^licro- 
scopic  examination  discloses  interlacing  bundles  of 
spindle-shaped,  smooth  muscle  cells  arising  in  the 
muscular  layer  of  the  gastric  wall.  Multinucleated 
giant  cells  and  mitotic  figures  are  usually  absent. 
Fibrosis,  hyaline  material  and  central  calcium  depo- 
sition are  common  findings.  The  leiomyoma  may  be 
exogastric  or  endogastric,  the  latter  type  projecting 
into  the  gastric  lumen.  The  majority  of  the  tumors 
which  produce  symptoms  are  endogastric  and  are 
covered  by  a thin  layer  of  mucous  membrane  which 
is  often  ulcerated.  The  most  common  manifes- 
tation, therefore,  is  hemorrhage  from  this  ulcerated 
surface.  Bleeding  may  be  sudden  and  massive  or 
occult  from  slow  but  persistent  oozing  so  that  anemia 
gradually  develops.  Pain  may  be  experienced  which 
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may  be  atypical  or  mimic  gastric  ulceration.  Ob- 
struction has  been  reported  when  the  lesion  develops 
in  the  vicinity  of  the  pylorus,  but  this  complication 
is  unusual.  In  very  rare  instances,  the  growth  is 
sufficiently  large  to  be  palpated  abdominally.  Roent- 
gen examination  discloses  a sharply  circumscribed, 
smooth,  intraluminal  filling  defect  which  may  con- 
tain a central  crater.  Rugae  are  obliterated  but  the 
proximal  wall  is  pliable  and  peristalsis  is  normal. 
Calcification  may  be  visible  within  the  translucent 
defect.  Gastroscopic  examination  is  valuable  in  the 
differential  diagnosis  of  malignancy,  but  in  all  in- 
stances histologic  study  is  required  before  one  is 
reasonably  certain  that  the  tumor  is  benign. 

Our  primary  purpose  in  reporting  these  cases  is 
to  direct  your  attention  to  the  clinical  features  of  the 
benign  gastric  neoplasm.  As  everyone  knows,  car- 
cinoma is  by  far  the  most  common  gastric  tumor. 
It  accounted  for  92  per  cent  of  1700  gastric  tumors 
removed  surgically  in  the  Lahey  Clinic  during  the 
past  25  years®.  In  this  same  .series  benign  tumors 
comprised  only  4.8  per  cent.  Autopsy  statistics, 
however,  suggest  a much  greater  incidence.  For  ex- 
ample, there  were  196  gastric  neoplasms  in  a series 
of  6,742  autopsies  performed  over  a four  year  period 
at  the  University  of  Minnesota.  Fifty  or  26  per  cent 
of  these  tumors  were  benign’'.  This  apj:)arent  dis- 
crepancy may  be  partially  explained  by  the  fact 
that  many  are  very  small,  do  not  produce  symptoms, 
and  are  clinically  unimportant.  Consequently,  an- 
temortem diagnosis  is  not  often  made. 

simple  classification  of  benign  gastric  tumors 
based  on  tissue  origin  recognizes  three  main  groups*. 
In  one  group  are  those  arising  from  the  mucosal 
epithelium  which  consist  largely  of  adenomas  or 
adenomatous  polyps.  In  another  group  are  those 
of  mesenchymal  origin  which  may  be  found  in  the 
submucosa,  muscularis,  or  the  serosa.  The  most  fre- 
quently encountered  lesion  in  this  category  is  the 
smooth  muscle  leiomyoma,  less  often  there  is  the 
neurofibroma,  lipoma,  and  angioma.  A third  group 
includes  certain  miscellaneous  lesions  not  consid- 
ered to  be  true  neoplasms  such  as  heterotcpic  pan- 
creas and  enterogenous  cysts,  .\mong  the  1700 
tumors  reported  from  the  Lahey  Clinic  82  were  be- 
nign®. In  this  group  there  were  28  leiomyomas,  37 
polyps,  and  12  aberrant  pancreatic  rests.  In  most 
series  these  three  tumor  types  appear  to  occur  most 
often. 


It  is  generally  agreed  that  the  treatment  of  all 
benign  gastric  tumors  is  surgical.  The  extent  of 
the  procedure  depends  on  the  location,  size  and 
malignant  potential  of  the  growth.  In  the  majority 
of  cases  gastrotomy  and  local  excision  are  sufficient. 
.\n  important  exception  to  this  general  statement 
is  the  presence  of  polyposis  for  which  subtotal  re- 
section is  recommended  not  only  because  of  tumor 
size  but  also  because  malignancy  cannot  be  excluded 
with  certainty  until  the  entire  specimen  has  been 
scrutinized  microscopically.  Lahey*  recommended 
wide  subtotal  gastric  resection  for  leiomyoma  because 
of  the  possibility  of  sarcomatous  degeneration.  This 
opinion  is  not  shared  by  others^  who  are  convinced 
that  a more  conservative  procedure  is  indicated  and 
advise  excision  of  the  growth  with  the  removal  of 
a small  margin  of  normal  tissue  unless  the  lesion 
is  extremely  large  or  appears  to  have  undergone 
malignant  change. 

SUMMARY 

1.  Two  cases  of  symptomatic  benign  gastric  leio- 
myoma have  been  reported. 

2.  .\  brief  general  discussion  of  the  more  com- 
mon benign  gastric  tumors  has  been  presented. 
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The  Pre-Payment  Hospital  Insurance  Dilemma 

HAROLD  W.  MILLER,  M.D. 

Woodstock,  Virginia 


More  and  more  people  are  being  brought 
into  the  fold  of  some  type  of  pre-payment  plan 
of  hospital  insurance.  This  is  good.  The  more 
completely  our  population  is  covered  by  pre-payment 
insurance,  the  less  likely  we  are  to  have  Socialized 
Medicine.  This  increase  in  enrollment  has  resulted 
from  the  rising  cost  of  medical  care  and  the  effective 
appeal  by  representatives  of  the  various  plans  by 
way  of  radio,  television,  door  to  door  visitation  by 
salesmen  and  circularization  of  the  community 
through  the  mail.  In  many  instances,  by  means  of 
high  pressure  salesmanship,  the  prospective  candi- 
date is  not  only  urged  and  frequently  induced  to  buy 
the  plan,  but  to  use  it  regardless  of  the  nature  of 
the  illness.  This  fact  helps  to  augment  the  usually 
present  intention  of  the  insured  to  use  the  plan, 
if  and  when  illness  intervenes,  even  though  the  ill- 
ness is  one  that  survival  may  be  anticipated  by  home 
treatment.  Then,  all  too  often,  for  some  reason  or 
other,  the  hospital  admission  is  denied,  resulting  in 
a disillusioned  insured  and,  in  many  instances,  with 
some  plans,  cancellation  of  the  policy  follows,  either 
at  the  direction  of  the  insurer  or  by  the  angry, 
cynical  and  disillusioned  insured.  If,  as  we  believe 
and  have  contended,  pre-payment  hospital  insurance 
is  the  answer  to  Socialized  Medicine,  reasonable 
usage  must  be  allowed  and  some  way  must  be  found 
to  have  as  complete  a coverage  as  possible  in  the 
lower  strata  financial  group.  Any  illness  in  this 
group  is  catastrophic — financially — and  let  us  not 
forget  that  it  is  this  segment  of  society  our  Govern- 
ment is  contending  is  not  receiving  adequate  medical 
care.  A liberal  usage  of  the  plan  would  be  expected 
in  this  group.  The  majority  of  the  insured  un- 
doubtedly feel  it  is  their  privilege  to  use  their 
insurance  when  illness  intervenes,  regardless  of  the 
nature  of  the  illness.  An  insurance  plan  simply 
represents  a commodity  they  have  purchased  and  they 
consider  it  their  business  to  do  with  this  commodity 
as  they  wish.  The  thought  never  occurs  to  them 
that  their  request  for  hospitalization  may  be  ques- 
tioned and  even  not  allowed.  Unfortunately,  there 
is  often  a discrepancy  between  promises  and  per- 
formances which  is  not  good,  nor  is  it  right. 

The  Blue  Cross-Blue  Shield  Plan  occupies  a very 
special  niche  in  the  minds  and  in  the  thinking  of 


physicians  and  rightly  so,  for  is  not  this  Plan  the 
product  of  our  thinking?  Did  we  not  ])redict  a great 
future  for  the  Plan?  Did  we  not  say,  “this  is  the 
answer  to  Socialized  Medicine”,  “this  pays  your 
bill”,  “this  Plan  does  not  question  your  hospitaliza- 
tion, nor  does  it  deny  your  claim”,  “this  Plan  does 
not  give  it  to  you  in  the  big  print  and  take  it  away 
from  you  in  the  small  print”,  etc.  ? Yes,  at  the  time 
of  the  birth  of  the  Blue  Cross-Blue  Shield  Plan,  we 
said  these  and  similar  things  many  times  in  speeches 
and  we  encouraged  our  patients  to  buy  this  Plan. 
The  Plan  was  practically  all  inclusive  without  many 
obvious  faults,  unless,  as  we  now  realize,  that  its 
general  inclusiveness  lends  itself  to  a wide  spread 
usage.  Could  this  all  inclusiveness  be  likened  to 
a monster  that  will  destroy  itself?  This  inclusive- 
ness is  a special  feature  with  the  Blue  Cross-Blue 
Shield  Plan  and,  as  pointed  out,  this  feature  is  an 
attractive  one  and  represents  a real  bargain  to  the 
sick.  Speeches  were  made  before  groups  extolling 
the  virtues  of  the  Plan  and,  in  order  to  be  fair,  we 
spoke  highly  of  other  plans,  particularly  some  of  the 
old  line  plans  that  were  in  use  before  our  Plan  was 
born.  We  tried  to  predict  and  portray  what  would 
happen  to  the  American  Way  of  life — medically— 
if  Socialized  Medicine  became  a reality. 

Now  the  claim  of  abuse  and  overuse  is  being 
leveled  at  the  insured  with  the  intimation  that  the 
physicians,  by  recommending  or  permitting  hospital- 
ization of  patients  with  illnesses  that  may  be  treated 
at  home,  etc.,  are  lending  themselves  to  a practice 
that  is  threatening  to  “kill  the  goose  that  lays  the 
golden  eggs”.  We  are  asked  to  act  in  the  capacity 
of  a traffic  cop,  so  to  speak,  directing  traffic  to  or 
away  from  the  hospital.  We  are  to  act  in  the  capac- 
ity of  judge  and  jury  and  it  is,  of  course,  obvious 
that  this  responsibility  is  ours.  We  must  accept 
it  and  discharge  this  responsibility  to  the  best  of 
our  ability.  In  my  opinion,  we  must  handle  each 
case  on  its  merits  and  look  through  the  eyes  and  in 
the  spirit  of  the  Great  Physician.  When  all  the  facts 
are  considered  and  all  the  evidence  is  in,  it  is  en- 
tirely possible  a case  that  would  appear  from  the 
diagnosis  as  one  amenable  to  treatment  at  home, 
may  demand  hospital  care.  In  arriving  at  our 
decision,  we  must  let  our  conscience  be  our  guide. 
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There  will  be  no  set  pattern.  Different  factors  will 
be  present  in  each  case.  The  lower  income  group 
will  cause  us  the  greatest  concern.  We  must  take 
time  to  discuss  the  problem  with  our  patients,  letting 
them  see  both  sides  of  the  question,  explaining  how- 
excessive  usage  will  be  reflected  in  an  increased 
premium  and,  yet,  remembering  that  the  treatment 
and  place  of  choice  should  be  the  one  that  will 
not  only  more  likely  insure  survival,  but  in  which 
morbidity  will  be  held  to  a minimum,  ^^■e  must  ever 
keep  in  mind  our  rich  heritage,  and  be  sure  we  are 
carrying  the  torch  that  has  been  handed  to  us  in  a 
manner  that  will  let  its  light  shine  brilliantly  and 
unashamedly,  remembering  that  we  are  making  de- 
cisions that  eat  at  the  very  vitals  of  our  w’ay  of  life. 

It  is  proper,  I believe,  to  expect  each  one  to  carry 
his  share  of  the  load  and  I also  feel  strongly  that 
we  must  help  when  the  burden  is  too  great  for  a 
fellowman  to  carry  alone,  ^^’e  surely  will  have  to 
have  wisdom  from  above  to  guide  and  direct  us  in 
arriving  at  the  correct  answers.  As  I err,  1 should 
like  for  the  record  to  show  that  it  is  in  what  I thought 
was  the  best  interest  of  the  poor  and  the  lower  strata 
financial  group.  1 do  realize  that,  in  the  long  run, 
considering  what  is  good  for  the  whole  population, 
rather  than  a certain  segment,  should  determine  our 
decision,  but  somehow  or  other,  I believe  the  Good 
Lord  wants  us  to  offer  our  best  to  everybody  and 
particularly  this  group.  1 also  believe  that  He 
expects  us  to  help  ourselves  as  much  as  possible 
by  doing  cur  best.  In  this  connection  some  of  the 
sayings  of  Abraham  Lincoln  may  be  applicable : “You 
cannot  help  anyone  permanently  by  doing  for  them 
what  they  should  and  can  do  for  themselves";  “vou 
cannot  develop  courage  and  character  by  taking  away 
a man's  initiative  and  independence";  “you  cannot 
make  the  poor  richer  by  making  the  rich  poorer", 
“you  cannot  pull  the  wage  earner  up  by  pulling  the 
wage  payer  down";  “you  cannot  strengthen  the  weak 
hy  weakening  the  strong”.  It  has  been  pointed  out 
to  us  that  “it  is  better  to  lose  what  appears  to  be 
a temporary  gain  in  order  to  make  more  certain 
a future  victory”,  and  it  is  good  medicine  to  pre- 
scribe, “stepping  out  into  the  wind  and  face  the 
challenge  of  the  storm",  to  help  develop  these  traits 
that  will  lead  to  a happier  and  more  abundant  life. 
It  is  difficult  to  apply  these  sayings  in  the  case  of 
a sick  person  requesting  hospitalization  for  an  ill- 
ness that  may  be  treated  elsewhere.  Experience  has 
shown  that  self  respect,  courage,  character,  etc.,  may 
be  developed  as  a result  of  adversity,  being  advised 
to  push  a little  harder,  pull  a little  longer  and  carry 


a heavier  load  for  a while,  if  we  use  these  things  as 
stepping  stones  to  higher  ground  and  a wider  hori- 
zon. We  know  that  it  isn't  good  to  make  things 
too  easy,  yet,  we  must  be  sure  not  to  be  responsible 
for  depriving  someone  of  his  just  expectations  and 
dues.  Our  interest  must  primarily  be  in  our  patients 
and  yet,  by  the  position  we  occupy,  we  are  honored 
and  privileged  to  act  as  counselor  and  guide.  I 
wonder  what  the  verdict  of  the  jury  would  be,  should 
the  insured,  who  was  denied  requested  use  of  his 
pre-payment  plan  by  the  physician,  elect  to  bring 
suit  against  the  physician?  If  hospitalization  is 
required  for  the  best  treatment,  will  we  be  declared 
guilty  if  we  do  not  permit  it?  It  would  appear  we 
would  not  be  guilty  unless  permanent  sequellae  would 
develop  under  home  care  that  would  not  have  devel- 
oped under  hospital  care.  While  we  do  not  want  to 
“kill  the  goose  that  lays  the  golden  eggs”,  neither  do 
we  want  to  repudiate  the  spirit  that  was  present  at  the 
birth  of  the  Blue  Cross-Blue  Shield  Plan  and  has 
manifested  its  course  since,  nor  do  we  want  to  plant 
seeds  that  will  result  in  a harc-est  of  Socialized  Medi- 
cine in  the  future.  We  must  not  detour  appreciably 
from  the  road  we  have  been  traveling  to  the  extent 
that  the  proponents  of  Socialized  Medicine  can  point 
a finger  at  us  with  the  accusation,  “you  are  not  what 
you  claimed  to  be’’.  Let’s  be  sure  that  our  per- 
formances keep  in  step  with  our  promises.  The  cor- 
rect answer  to  our  problems  will  undoubtedly  be  found 
as  we  let  the  light  from  the  teachings  of  Jesus  and 
the  thinking  of  men  like  Abraham  Lincoln  shine 
upon  them. 

What  should  we  do  and  what  can  we  do?  To 
solve  this  many  sided  problem  justly  will  be  diffi- 
cult. Complete  cooperation  between  the  physician, 
the  insured  and  the  insurer  will  be  required.  Every 
effort  must  be  made  to  see  that  good  medicine  is 
not  only  made  available  but  attainable  to  all.  It 
is  true  that  many  of  the  medically  indigent  are 
receiving  treatment  at  the  office,  home  or  hospital, 
provided  by  the  Welfare  Departments,  and  we  are 
glad  to  say  with  humility  this  is  as  it  should  be. 
Personal  altruism  must  never  perish  from  the  earth. 
Before  the  advent  of  the  Welfare  Departments,  each 
locality  looked  after  its  own,  and  we  found  those 
who  have  sharing  with  those  who  have  not.  This 
spirit  should  continue,  even  though  now  most  of 
our  material  possessions  go  into  our  national  treas- 
ury in  the  form  of  taxes  and  are  directed  back  to 
our  localities.  Group  giving,  while  necessary,  miust 
not  be  allowed  to  replace  personal  giv'ing  to  those 
who  need.  The  Bible  tells  us  that  the  poor  will  be 
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with  us  always.  Does  not  this  saying  represent  a 
constant  challenge  to  us?  There  is,  of  course,  a 
large  low  income  group  not  eligible  for  help  from 
the  Welfare  Departments  who  are  having  a hard 
time  providing  for  the  actual  necessities  of  life, 
let  alone  the  luxuries.  It  is  this  group  that  deserves 
our  sympathetic  help  and  understanding.  How  to 
reach  them  is  the  problem.  A liberal  usage  of  the 
Plan  would  be  expected  by  those  in  this  group  for- 
tunate enough  to  have  it.  It  is  rather  difficult  and 
borders  on  the  hardness  of  heart  to  deny  hospitali- 
zation to  the  insured  in  these  cases  when  it  is  known 
that  the  insured  is  having  a difficult  time  keeping  the 
Plan  in  force.  Yet,  experience  has  shown  that  sur- 
prisingly large  numbers  of  this  group  elect  to  receive 
treatment  at  home,  instead  of  going  to  the  hospital, 
even  though  they  have  some  form  of  pre-payment 
insurance.  It  seems  that  when  life  has  been  a 
struggle  for  survival,  the  family  is  more  united  and 
separation  is  fought  against. 

The  question  of  diagnostic  studies  to  permit  thor- 
ough examinations  is  ever  present.  Patients  with 
chest  pains,  for  instance,  present  a difficult  problem 
in  differential  diagnosis  at  times,  requiring  various 
special  examinations.  In  rural  areas  usually  there 
are  not  facilities  to  the  extent  that  patients  may  be 
handled  as  out-patient  cases.  Invariably,  many  of 
these  patients,  who  have  hospital  insurance,  request 
the  privilege  of  entering  the  hospital  for  these  studies. 
The  ever  present  problem  arises.  The  poor  grouj) 
find  it  difficult  to  pay  their  way,  and  those  having 
insurance,  in  many  instances,  feel  they  should  be 
permitted  to  use  it.  A plan  permitting  part  pay- 
ment on  x-ray  and  laboratory  studies  on  an  out- 
patient basis  and,  if  possible,  including  one  or  two 
visits  to  the  home,  would  help  to  lessen  hospitaliza- 
tion, would  help  the  lower  income  group  financially, 
and  would  help  the  general  practitioner  in  the  rural 
areas  to  secure  a more  thorough  examination  of  his 


I)atients.  This  benefit  would  likewise  be  reflected  in 
an  increased  premium,  but  probably  not  to  the  extent 
that  hospitalization  would. 

Can  we  develop  a plan  w'here  coverage  would  be 
complete  in  the  lower  income  group  through  Social 
Security  or  Welfare  Department  assistance?  d'his 
group  needs  some  plan  where  they  should  be  allowed 
to  pay  as  much  as  they  can  and  the  balance  provided 
in  some  manner.  We  know,  “that  it  is  more  blessed 
to  give  than  to  receive”,  and  someone  has  said,  “it 
is  hell  to  be  in  the  position  to  have  to  receive”. 
A lesser  premium  to  the  lower  income  group  with 
a larger  premium  to  the  higher  income  group  would 
solve  the  problem  if  some  practical  way  could  be 
found  to  do  it.  In  this  manner,  this  group  would 
feel  they  were  carrying  part  of  the  lead  and  this 
method  would  be  less  humiliating  than  an  out-right 
grant. 

There  is  only  one  kind  of  medical  advice  we 
should  give  and  that  is  the  best  we  are  capable  of 
giving.  This  advice  is  given  to  the  poor  as  well  as 
to  the  rich  without  knowing  or  even  caring,  e.xcept 
in  the  case  of  the  poor,  whether  a pre-payment  plan 
is  held  by  them.  Medicine  is  judged  by  the  conduct 
of  its  representatives  and  we  must  do  everything  in 
our  power  to  see  that  everyone,  particularly  the  poor, 
receive  the  best  we  have  to  offer  in  time,  sympathetic 
understanding,  guidance  and  service.  Medicine  is 
a sacred  calling  and  I believe  ranks  next  to  the  min- 
istry in  importance  and  our  chief  concern  must  be 
good  service  to  the  sick.  Money  must  not  be  per- 
mitted to  cloud  the  crystal  clear  water  of  duty,  oppor- 
tunity and  responsibility  that  is  so  obviously  ours. 
If  we  approach  our  problems  in  a Christian  spirit 
and  let  our  conduct  be  in  keeping  with  what  we 
believe  will  be  acceptable  to  the  jury  above,  a solu- 
tion to  our  problems  that  is  honest  and  just  will  be 
forthcoming. 


Annual  Meeting,  The  Medical  Society  of  Virginia 
The  Shoreham,  Washington,  D.C.,  October  27-30, 1957 
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Clinicopathological  Conferences 

Of  The  Medical  College  of  Virginia  Hospital 


Case  =192  (.19191) 

A FOUR-YEAR  OLD  colored  female  child  was 

^ admitted  to  Dooley  Hospital  on  July  18,  1956, 
because  of  high  fever,  cough,  and  diarrhea.  The 
child  had  been  well  until  ten  days  before  admission, 
when  she  began  to  run  a high  fever,  followed  shortly 
by  the  development  of  rhinorrhea  and  a non-produc- 
tive cough.  She  refused  solid  food,  though  she  took 
liquids  fairly  well.  She  began  to  have  1-2  loose 
watery  stools  daily  and  vomited  occasionally.  Five 
days  before  admission  she  became  delirious.  She 
apparently  was  not  seen  by  a physician  until  two 
days  before  admission.  When  she  had  not  improved 
on  prescribed  therapy  in  48  hours,  she  was  referred 
to  the  hospital. 

The  child's  birth  and  early  development  had  been 
normal  and  diet  had  apparently  been  adequate.  She 
had  received  her  initial  DPT  immunizations  in 
infancy  and  had  had  one  booster.  A smalljx>x  vac- 
cination had  been  given,  but  “did  not  take’’.  The 
child  had  measles  at  age  2 without  known  compli- 
cations. She  had  been  subject  to  frequent  colds  and 
had  “worms  for  a long  time’’. 

The  child's  mother  was  said  to  have  died  of  tuljer- 
culosis  when  the  child  was  one  year  old.  One  uncle 
was  diabetic.  Xo  other  details  of  the  family  history 
were  known.  The  child  lived  with  a grandmother 
on  a small  farm  without  modern  sanitary-  facilities. 

Physical  Examination : T.  105.  P.  110.  R.  42. 
The  child  was  well  developed  and  acutely  ill.  The 
skin  was  hot  and  dry,  but  with  good  turgor.  Mucous 
membranes  of  the  mouth  and  throat  were  pale.  The 
tonsils  were  large  and  injected.  There  was  a muco- 
purulent nasal  discharge.  The  ears  were  negative. 
The  neck  was  supple.  Scattered  moist  rales,  rhonchi, 
and  wheezes  were  present  throughout  the  lung  fields, 
more  marked  in  the  right  lung  posteriorly.  There 
was  no  dullness.  The  heart  was  negative  except  for 
tachycardia.  The  abdomen  was  moderately  dis- 
tended and  questionably  tender.  Xo  masses  were 
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palpable.  Rectal  examination  was  negative  as  was 
the  neurological  examination. 

Laboratory  Data:  Hemoglobin  8.6  grams,  \YBC 
14,300,  69  polys,  and  31  lymphs.  The  urine  was 
essentially  negative.  Sickle  cell  preparation  nega- 
tive. Serum  sodium.  137,  chlorides  95,  potassium 
2.3,  CO2  20  mEq/L,  respectively.  BE'X  less  than 
7 mgm.%.  Blood  sugar  100  mgm.^?.  Serology 
negative.  Spinal  fluid  examination  was  entirely 
negative.  X-ray  of  the  chest  showed  a moderate 
pneumonic  infiltration  around  the  left  hilum.  Ab- 
dominal films  revealed  moderate  distention  and 
numerous  short  fluid  levels  “compatible  with  gastro- 
enteritis or  parahtic  ileus”. 

Initial  therapy  consisted  of  parenteral  fluids,  peni- 
cillin, streptomycin,  an  expectorant,  and  200  cc. 
of  whole  blood.  It  was  necessarj^  to  do  a venous 
cut-down  at  the  ankle  to  administer  fluids. 

On  the  following  day  agglutinations  were  reported 
as  positive  for  typhoid  “O”  1-320  and  typhoid  “H'’ 
1-40.  Thereupon  both  penicillin  and  streptomycin 
were  discontinued  and  Chloromycetin,  250  mgm.  IM 
q 6 h was  begun.  Parenteral  fluids  were  continued 
with  special  attention  to  supplying  potassium  chlo- 
ride. Gastric  distention  persisted  and  the  child 
continued  to  run  high  fever.  gastric  tube  was 
passed  without  relief  of  the  distention.  On  the 
afternoon  of  July  21st  the  patient's  respirations 
increased  to  60  per  minute  and  became  grunty.  Her 
temperature,  which  had  dropped  to  normal  on  the 
preceding  evening,  rose  again  to  102  and  her  pulse 
to  172.  She  began  having  green  jelly-like  stools  and 
abdominal  distention  persisted.  The  chest  was  clear 
at  this  time.  The  leg  in  which  the  cut-down  had 
been  done  became  tender.  A repeat  chest  film  show- 
ed development  of  a right  upper  lobe  density.  .\n 
electrocardiogram  showed  only  a sinus  tachycardia. 
••Agglutinations  repeated  on  July  21st  were  reported 
as  positive  for  typhoid  “O”  1-160  and  typhoid  “H” 
1-80.  Blood  electrolytes  on  Tuly  21st,  sodium  130, 
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chlorides  96,  j>otassium  3.5,  COo  14  mEq/L,  re- 
spectively. 

The  child  went  steadily  downhill,  developed  con- 
vulsions, and  died  on  the  evening  of  July  21,  1956. 
An  autopsy  was  obtained. 


St(Kd  cultures  were  re})ortcd  as  negative.  Blood 
cultures  were  not  rei)orted  at  the  time  of  death. 

CLINICAL  DlSt'USSSION 
Dr.  Thomas  S.  ('hai.ki.ky*  ; Lirst,  may  I say 


**Jl.y,**£/  ^ 


Fig.  1 — A photomicrograph  of  a mesenteric  lymph  node  showing  marked  reticiilo-endothelial 
hyperplasia.  Many  of  the  large  mononuclear  cells  are  phagocystic. 


Fig.  2 — A section  of  the  colon  showing  necrosis  of  a lymph  follicle  in  the  submucosa. 
* Assistant  Professor  of  Pediatrics,  Medical  College  of  Virginia. 
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not  to  be  too  critical  of  the  doctor  who  saw  this 
child  originally,  and  then  did  not  send  it  into  the 
hospital  until  48  hours  after  onset  of  treatment. 
Obviously  this  child  had  not  been  too  sick  or  we 
could  assume  that  the  grandmother  would  have  called 
the  doctor  sooner.  Many  times  just  plain  old  “in- 
testinal grip"  can  run  a prolonged  course  like  this. 
She  probably  was  put  on  one  of  the  sulfa  drugs  or 
antibiotics  which  did  not  give  any  clinical  response. 
In  fact,  it  helps  us  to  rule  out  just  plain  dysentery 
if  we  can  know  that  this  was  the  procedure  followed. 

The  history  of  worms  is  non-contributor}-  unless 
we  can  assume  that  they  were  ascaris  and  had 
crawled  up  into  the  pancreatic  duct  and  caused  a 
rare  case  of  acute  pancreatitis. 

The  active  tuberculosis  contact  could  be  very 
important  but  for  the  fact  that  a child  dying  with 
the  illness  certainly  by  this  time  would  have  it  evi- 
dent in  the  x-rays  of  her  lungs. 

d'he  lack  of  sanitar}-  facilities  coupled  with  a ten 
day  illness  of  diarrhea  and  cough,  not  responding  to 
ordinary  medication,  and  then  having  a relative  high 
fever,  low  pulse,  and  good  skin  turgor  and  abdominal 
distention  upon  physical  examination,  all  stromrly 
suggest  typhoid.  Of  course  the  agglutinations  for 
typhoid  “O”  being  1-320  (anything  over  1-160) 
is  diagnostic  for  active  infection  with  typhoid. 
Typhoid  will  commonly  have  symptoms  of  bronchitis 
earl}-  and  then  end  terminally  with  broncho-pneu- 
monia. 

The  x-ray  diagnosis  of  paralytic  ileus  also  tits 
the  typhoid  picture.  The  lew  hemoglobin  could  be 
due  to  loss  of  blood  or  to  just  a nutritional  deficiency. 

1 am  at  a loss  to  explain  the  hypopotassemia  with- 
out the  corresponding  reduction  of  sodium  unless  the 
child  in  need  of  immediate  fluids  was  given  XaCl 
before  the  electrolytes  were  drawn.  The  potassium 
})robabl}-  was  lower  due  to  the  lack  of  protein  intake 
and  poor  metabolism  of  that  taken.  There  is  a 
mild  state  of  acidosis  present  easily  explained  upon 
tlie  basis  of  the  diarrhea.  The  low  BUN  is  due  to 
a lack  of  protein. 

I think  the  treatment  was  sensible  and  adequate. 

I think  it  was  riglil  to  have  done  the  spinal  tap 
in  spite  of  the  negative  neurological.  A negative 
urine  and  normal  blood  sugar  rule  out  diabetes.  A 
negative  E.K.G.  and  absent  joint  pains  rule  out 
rheumatic  fever. 

'I'he  lack  of  blood  in  the  stool,  negative  stool  cul- 
tures, good  tissue  turgor,  and  lack  of  response  to 
therapy,  all  tend  to  rule  out  common  dysentery. 

Mesenteric  thrombosis  would  have  produced  more 
shock,  probably  less  fever,  and  more  abdominal  pain. 


Intussusception  would  not  have  continued  to  have 
bowel  movements,  and  would  have  died  sooner  and 
would  have  been  in  more  shock. 

\’olvulus  would  have  given  more  shock,  less  bowel 
movements,  and  more  abdominal  pain 
*I  shall  with  reluctance  overlook  the  fact  that  there 
was  no  severe  abdominal  pain,  and  no  mention  of 
a rigid  l^elly  the  day  before  death,  and  say  that  a 
case  of  typhoid  having  a drop  in  fever  followed  by 
a rise  in  pulse  as  appeared  in  this  case  usually  means 
perforation,  although  lung  changes  with  overwhelm- 
ing to.xemia  could  do  the  same. 

The  terminal  convulsions  were  probably  due  to 
cerebral  edema. 

In  summary,  I think  that  this  is  a case  of  typhoid 
fever  with  hypopotassemia,  mild  acidosis,  paralvtic 
ileus,  and  cerebral  edema.  There  is  also  a terminal 
pneumonia  and  probably  perforated  gut. 

Dr.  Thom.as  S.  Ch.alklev’s  Di.ac;nosis 

Typhoid  fever  with  probable  perforation  of  the 
intestine.  Cerebral  edema.  Terminal  bronchopneu- 
monia. 

P.ATnoLoc;iCAL  Diagnosis 

Typhoid  fever.  Congestion  and  edema  of  lungs. 
Congestive  splenomegaly.  Fatty  changes  of  heart. 
Fatty  changes  of  liver.  Cloudy  swelling  of  kidneys. 
Cerebral  edema.  Hydrothorax  150  cc.  bilateral, 
ascites  150  cc.  Hydrops  of  gallbladder,  secondary 
to  cystic  duct  stenosis. 

DISCUSSION  OF  PATHOFOGIC  FINDINGS 

Dr.  Fester  F.  Belter*:  In  many  ways  this  case 
was  es{>eciall}-  selected  for  students  as  they  are 
prone  to  discount  the  infectious  diseases  since  the 
advent  of  antibiotic  therapy.  As  late  as  1953  the 
W orld  Health  Organization  lists  over  6,000  cases  of 
typhoid  and  para-typhoid  fever  reixirted  within  the 
United  States,  2,252  of  these  in  1953  were  typhoid. 
This  case  adequately  demonstrates  that  along  with 
morbidity  we  are  still  seeing  mortalities  from  typhoid 
fever. 

The  case  under  discussion  for  today  represents 
a relatively  straightforward  case  of  typhoid  fever 
and  it  may  be  well  to  add  at  this  time  that  a blood 
culture  drawn  the  day  of  death  grew  cut  F.  typhosis. 
Tlie  gross  and  histological  ch-anges,  though  mild,  are 
considered  typical.  Dr.  Chalkley  had  no  difficulty 
in  making  the  diagnosis  of  typhoid  fever  and  only 
the  clinical  course  in  this  case  offered  an  interesting 
problem  to  the  clinician. 

The  autopsy  performed  four  hours  after  death 

* Assistant  Professor  of  Pathology,  Medical  College  of 
Virginia. 
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revealed  a 39  inch  well  developed,  well  nourished, 
four  year  old  colored  female,  in  a fair  state  of  hydra- 
tion and  without  evidence  of  external  abnormalities. 
There  were  no  palpable  masses  and  peripheral  lymph 
nodes  were  not  enlarged.  The  subcutaneous  fat 
tissue  was  not  remarkable  and  there  was  approxi- 
mately 150  cc.  of  clear  yellow  fluid  in  each  pleural 
cavity  and  the  peritoneal  cavity.  The  heart  weighed 
85  grams  and  was  dilated.  The  lungs  had  a com- 
bined weight  of  370  grams.  They  revealed  con- 
gestion and  edema,  the  latter  being  most  marked  in 
the  right  upper  lobe.  The  spleen  was  enlarged, 
weighting  130  grams.  The  cut  surface  was  deep  red 
and  normal  markings  were  obliterated.  The  liver 
weighed  750  grams,  was  slightly  mottled,  pale  yel- 
low and  brown  without  gross  focal  lesions.  The 
gallbladder  was  gray-white,  thin  walled  and  cc«n- 
tained  approximately  15  cc.  of  clear  viscid  material, 
.^n  old,  either  congenital  or  acquired  stenosis  of  the 
cystic  duct  was  present.  The  kidneys  weighed  75 
grams  each  and  showed  cloudy  swellings.  The 
mesentery  was  enlarged  by  a mass  of  lymph  nodes 
measuring  up  to  2 cm.  in  diameter.  The  lymph 
nodes  were  discrete  and  on  cut  surface  were  reddish 
gray,  soft  and  contained  small  hemorrhagic  foci. 
The  brain  weighed  1250  grams  and  showed  only 
slight  edema  and  congestion.  The  stomach  was  not 
remarkable.  The  small  intestines  contained  a small 


amount  of  bile  stained  viscid  material.  In  the 
terminal  ileum  the  Peyer’s  patches  were  enlarged 
and  light  i>ink  without  gross  areas  of  ulceration. 
The  submucosal  lymph  follicles  of  the  colon  were 
]:)rominent.  Several  small  elevated  round  plaques 
with  su[>erficial  ulcerations  without  evidence  of  hem- 
orrhage were  present  in  the  cecum  and  ascending 
colon.  These  plaques  measured  up  to  8 mm.  in 
diameter. 

Histologically,  the  ileum,  colon,  lymph  nodes, 
spleen,  liver  and  bone  marrow  showed  typical  focal 
lesions  composed  of  massive  proliferation  of  reticulo- 
endothelial cells.  Many  of  the  reticulo-endothelial 
cells  contained  phagocytized  nuclear  debris  and 
broken  down  red  blood  cells  (Fig.  1).  In  some  of 
the  lymph  nodes  necrosis  of  the  proliferated  reticulo- 
endothelial cells  was  present  and  microscopic  foci 
of  necrosis  of  the  intestinal  mucosa  were  noted  in 
some  of  the  Peyer’s  patches  overhung  the  areas  of 
necrosis  within  the  lymphoid  tissue  (Fig.  2).  The 
lungs  revealed  only  edema  and  congestion.  The 
misleading  chest  x-ray  being  the  product  of  a local- 
ized area  of  increased  pulmonary  edema.  This  type 
of  focal  pulmonary  edema  is  seen  from  time  to  time 
and  on  x-ray  will  simulate  focal  areas  of  pneumonia. 
The  cause  of  death  was  attributed  to  “toxicity  lead- 
ing to  metal)olic  and  circulatory  disturbances”.  There 
was  no  evidence  of  perforation. 


Tests  Detect  Other  Diseases 


The  standard  laboratory  tests  for  syphilis  at  times 
help  detect  other  diseases  even  before  their  physical 
symptoms  appear,  according  to  a guest  editorial  in 
the  March  23  Journal  of  the  American  Medical 
Association. 

Dr.  Charles  R.  Rein  and  Louise  C.  Kelcec,  M.T., 
of  the  New  York  University  Post-Graduate  ^ledical 
School  and  University  Hospital  said  that  persons 
who  react  positively  to  the  standard  syphilis  tests — 
although  they  do  not  have  syphilis — frequently  al- 
ready have  or  later  develop  one  of  the  degenerative 
diseases.  This  false-positive  reaction  occurs  es- 
pecially with  rheumatoid  arthritis  and  lupus  erythe- 
matosus, a very  serious  skin  disease.  These  patients 
may  have  positive  test  reactions  one  or  more  years 
before  recognizable  symptoms  appear. 

Because  of  the  recent  development  of  highly  spe- 


cific tests  for  syphilis,  many  laboratories  are  con- 
sidering discarding  the  routine  standard  tests.  How- 
ever, this  is  not  advisable,  since  they  are  still  the 
most  effective  screening  device  for  syphilis.  In 
addition,  they  offer — through  the  false-positive  re- 
action— a means  for  early  detection  of  such  diseases 
as  rheumatic  fever,  periarteritis  mxlcsum  (a  heart 
disease),  and  scleroderma  (a  skin  disease). 

I'he  false-positive  reaction  also  eventually  may 
play  a role  in  helping  researchers  find  the  cause  of 
lupus  erythematosus  and  understand  how  it  develops, 
they  said.  False-positive  reactions  occur  in  patients 
who  react  adversely  to  the  prolonged  use  of  hydra- 
lizine  hydrochloride  (Apresoline)  for  the  treatment 
of  hy{)ertension.  Because  this  drug  reaction  causes 
symptoms  similar  to  those  of  lupus  erythematosus, 
it  might  l)e  used  as  a tool  for  studying  the  disease. 


VoL.  84,  May,  1957 


231 


Mmtal  Health . . . . 


1 

I 


The  Use  of  the  Electroencephalogram 
in  Virginia’s  State  Hospitals 

Although  Falret  correctly  identified  them  nearly 
a century  ago  (1860)  and  the  concept  has  been  con- 
siderably yalidated  by  outstanding  neurologists  such 
as  \V.  R.  Gowers.  Hughlings  Jackson,  Kinear  Wil- 
son. Puryes  Stewart,  and  Foster  Kennedy,  most  med- 
ical men  and  some  psychiatrists  haye,  until  recent 
years,  tended  to  overlook  the  imjxrrtance  of  the 
psychic  "equiyalents"  of  epilepsy. 

Lately,  with  increasing  frequency  and  dependa- 
bility, the  electro-encephalogram  has  been  able  to 
demonstrate  objective  evidence  of  a physiological 
disturbance  in  the  brain  of  certain  individuals,  un- 
suspected of  epilepsy,  who  had  been  mistakenly  diag- 
nosed as  suffering  from  ■‘hysterical’’  fugues,  am- 
nesias or  automatisms. 

The  young  German  science  of  electroencephalo- 
graphy was  subjected  to  belated  recognition  because 
of  World  War  I.  Gibbs  classification  of  the  epilep- 
sies appeared  in  the  literature  less  than  15  years 
ago.  At  that  time  the  production  of  modern  EEG 
equipment  was  impeded  because  manufacturers  of 
electronic  equipment  were  making  the  machines  of 
war.  Electroencephalography  has  not  been  generally 
available  to  most  physicians  until  quite  recently 
unless  they  were  working  in  connection  with,  or  in 
the  vicinit}’  of,  a large  medical  center. 

Both  medical  and  legal  forensic  experts,  however, 
in  the  past  10  years  have  become  so  impressed  with 
the  evidentiar}-  value  of  electroencephalography  that 
it  is  now  doubtful  whether  a person  examined  for 
the  Courts,  because  of  a crime  committeed  during 
a temporar}'  mental  disturbance,  can  be  considered 
to  have  had  a complete  psychiatric  examination 
unless  an  electroencephalogram  has  been  obtained. 

For  this  reason,  a modern  laboratory  was  set  up 
at  Southwestern  State  Hospital  (which  has  a large 
Criminal  Insane  Department)  in  Way  of  1950.  This 
was  the  first  such  modern  diagnostic  facility  to  func- 
tion fully  in  the  Virginia  State  Hospital  system, 
though  a machine  had  been  placed  at  the  Lynchburg 
Training  School  somewhat  earlier.  Soon  afterwards 
laboratories  were  established  at  other  Virginia  State 
Hospitals.  At  the  present  time  all  of  the  State  Hos- 
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pitals  in  \'irginia  have  modern  EEG  laboratories. 

Electroencephalography  is  singularly  useful  in  the 
identification  and  study  of  the  “partial”  seizures 
which  often  masquerade  as  psychic  disorders.  For 
this  reason  it  has  been  of  particular  interest  to 
psychiatrists.  But  other  medical  specialists  often 
call  upon  the  services  of  an  EEG  laborator}-  to  help 
in  the  differential  diagnosis  of  unusual  conditions. 
The  neurologist  and  neurosurgeon  sometimes  find 
it  helpful  in  localizing  structural  brain  disease.  The 
pediatrician  (who  is  usually  the  first  to  be  consulted 
in  a new  case  of  epilsepy)  may  want  to  know  the  type 
of  seizure  and  the  prognosis  of  the  condition.  The 
orthopedic  surgeon  and  rehabilitation  experts  are 
benefited  if  they  know  the  extent  of  the  damage  in 
cerebral  palsy.  The  anesthetist  and  radiologist  may 
want  EEG  recordings  because  of  questionable  or 
doubtful  cases  of  damage  to  the  brain  from  anesthetic 
accidents  or  radiation.  The  internist  may  usefully 
employ  the  machine  in  cases  of  syncope,  and  in 
metabolic  disorders,  which  sometimes  involve  cere- 
bral functioning.  Cerebral  vascular  accidents  and 
possible  brain  metastasis  are  often  times  revealed  by 
EEG.  The  otolaryngologist  faced  with  speech  or 
hearing  defects,  the  opthalmologist  who  is  interested 
in  central  visual  defects,  the  obstetrician  who  would 
differentiate  toxic  eclampsia  from  idiopathic  epi- 
lepsy, all  have  occasional  use  for  the  technique. 

In  some  areas  Virginia  State  Hospital  laboratories 
have  furnished  and  are  continuing  to  furnish  ser\'- 
ice  to  the  local  medical  community  when  there  has 
been  a delay  in  the  acquisition  of  EEG  machines 
and  technicians  by  local  general  hospitals  or  clinics. 

But,  although  it  has  actually  been  of  more  prac- 
tical value  to  neurosurgeons,  neurologists  and  pedia- 
tricians, it  is  the  psychiatrists  who  have  taken  the 
lead  in  Virginia  so  far  as  developing  EEG  labora- 
tories is  concerned.  Today  recent  developments  in 
pharmacology  have  directed  scientific  psychiatric 
attention  away  from  philosophical  and  psychological 
explanations  for  illness  and  more  toward  neuro- 
physiolog}-.  The  EEG  holds  promise  of  being  one 
of  the  most  important  diagnostic  tools  in  psychia- 
trists’ hands.  Virginia's  State  Hospitals  are  equipped 
and  ready  for  such  hopeful  developments. 

Meanwhile  the  staff  members  of  our  State  Mental 
Hospitals  are  finding  the  instrument  increasingly 
useful  in  correctly  identifying  the  psychic  equivalents 
of  epilepsy  which  have  been  so  long  neglected. 
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Reporting  Communicable  Diseases 

For  several  centuries  the  medical  profession  was 
divided  on  the  causes  of  epidemic  diseases.  There 
were  the  non-contagionists,  who  believed  that  the 
responsible  agents  were  gaseous  and  were  associated 
with  emanations  from  decomposing  organic  matter, 
effluvia,  and  miasma.  There  was  a smaller  group, 
the  contagionists,  who  believed  that  there  was  a germ 
of  some  kind  associated  with  contagion.  In  the 
latter  part  of  the  nineteenth  century  Koch,  Pasteur 
and  others  showed  a causative  relationship  between 
sj>ecific  micro-organisms  and  certain  infectious  dis- 
eases. Through  the  years  following  these  studies, 
the  part  played  in  the  transmission  of  infectious 
diseases  by  carriers,  unrecognized  and  subclinical 
cases,  common  water  and  food  supplies,  arthropod 
vectors,  and  animal  reservoirs  has  been  brought  to 
light.  There  has  been  continued  advancement  in 
the  treatment  and  prevention  of  communicable  dis- 
eases. 

The  first  step  toward  control  of  communicable 
diseases  is  notification  to  the  local  health  authority 
that  a case  exists  within  his  jurisdiction.  If  there 
is  to  be  comparability  of  data  dealing  with  a par- 
ticular disease,  there  must  be  uniformity  of  report- 
ing within  the  state,  the  nation,  and  the  world.  It 
is  the  legal  and  ethical  obligation  of  every  prac- 
ticing physician  to  make  these  reports. 

Adequate  knowledge  of  communicable  diseases 
requires  a system  of  reporting  that  functions  not  at 
one,  but  at  four  levels.  Basic  data  are  collected  in 
the  locality  where  the  disease  is  present.  Reports 
from  localities  are  as.sembled  next  at  the  State  level. 
These  are  sent  to  the  Public  Health  Service,  the 
organization  within  the  Department  of  Health,  Edu- 
cation, and  Welfare,  which  deals  with  them  at  the 
national  level.  Finally,  the  national  health  au- 
thority reports  certain  prescribed  diseases  to  the 
World  Health  Organization. 

Each  level  has  its  responsibilities  for  control  of 
disease  and  each  needs  the  exchange  of  current  in- 
formation on  prevailing  diseases  and  their  fre- 
quencies. A return  report  by  the  higher  jurisdiction 
is  important.  In  this  way  the  local  authoritv  is  pro- 
vided with  the  knowledge  of  diseases  prevailing  not 


only  within  his  own  area  but  also  outside,  and  with 
an  indication  of  points  from  which  diseases  might 
invade  his  area.  Primary  concern  is  given  to  the 
first  two  stages  of  the  reporting  system,  the  collection 
of  data  at  the  local  level  and  at  the  State  level. 

The  local  health  director  each  week  mails  to  the 
physicians  practicing  within  his  jurisdiction  a card 
on  which  to  record  disease,  name  of  patient,  address, 
color,  sex,  and  age.  The  card  is  stamped  with  a 
date  showing  for  what  week  the  report  is  made  and 
a self-addressed  envelope  is  provided  for  its  return 
to  the  health  department.  On  the  card  are  listed 
the  diseases  to  be  specifically  reported  and  a nota- 
tion calling  for  the  report  of  “any  other  disease 
of  public  health  importance  not  listed  above”.  This 
deals  with  a disease  that  is  not  usually  rejxjrted  but 
which,  by  reason  of  undue  frequency  or  severity, 
should  be  brought  to  the  attention  of  the  health 
director.  Prompt  reports  of  outbreaks  of  disease 
of  public  health  imptirtance  should  be  made  to  the 
director  by  telephone.  Cases  of  food  poisoning 
would  be  in  this  category.  A disease  which  is  cme 
of  the  six  internationally  quarantinable  diseases — 
cholera,  plague,  louse-borne  relapsing  fever,  small- 
pox, louse-borne  typhus,  and  yellow  fever — should 
be  reported  to  the  local  health  authority  by  telephone, 
telegraph,  or  other  rapid  means. 

On  the  return  of  the  cards,  the  reported  diseases 
are  listed  and  tabulated  in  the  local  health  depart- 
ment, notes  are  made  as  to  the  need  for  visiting 
or  for  epidemiologic  investigation,  and  thought  is 
given  as  to  the  possibility  of  the  development  of 
an  epidemic.  The  cards  are  then  forwarded  to  the 
Bureau  of  Communicable  Diseases  of  the  State 
Department  of  Health,  where  the  information  is 
recorded  for  each  county  and  city  by  disease,  name, 
address,  age,  sex,  color,  and  physician  reporting. 
Date  of  onset  of  the  more  important  diseases  is  ob- 
tained by  follow-up.  The  number  of  cases  of  each 
reportable  disease  is  sent  by  wire  to  the  Public  Health 
Service  on  Tuesday  of  each  week  following  com- 
pilation from  the  cards  forwarded  to  the  State  De- 
partment of  Health.  Follow-up  epidemiologic  reports 
are  sent  in  duplicate  in  writing  on  certain  special 
diseases  as  brucellosis,  psittacosis,  tularemia,  etc. 
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On  Wednesday  of  each  week  a return  report  is 
made  by  the  Bureau  of  Communicable  Diseases  to 
the  local  health  departments  and  reporting  phy- 
sicians for  the  week  ended  the  previous  Saturday. 
This  report  lists  the  special  reportable  diseases  by 
totals  in  county  or  city  reporting  and  total  in  State. 
‘'Other  Diseases”,  as  hepatitis,  measles,  pertussis, 
and  streptococcal  infections,  are  listed  only  by  total 
in  the  State. 

The  value  of  any  one  of  these  reports  is  limited 
by  the  completeness  of  each  report  in  both  numbers 
and  content.  The  true  picture  is  seen  only  when 
ever)-  physician  conscientiously  assumes  his  obliga- 
tion and  makes  his  report  of  the  communicable  dis- 
eases that  he  sees  in  his  practice.  If  reports  are 
missing  at  the  local  level  they  wll  be  missing  at  the 
state,  national,  and  world  levels.  The  State  Depart- 
ment of  Health  is  fully  aware  of  the  heavy  load  that 
the  physician  is  bearing  and  of  the  excellent  medical 
care  that  he  is  providing  under  pressure.  There  is 
evidence  that  the  busy  doctor  is  frequently  the  one 


Conventions  in  Two 

Two  of  the  world's  great  medical  confraternities — 
the  physicians  of  the  United  States  and  the  United 
Kingdom — will  be  linked  across  the  .\tlantic  via 
the  new  underseas  cable  on  Wednesday,  June  5. 
Thus,  for  the  first  time  in  history,  two  medical  con- 
ventions on  different  continents  will  be  in  direct, 
two-way  communication. 

.\rranged  by  Smith.  Kline  & French  Laboratories, 
Philadelphia  pharmaceutical  manufacturers,  the 
hook-up  will  join  the  .American  Medical  Association, 
then  in  annual  session  in  New  York,  and  the  Harvey 
Tercentenary  Congress,  convened  in  London  to  com- 
memorate the  300th  anniversary  of  the  death  of 
William  Harvey,  the  English  physiologist  who  first 
described  the  circulation  of  the  blood. 

Fittingly,  doctors  both  in  New  York's  Carnegie 
Hall  and  London’s  venerable  Great  Hall  of  the  Royal 
College  of  Surgeons  will  discuss:  “The  Results  of 
Cardiac  Surgery.” 

Invitations  will  be  sent  members  of  the  medical 
profession  to  attend  the  Carnegie  Hall  portion  of  the 
meeting,  which  gets  underway  at  10:15  a.m.  (EDT). 

In  New  York,  the  participants  will  include  Drs. 
Michael  E.  De  Bakey,  Baylor  University,  chairman 
of  the  -American  panel;  .Alfred  Blalock,  Johns  Hop- 


who  is  most  prompt  and  conscientious  in  his  report- 
ing. When  reporting  is  incomplete  the  primary 
services  that  the  health  department  may  render  are 
lost.  Illness  or  death  that  might  have  been  prevented 
may  result  from  failure  to  report  communicable 
diseases. 
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Dise.ase 

Control 

Jan..- 

J an. 

Mar. 

Mar. 

Mar. 

Mar. 

1957 

1956 

1957 

1956 

Brucellosis 

2 

4 

5 

5 

Diphtheria 

2 

5 

2 

15 

Hepatitis  (Inftc.) 

57 

53 

139 

165 

Measles 

923 

4168 

1651 

6700 

Meningococcal  Infections 

8 

9 

21 

28 

Meningitis  (Other) 

18 

15 

47 

38 

Poliomyelitis 

4 

2 

8 

4 

Rabies  (In  .Animals) 

32 

55 

90 

128 

Rocky  Mountain  Spotted  Fev 

er_  0 

1 

0 

3 

Streptococcal  Infections 

.1205 

889 

2299 

1975 

T ularemia 

2 

2 

15 

4 

Typhoid  Fever 

4 

1 

12 

2 

Way  Communication 

kins  University;  John  H.  Gibbon  Jr.,  Jeft'erson  Med- 
ical College;  Frank  L.  A.  Gerbode,  Stanford  Univer- 
sity, and  George  E.  Burch,  Tulane  University. 

In  London,  Sir  Clement  Price-Thomas  of  West- 
minster Hospital  will  head  an  international  panel 
including  Sir  Russell  Brock,  Guy’s  Hospital,  Lon- 
don; Professor  G.  d'.Allaines,  Paris,  and  Dr.  Mau- 
rice Campbell,  also  of  Guy’s  Hospital. 

Immediately  before  the  opening  of  the  trans- 
-Atlantic  cable  link,  the  New  York  panel  will  sum- 
marize for  the  .A.M. .A.  audience  four  papers  which 
will  have  t)een  presented  by  the  London  panelists. 

With  the  opening  of  the  link,  the  inter-continental 
roundtable  will  discuss,  back  and  forth  across  the 
.Atlantic  for  more  than  an  hour,  the  findings  of  the 
Harvey  participants. 

Coincidental  with  the  trans-.Atlantic  conference, 
a crew  of  the  SKE  Medical  Color  Television  Unit 
will  be  in  Britain  to  provide  closed-circuit  medical 
television  for  doctors  there.  The  five  medical  con- 
ventions to  be  televised — including  portions  of  the 
Harve)-  Tercentenary  Congress — will  mark  the  first 
time  the  SKF  unit,  the  only  one  of  its  kind,  has 
visited  the  United  Kingdom.  The  tour  has  the  ap- 
jjroval  of  the  U.  S.  State  Department. 
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Why  Not  More  Out-Patient  Services? 

The  articles  which  have  appeared  on  this  Pre- 
Paid  Medical  Care  page  have  prompted  several 
physicians  to  write  letters  of  inquiry — usually  about 
Blue  Cross-Blue  Shield  arrangements.  Assuredly 
inquiries  are  invited.  An  understanding  on  the  part 
of  the  profession  about  the  “Why’s  and  \\Terefore’s” 
of  Plan  operations  is  essential  to  the  continued  suc- 
cess, the  further  growth  and  developrment  of  Blue 
Cross-Blue  Shield’s  community-service  endeavor. 
Questions  of  general  interest,  such  as  the  following, 
will  be  discussed  on  this  special  page  of  the  Monthly. 

Question:  “I  agree  with  your  arguments  against 
a ‘deductible’  type  of  Blue  Cross-Blue  Shield  Con- 
tract, but  why  don’t  the  Plans  develop  an  amljula- 
tory-patient  program  that  will  eliminate  the  existing 
financial  incentive  for  unnecessary  hospital  stays, 
those  that  are  primarily  for  x-ray  examinations  or 
other  diagnostic  procedures?  They  would  more  fre- 
quently be  done  on  an  out-patient  basis  if  they  were 
covered.” 

Discussion:  The  Plans  realize,  of  course,  that 
if  all  health-care  services  could  be  made  available 
through  prepayment,  those  services  which  were  medi- 
cally appropriate  would  be  the  ones  used.  Instead 
of  fitting  medical  needs  into  an  artifically  restrictive 
contractual  design,  doctors  and  patients  would  then 
j^ermit  only  medical  considerations  to  govern  medical 
care. 

But  no  program — excepting,  perhaps,  a program 
that  is  underwritten  and  operated  by  a government 
— can  cover  all  items  of  health-care  expense;  the 
prepayment  rates  would  be  far  beyond  the  willing- 
ness, if  not  the  ability,  of  people  to  pay.  Some 
health-care  expenses,  usually  the  minor  expenses, 
necessarily  are  left  to  the  individual  to  pay  for  di- 
rectly. Pbi fortunately,  however,  people  so  dislike 
the  necessity  of  meeting  even  these  minor  expenses 
that  they  omit  them  from  the  family  budget.  And 
then  when  such  expenses  are  inevitable  they  want  to 
by-pass  them  by  misusing  the  funds  they  have  budg- 
eted and  ])repaid  toward  major  health-care  expenses. 

It  is  a worrisome  situation — but  understandable. 
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Similarly,  it  is  worrisome — but  understandable — 
that  there  is  a constantly  increasing  interest  in  gov- 
ernmental control  of  the  nation’s  $10.5  billion  an- 
nual health-care  expenditure  but  little  or  no  inter- 
est in  governmental  control  over  the  way  $14.5  billion 
is  being  sj^ent  for  liquor  and  tobacco. 

Blue  Cross-Blue  Shield  takes  care  of  emergency 
out-patient  services  and  a few  other  amljulatory- 
patient  services,  and  it  attempts  to  take  care  of  just 
about  all  the  expenses  a patient  incurs  when  he’s 
sick  enough  to  be  admitted  to  a general  hospital. 
But  some  doctors,  and  all  too  many  subscribers,  fail 
to  recognize  the  emphasis  which  the  Contracts  place 
on  the  necessity  of  the  expensive  in-patient  care  the 
Plans  expect  to  pay  for.  Quite  often  in-patient 
admissions  are  arranged  for  the  convenience  of  either 
the  patient  or  the  doctor,  or  of  Ixjth.  Such  admis- 
sions sometimes  are  definitely  desirable  from  the 
patient’s  or  his  family’s  point  of  view.  But  unless 
the  patient’s  physical  condition  is  such  that  a general 
hospital  bed  is  the  only  proper  ])lace  for  that  patient 
to  be,  he  is  supposed  to  take  care  of  all  the  e.xpenses 
involved  directly  out  of  his  own  pocket-book. 

Blue  Cross-Blue  Shield  is  hesitant  about  offering 
an  ambulatory  care  program  because  the  same  fac- 
tors which  predispose  misuse  of  in-hospital  facilities 
would  l)e  involved — only  more  so — if  prepaid  serv- 
ices were  available  to  ambulatory  patients.  The 
usual  appearance  of  a public  picnic  ground  indicates 
that  all  too  many  people  either  are  devoid  of  social 
consciousness  or  eschew  social  responsibilities.  As 
a matter  of  fact,  there  are  not  enough  doctors  to 
handle  all  of  the  ambulatory  diagnostic  care  folks 
would  demand  if  they  felt  it  was  “coming  to  them” 
by  virtue  of  their  Blue  Cross-Blue  Shield  member- 
shij). 

Because,  however,  an  ambulatory-care  program 
theoretically  would  result  in'  an  ultimate  saving  of 
medical-care  dollars,  the  Plans  have  been  studying 
the  problems  entailed.  But  they  have  not  yet  de- 
termined how  to  steer  such  a i)rogram  around  a 
dilemmatic  obstacle:  Human  nature  being  what  it 
is,  an  “uncontrolled”  ambulatory  patient  program 
probably  would  be  flagrantly  misused,  but  if  the 
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program  were  to  be  “controlled"  with  “deductibles" 
and  “co-insurance"  mechanisms,  the  extent  of  the 
controls  necessary  would  make  the  program  unat- 
tractive to  the  public  and  very  few  persons  would 
subscribe  to  it.  Also,  if  an  ambulatory  patient  pro- 
•iram  were  to  be  incorporated  into  the  regular  Con- 
tracts. the  concomittant  increase  in  prepayment  rates 
would  cause  many  persons  to  drop  their  memberships 
and  lose  their  coverage  for  in-hospital  services;  if 
the  program  were  optional,  a supplemental  endorse- 
ment to  the  regular  Contracts,  the  number  of  people 
voluntarily  accepting  the  additional  expense  prob- 
ably would  not  be  large  enough  to  bring  about  a 
significant  reduction  in  the  current  rate  of  unneces- 
sar\'  utilization  of  in-patient  services. 

Nonetheless,  the  Plans  are  not  content  to  sit  down 
in  front  of  these  obstacles.  In  their  thinking,  they 
are  running  back  and  forth  like  a bird-dog  con- 
fronted by  a hog-wire  fence,  trying  to  find  a way 


under,  over,  or  around — and  some  day  they  will 
succeed. 

But  that  is  looking  to  the  future.  Now  most  am- 
bulatory care — and  any  care  that  could  be  properly 
provided  while  the  patient  remains  ambulatory — is 
specifically  excluded  from  the  Blue  Cross-Blue 
Shield  Contract.  Despite  the  seeming  paradox,  there 
are  cogent  reasons  why  a subscriber  now  is  eligible 
for  actually  hundreds  of  dollars  worth  of  care  when 
certain  circumstances  prevail  but,  under  other  cir- 
cumstances, is  ineligible  for  less  expensive  care 
(which,  however,  he  should  be  able  to  pay  for  directly 
without  undue  financial  hardship).  Although  rela- 
tively inexpensive  in  any  given  case,  the  aggregate 
expense  of  ambulatory  care  could  not  be  met  by  the 
Plans  unless  their  prepayment  rates  were  so  high 
they  would  be  deemed  prohibitive  by  many  of  the 
folks  here  in  Virginia  (average  total  family  income: 
$3,750). 


Varicose  Leg  Ulcers 


A new  rapid  metliod  for  treating  varicose  vein 
ulcers  by  using  human  placenta  has  been  described 
by  Dr.  Fred  R.  Denkewalter,  department  of  surgery, 
Ohio  State  University  College  of  Medicine,  Colum- 
bus. The  treatment  is  similar  to  one  devised  for 
war  wounds  by  a French  army  doctor. 

He  said  in  the  American  ^ledical  Association’s 
March  -Archives  of  Surgery  that  the  method  does  not 
give  a “permanent  cure"  to  the  problem  of  chronic 
leg  ulcers.  However,  it  does  reduce  the  time  and 
expense  necessarc-  for  relieving  the  condition,  while 
giving  the  patient  complete  freedom  of  movement. 
The  time  necessary  for  healing  of  the  ulcers  is  a 
matter  of  weeks  instead  of  months  as  with  older 
methods. 

The  placenta  is  the  round,  flat  organ  within  the 
womb  which  establishes  communication  between 
motlier  and  child  by  means  of  the  umbilical  cord. 
-As  scon  after  delivery  as  possible,  one  layer  of  the 
placenta  is  washed  with  a salt  solution,  cut  into 
cubes,  and  stored  in  jars.  It  can  be  kept  in  an 
ordinar}-  refrigerator  for  as  long  as  three  weeks.  The 
cubes  are  cut  into  the  required  shape  and  placed  in 


the  ulcer  crater  after  it  has  been  cleaned.  T'ne 
ulcer  is  then  covered  with  gauze  and  an  elastic 
bandage.  The  dressing  must  Ije  changed  at  inter- 
vals. 

Dr.  Denkewalter  used  placenta  to  treat  22  varicose 
ulcers.  Sixteen  of  tliese  ulcers  were  obliterated  dur- 
ing the  first  seven  weeks  of  treatment,  eight  requir- 
ing four  weeks  or  less  for  complete  healing.  In  the 
others,  a second  application  of  placenta  was  neces- 
sary. 

Placental  tissue  “by  its  very  nature  is  concerned 
with  cellular  growth’’  and  it  seems  reasonable  that 
the  placental  cells  stimulate  the  growth  of  new  cells 
in  the  ulcer  crater.  The  placental  cells  contain 
hormones,  enzymes,  vitamins,  immune  bodies,  nu- 
trients, and  various  other  “chemical  building  blocks" 
which  have  a favorable  effect  on  cellular  growth. 
It  is  also  possible  that  the  placental  material  acts 
as  a “lattice"  through  and  around  which  healthy 
tissue  may  grow. 

The  placenta  treatment  for  six  leg  ulcers  from 
other  causes,  including  hardening  of  the  arteries 
and  burns,  was  generally  unsuccessful. 
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Womans  Auxiliary . . . . 


President Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect Mrs.  John  R.  St.  George,  Portsmouth 

Vice-Presidents Mrs.  Maurice  Bray,  Suffolk 

Mrs.  J.  Rollins  McGriff,  McLean 
Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary Mrs.  James  R.  Grinds,  Richmond 

Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer Mrs.  Robert  H.  Detwiler,  Arlington 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 


Tazewell. 

The  Auxiliary  to  the  Tazewell  County  Medical 
Society  met  at  the  River  Jack  in  Tazewell  for  a 
luncheon  meeting  on  March  15th.  After  a brief 
business  meeting,  new  officers  were  elected  as  fol- 
lows: President,  Mrs.  Rufus  Brittain,  Tazewell; 
president-elect,  Mrs.  Joe  Robinson,  Richlands;  sec- 
retary, Mrs.  Dan  Goodykoontz,  Bishop;  and  publi- 
cation chairman,  Mrs.  Howard  H.  Ballard,  Poca- 
hontas. 

Plans  were  discussed  for  Doctor’s  Day  and  the 
expected  visit  of  the  State  Auxiliary  President,  Mrs. 
Lee  S.  Liggan. 

Ethel  P.  Ballard, 
Publication  Chairman 

Warwick-Newport  News. 

This  Auxiliary  met  on  March  27th  at  the  home 
of  Mrs.  William  Goldsmith,  with  Mrs.  Frank  Beaz- 
lie,  president,  presiding.  Reports  of  committee  chair- 
men w’ere  heard  and  particular  interest  was  shown 
in  the  plans  announced  for  the  annual  observance  of 
Doctor’s  Day.  A donation  in  honor  of  the  local  doc- 
tors was  made  to  the  Patrick  Henry  Hospital  for 
the  Chronically  111.  The  .Auxiliary  honored  on  that 
day  Dr.  J.  Hughes  Mabry,  a well-beloved  physician 
who  had  practiced  in  Newport  News  for  fifty-six 
years.  A biographical  article  about  him  appeared  in 
the  local  newspaper,  and  he  and  Mrs.  Mabry  were 
guests  of  honor  at  a picnic  held  at  the  summer  cot- 
tage of  Dr.  and  Mrs.  T.  C.  Lawford. 

Mrs.  Lee  S.  Liggan,  State  President,  and  Mrs.  J. 
R.  St.  George,  President-Elect,  were  guests  at  this 
meeting. 

Wise. 

The  .Auxiliary  to  the  Wise  County  Medical  So- 
ciety held  their  March  meeting  at  the  home  of  Mrs. 
C.  H.  Henderson  with  Mrs.  Walter  Parsel  as  co- 
chairman. 

There  was  a discussion  of  combining  efforts  with 


those  of  the  Graduate  Nurses  Association  in  estab- 
lishing scholarship  funds  and  means  of  developing 
interest  of  the  \\'ise  County  high  school  students  in 
nurse  training. 

The  following  new  officers  were  elected:  Presi- 
dent-elect, Mrs.  N.  H.  Short;  vice-president,  Mrs. 
J.  H.  Dellinger;  corresponding  secretary,  Mrs.  W. 
F.  Schmidt;  and  recording  secretary,  IMrs.  Charles 
Swecker. 

Billie  P.  Dellinger  (Mrs.  J.  H.) 

Publicity  Chairman 

Arlington. 

On  February  19th,  the  Arlington  .\uxiliary  held 
a dessert-card  party  at  the  Barnes  and  Kimel  .-Vudi- 
torium  in  Clarendon.  There  being  an  overflow  at- 
tendance, Mrs.  V.  J.  Dardin  had  seven  tables  at  her 
home  on  Leesburg  Pike.  Mrs.  Roy  Halguist,  who  is 
active  in  many  civic  affairs  in  Arlington,  donated 
a $25.00  Savings  Bond  to  the  affair  and  this  was 
raffled  off.  This  event  was  for  the  benefit  of  the 
Arlington  Community  Hospital  which  is  in  the 
midst  of  an  extensive  building  program. 

On  March  30th,  this  .Auxiliary  celebrated  Doctor’s 
Day  by  holding  a Buffet-Cocktail  Party  in  the 
Colonial  Room  at  Ft.  Myer.  There  was  a large 
attendance  and  was  a most  delightful  affair.  En- 
tertainment, both  instrumental  and  vocal,  was  sup- 
plied by  the  more  talented  of  the  group.  Airs.  Rob- 
ert Mitchell  and  Airs.  Sydney  Lyons  were  in  charge 
of  arrangements. 

The  .Auxiliary  arranged  for  both  the  buffet  lunch- 
eon and  cocktail  party  in  connection  with  the  8th 
.Annual  Northern  Aurginia  Clinical  .Assembly  on 
.April  7th.  Airs.  Kay  Ostergaard  was  in  charge  of 
these  arrangements. 

The  .Arlington,  Fairfax  and  .Alexandria  .Auxd- 
iaries  held  a joint  meeting  on  .April  16th  at  the  .Army 
Navy  Country  Club.  Airs.  Lee  S.  Liggan,  president 
of  the  State  .Auxiliary,  and  Airs.  J.  R.  St.  George, 
president-elect,  were  honor  guests.  The  .Arlington 
group  was  is  charge  of  luncheon  arrangements. 

Edith  B.  Sterrett  (AIrs.  H.  D.) 

Publicity  Chairman 

Richmond. 

The  annual  public  relations  luncheon  of  this  -Aux- 
iliary was  held  on  Alarch  15th.  Presidents  of  the 
various  woman’s  organizations  throughout  the  city 
were  guests.  .A  panel  discussion  on  Health  Cover- 
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age  in  Richmond  was  participated  in  by  Drs.  Charles 
M.  Caravati,  Donald  S.  Daniel,  Edward  M.  Holmes, 
Jr.,  and  Charles  Outland.  Mrs.  William  Barr  and 
Mrs.  James  Grinels  were  chairmen  of  the  meeting. 
iMrs.  Charles  Byrd  and  Mrs.  F.  Elliott  Oglesby  were 
luncheon  chairmen,  and  Mrs.  Gordon  D.  Hall  in 
charge  of  flowers. 

Fairfax. 

The  annual  luncheon  meeting  of  this  Auxiliary 
was  held  on  .\pril  2nd  at  the  Courthouse  Country 
Club.  Each  committee  chairman  and  the  president 
gave  her  annual  report.  IMrs.  Emmanuel  Xewman, 
president,  gave  a report  of  the  Virginia  State  Board 
meeting  which  she  and  Mrs.  Thomas  E.  Haggerty, 
Mrs.  Henry  T.  Kulesher,  and  Mrs.  Gordon  Zim- 
merman recently  attended. 

The  members  voted  to  send  a contribution  to  the 
newly  organized  Student  Loan  Fund  and  to  raise 
the  dues  SI. 00  for  the  State  Treasury.  It  was  also 
reported  that  this  .\uxiliary  will  be  in  charge  of 
registration  at  the  annual  meeting  of  the  State  So- 
ciety in  the  fall. 

The  following  officers  for  the  coming  year  were 
installed:  President,  Mrs.  .A.ndrew  Tessitore;  vice- 


president, Mrs.  Thomas  E.  Haggerty;  recording  sec- 
retary, Mrs.  Ardwin  H.  Barsanti;  corresponding 
secretary,  Mrs.  Edmund  ^Morales;  and  treasurer, 
Mrs.  G.  J.  Inguagiato. 

Helen  IM.  Barsanti 
Chairman,  Publicity  Committee 

Woman’s  Auxiliary  to  the  American  Medical 

Association. 

The  thirty-fourth  .\nnual  Meeting  will  be  in  New 
York  June  3-7,  with  headquarters  at  the  Hotel 
Roosevelt.  Registration  will  open  on  June  2nd  and 
continue  through  the  6th.  On  IMonday  and  Wed- 
nesday afternoons  there  will  be  round  table  discus- 
sions of  interest  and  educational  value  to  all  phy- 
sicians’ wives.  The  general  meeting  will  be  held 
on  Tuesday,  \\'ednesday  and  Thursday.  Social  ac- 
tivities include  a tea  honoring  the  president  and 
president-elect  on  IMonday,  a luncheon  on  Tuesday, 
honor  in  national  past  presidents,  a luncheon  on 
\A'ednesday  in  honor  of  the  National  president  and 
president-elect,  and  on  Thursday  the  annual  dinner 
for  auxiliary  members,  husbands  and  guests. 

IMrs.  Harry  F.  Pohlmann,  Middletown,  New  York, 
is  convention  chairman  for  this  meeting. 


Can  Now  Safely  Bear  Children 


Patients  with  congenital  heart  disease  formerly 
died,  but  advances  in  heart  surger}-  during  the  last 
15  years  have  made  it  possible  for  them  to  live  and 
even  to  bear  children. 

Five  Detroit  doctors  reported  the  successful  de- 
livery of  a normal  child  by  a woman  who  had  under- 
gone a “blue  baby’’  operation  in  childhood.  The 
doctors  said  they  know  of  only  three  other  such  cases. 

The  report  in  the  February  .\rchives  of  Internal 
Medicine,  published  by  the  .American  Aledical  .As- 
sociation, was  made  by  Drs.  Jack  M.  Kaufman, 
Lucien  .A.  Campeau,  Paul  E.  Ruble,  Joseph  Mona- 
han, and  F.  D.  Dodrill. 

The  20-year-old  woman  had  undergone  surgery 
for  tetralogy  of  Fallot,  a condition  in  which  a defect 
in  the  artery  between  the  heart  and  lungs  prevents 
the  blood  from  getting  enough  o.xygen.  The  lack 
of  o.xygen  causes  a blueness  of  the  skin.  She  under- 
went one  operation  at  the  age  of  nine  and  another  at 


14.  She  has  since  been  well  and  has  lived  a normal 
life.  Her  pregnancy  was  normal,  except  for  re- 
peated episodes  of  impending  labor  during  the  last 
seven  weeks.  This  is  a common  experience  for 
pregnant  cardiac  patients,  the  doctors  said.  The 
baby,  who  was  normal  and  vigorous,  was  delivered 
four  weeks  prematurely.  The  mother  made  an 
uneventful  recovery. 

The  doctors  said  that  definite  conclusions  cannot 
be  drawn  from  the  study  of  only  four  cases,  but 
they  suggest  that  the  outcome  of  pregnancy  in  sur- 
gically treated  tetralog}’  of  Fallot  patients  “may  not 
be  as  unfavorable  as  previously  thought  and  that 
normal  pregnancy  and  delivery  may  be  expected.” 
However,  they  warned  that  tlris  optimism  should  not 
jeopardize  the  careful  management  of  these  cases. 
The  patient  should  be  watched  closely  for  excessive 
weight  gain  and  for  signs  of  heart  difficulties  dur- 
ing the  pregnancy,  and  special  precautions  should 
be  taken  during  delivery. 
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THE  VIRGINIA  DEPARTMENT  OF  ^TLFARE  AND  INSTITUTIONS  has  re- 
leased a report  covering  the  ten  year  existence  of  the  State-Local  Hospitalization  Pro- 
gram. Established  by  the  General  Assembly  to  encourage  and  assist  counties  and  cities 
to  provide  hospital  treatment  for  the  medically  indigent,  the  Program  has  cared  for 
over  90,000  patients  in  general  hospitals  at  a cost  of  over  $12,500,000. 

According  to  the  report,  12,499  were  hospitalized  during  the  past  fiscal  year  at  a 
total  cost  of  $1,961,071.  The  State  appropriation  of  $800,000  permitted  reimburse- 
ment on  these  expenditures  to  the  extent  of  $765,000.  The  average  per  capita  expendi- 
ture on  a state-wide  basis  was  5 8 cents.  The  average  per  capita  for  cities  was  90  cents 
as  compared  with  39  cents  for  the  counties. 

Seventy-one  Virginia  hospitals  and  26  out  of  state  hospitals  provided  over  140,000  days 
of  care  at  inclusive  ward  rates  based  on  cost  or  less  than  cost. 

Physicians  and  surgeons  who  are  members  of  the  service  staffs  of  participating  hospitals 
provided  the  necessary  medical  and  surgical  services  for  all  patients  without  charge.  The 
medical  profession’s  large  contribution  to  the  care  of  indigents  can  be  seen,  to  some 
extent,  in  the  following  types  of  treatment  provided  through  the  programs:  surgical, 
4,770  cases;  medical,  5,759  cases;  obstetrical,  1,281  cases. 

YEAR-ROUND  POLIOMYELITIS  VACCINE  CAMPAIGNS  will  be  conducted  by 
organizations  active  nationally  in  this  work.  This  decision  was  reached  at  a recent  Wash- 
ington meeting  attended  by  representatives  of  the  American  Medical  Association,  the 
National  Foundation  for  Infantile  Paralysis,  the  Association  for  State  and  Territorial 
Health  Officers  and  the  U.  S.  Public  Health  Service. 

The  group  agreed  to  maintain  the  goal  of  vaccinations  for  all  persons  up  to  the  age 
of  at  least  40,  at  the  same  time  advising  that  where  supplies  are  limited,  emphasis  should 
be  given  first  to  those  under  20  and  pregnant  women.  The  representatives  agreed  on 
a continuing  campaign  because,  in  addition  to  preventing  paralytic  poliomyelitis,  a 
steady  demand  will  help  avoid  the  supply  problems  of  the  past  few  months.  An  over- 
supply had  accumulated  by  January.  Then,  with  the  AMA’s  and  other  campaigns  be- 
coming effective,  the  national  surplus  was  used  up  and  local  shortages  developed. 

THE  PRINTING  OF  FAMILY  HEAL  TH  RECORD  BOOKLETS  has  been  author- 
ized by  the  AMA  Board  of  Trustees.  It  is  planned  to  have  this  attractive  12  page 
booklet  distributed  through  state  medical  societies.  The  booklet  will  serve  as  a reposi- 
tory for  pertinent  medical  information  on  each  member  of  a family.  Full  distribu- 
tion plans  will  be  announced  shortly. 


CONTRIBUTE  NOW  TO  THE  AMERICAN  MEDICAL 
EDUCATION  FOUNDATION 


ONE  OUT  OF  EVERY  FIVE  VIRGINIANS  is  a Blue  Shield  subscriber,  according 
to  figures  recently  released  by  the  National  Association  of  Blue  Shield  Plans.  The  State 
total  of  Blue  Shield  members  is  606,000. 

Nationally,  enrollment  in  Blue  Shield  Plans  has  grown  from  less  than  two  million  mem- 
bers in  1946,  to  almost  thirty-six  million.  During  the  past  year,  Blue  Shield  Plans, 
gained  over  three  million  subscribers,  a net  increase  of  8.6  per  cent. 

THE  PHYSICIAN’S  SECRETARY  can  save  him  a tremendous  amount  of  time  b)^ 
performing  many  of  the  semi-technical,  and  most  of  the  business  activities,  in  the 
office — if  she  is  well-trained  and  possesses  certain  important  personal  qualities.  This 
was  revealed  recently  in  a nationwide  study  completed  by  Mr.  Harold  MIckelson,  Divi- 
sion of  Business  Education,  Northeast  Missouri  State  Teachers  College.  The  AMA 
cooperated  in  the  survey. 

Mickelson  analyzed  the  activities  performed  in  physicians’  offices,  classifying  them  in. 
three  categories:  (1)  highly  technical  medical  activities  which,  under  normal  condi- 
tions, only  a physician  can  perform;  (2)  semi-technical  medical  activities  which  may 
be  performed  satisfactorily  by  medical  office  personnel  under  the  supervision  of  the- 
physician,  and  (3)  business  office  activities  of  a routine  or  management  nature  which 
are  ideally  performed  by  the  secretary  or  aide. 

His  survey  points  out  that  "physicians  are  not  making  maximum  use  of  their  extensive 
training  when  they  unnecessarily  perform  semi-technical  medical  and  business  activi- 
ties.” To  help  doctors  determine  what  responsibilities  can  be  delegated  properly  to 
office  personnel,  Mickelson  is  currently  preparing  a system  for  assigning  duties  which 
will  be  furnished  to  medical  societies  by  the  AMA  within  the  next  few  months. 

THE  GROWING  INTEREST  IN  HEALTH  LEGISLATION  is  indicated  by  the 
number  of  bills  introduced  during  recent  sessions  of  the  Congress.  These  bills  cover 
just  about  every  phase  of  medicine  and  human  welfare.  The  figures  below  are  certainly 
illuminating: 

250  measures,  1951-1952,  82nd  Congress 
407  measures,  1953-1954,  83rd  Congress 
571  measures,  1955-1956,  84th  Congress 

SECRETARY  FOLSOM  has  presented  to  Congress  the  1957  version  of  the  Adminis- 
tration’s bill  for  grants  to  medical,  dental,  osteopathy  and  public  health  schools  to 
assist  in  building  and  equipping  teaching  facilities.  Last  year.  Congress  authorized  $30' 
million  a year  for  three  years,  with  the  money  restricted  to  medical  research  facilities 
and  equipment. 

The  Administration  now  proposes  to  add  $15  million  to  the  research  fund  for  the  next 
fiscal  year,  making  a total  of  $45  million  to  be  used  to  help  pay  for  teaching  as  well 
as  research  buildings  and  equipment.  The  following  year  the  total  for  the  combined 
fund  would  go  up  to  $50  million,  where  It  would  remain  for  the  next  two  years. 
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Membership  Roster 

April  1,  1957 

This  roster  is  published  as  a service  to  the  membership  and  your  editors  hope  you 
will  find  it  a handy  and  ready  reference. 

Although  the  list  has  been  checked  carefully,  it  is  not  improbable  that  an  omis- 
sion, or  other  errors,  will  be  found.  Addresses  shown  are  those  used  by  the  State  Office 
fcr  mailing  purposes. 


Abramson.  Alfred 
214  N.  Washington  St. 
-Alexandria,  Va. 

Ackart,  Richard  J. 

207  E.  Franklin  St. 

Richmond,  Va. 

Adair,  E.  W. 

407  8th  St.,  W. 

Radford,  Va. 

-Adams,  Avis  B. 

151  Baker  St. 

Emporia,  Va. 

-Adams,  James  B. 

151  Baker  St. 

Emporia,  Va. 

-Adams,  John  D. 

P.  O.  Box  193 
Clifton  Forge,  Va. 

-Adams,  John  McLauchlin 
Memorial  Hospital 
Winchester,  Va. 

-Adams,  John  Quincy 
540  Monroe  Bldg. 

Norfolk,  Va. 

-Adams,  Walter  P. 

712  Botetourt  St. 

Norfolk  7,  Va. 

-Adams,  William  B. 

315  Dundee  Ave. 

Richmond,  Va. 

-Adkerson,  W.  C. 

1100  Church  St. 

Lynchburg,  Va. 

-Agnew,  Lloyd  C. 

4325  Gorman  Drive 
Lynchburg,  Va. 

-Ailsworth,  R.  D.,  Jr. 

Professional  Bldg. 

Kevsville,  Va. 

Akers,  W.  C. 

Box  312 
Stuart,  Va. 

-Albert,  Solomon  N. 

828  S.  Wakefield  St. 

-Arlington  4,  Va. 

-Alexander,  E.  L. 

403  Medical  Arts  Bldg. 
Newport  News,  Va. 

-Alexander,  H.  C.,  Jr. 

Box  387 
Farmville,  Va. 

-Alexander,  John  E. 

.3801  N.  Fairfax  Drive 
-Arlington,  Va. 

-Alexander,  Leon  H. 

Smithfield,  Va. 

-Alfriend,  Robert  W. 

748  Graydon  Ave. 

Norfolk,  Va. 

-Allan,  J.  Hamilton 
University  of  Virginia  Hospital 
Charlottesville,  Va. 


-Allen,  B.  Randolph 
315  Dundee  Ave. 

Richmond,  Va. 

-Allen,  James  C. 

Eastville,  Va. 

-Allen,  J.  R. 

Marshall,  Va. 

-Allison.  R.  C. 

104  Hicksford  Ave. 

Emporia,  Va. 

-Alrich,  E.  Meredith 
University  of  Virginia  Ho.spital 
Charlottesville,  Va. 

-Altizer,  E.  Ray 
109  Hardy  Ave. 

Norfolk,  Va. 

-Ambrose,  E.  P. 

1004  Walker  Drive 
Radford,  Va. 

-Ames,  Edward  T. 

Box  54 

Montross,  Va. 

-Ames,  Sheppard  K. 

Cape  Charles,  Va. 

-Amiss,  F.  Thos. 

Luray,  Va. 

-Amole,  Charles  V. 

623  W.  Boulevard  Drive 
-Alexandria,  Va. 

-Amory,  Guy  C. 

377  Warwick  Road 
Hilton  Village,  Va. 

-Amory,  Otis  T. 

7207  River  Drive 
Warwick,  Va. 

-Anderson,  Charles  W. 

303  Medical  -Arts  Bldg. 

Norfolk  10,  Va. 

-Anderson,  Dewey  L. 

309  Pine  St. 

-Monroe,  La. 

-Anderson,  Daniel  N. 

203  Wainwright  Bldg. 

Norfolk,  Va. 

-Anderson,  James  W. 

303  Medical  Arts  Bldg. 

Norfolk,  Va. 

-Anderson,  J.  Powell 
1309  Ridge  Circle 
Waynesboro,  Va. 

-Anderson.  Paul  V. 

P.  O.  Box  1514 
Richmond,  Va. 

-Anderson,  Robert  H. 

815  Prince  St. 

-Alexandria,  Va. 

-Anderson,  Samuel  A.,  Jr. 

1832  Monument  Ave. 

Richmond  20,  Va. 

-Anderson,  Thomas  H. 
Lawrenceville,  Va. 


-Anderson,  W.  Clayton,  Jr. 

212  W.  Boscawen  St. 
Winchester,  Va. 

-Anderson,  William  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

.Anderson,  Woodland  W.,  Jr. 

30  Maple  Ave. 

Newport  News,  Va. 

.Andes,  George  C. 

Hostetter  Bldg. 
Harrisonburg,  Va. 

.Andrew,  Theodore  C. 

103  Medical  Arts  Bldg. 
Hopewell,  Va. 

-Andrews,  James  C. 

801  E.  High  St. 
Charlottesville,  Va. 

-Andrews,  Katherine  McG. 
Route  1,  “Woodlands” 
Charlottesville,  Va. 

-Andrews.  Mallory  S. 

205  Medical  Arts  Bldg. 
Norfolk,  Va. 

-Andrews,  Mason  C. 

929  Gravdon  Ave. 

Norfolk,  Va. 

-Andrews,  William  C. 

605  Medical  Arts  Bldg. 
Norfolk,  Va. 

-Angell,  Franklin  L. 

1701  Grandin  Road,  S.  W. 
Roanoke  15,  Va. 

-Apperly,  Frank  L. 

Medical  College  of  Virginia 
Richmond,  Va. 

-Apperson,  L.  H. 

3306  Semmes  Ave. 

Richmond  25,  Va. 

-Apperson,  William  E. 

905  Pine  Ridge  Road 
Richmond,  Va. 

-Archer,  Edward  R. 

927  E.  Liberty  St. 

Norfolk  6,  Va. 

-Archer,  H.  L. 

400  Locust  Ave. 
Charlottesville,  Va. 

-Archer,  Vincent  W. 

Box  3425,  University  Station 
Charlottesville,  Va. 

-Archer,  W.  C. 

Waynesboro,  Va. 

-Arey,  Donald  L. 

116  S.  Ridge  St. 

Danville.  Va. 

-Armentrout,  C.  S. 

468  Ott  St. 

Harrisonburg,  Va. 
-Armstrong,  Allan  L. 

Blue  Ridge  Sanatorium 
Charlottesville,  Va. 
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Armstrong,  Howard 
Route  1 
Linville,  Va. 

Arnett,  E.  \V.,  .Ir. 

S75  Main  St. 

Danville,  ^’a. 

Arnette,  C.  E. 

906  Prince  St. 
-Alexandria,  Va. 

■Arnold,  Gayle  G. 

3603  Grove  Ave. 
Richmond,  Va. 

Arnold.  George  B. 

202  A'oung  Bldg. 
Lynchburg,  Va. 

.Arnold.  S.  Raymond 
Box  627,  .Amherst,  A’a. 
Arrington.  George  E.,  .Ir. 
1712  Seddon  Road 
Richmond,  Va. 
.Ashburn.  H.  G. 

1.301  Ohio  St. 

South  Norfolk,  A’a. 
.A.shbv.  Evan  H.,  Jr. 

P.  O.  Box  218 
Remington,  A’a. 

Au-stin.  Harrv  P. 

Box  113 

Pearisburg.  A’a. 

.Austin.  Jean  J. 

R.  F.  D.  4 
-Alexandria,  A’a. 
-Axelson,  Gordon  J. 

43  AA’.  Church  St. 
Martinsville,  A’a. 


Babb,  E.  M. 

Ivor,  A’a. 

Bachman,  J.  S. 

Bristol,  Tenn. 

Bagby.  E.  Lynwood 
Pearisburg,  A’a. 

Bagbv,  J.  R. 

Box  789 
Pulaski,  A’a. 

Bagby,  Richard  .A. 

509  Bay  St. 

Tampa,  Fla. 

Baggs.  AV.  J.,  Jr. 

91  29th  St. 

Newport  News,  A’a. 
Baginsky,  Rolf  G. 

150  S.  Huntington 
Boston  30,  Mass. 
Bagley,  C.  E. 

2.30  N.  Highland  St. 
-Arlington.  A’a. 

Bailev,  -Albert  -A. 

Tabb,  A’a. 

Bailey,  Benjamin  H. 
Nelson  St. 

A’orktown,  A’a. 

Bailey.  Harloe, 

Rural  Retreat,  A’a. 
Bailey.  J.  Paul 
A’ -A  Hospital 
Kecoughtan,  A’a. 
Bailey,  J.  H. 

209  Medical  -Arts  Bldg. 
Roanoke,  A’a. 

Bailey,  L.  P. 

Nathalie,  A’a. 

Bailey.  Robert  L.,  Jr. 
1001  AA’.  Franklin  St. 
Richmond  20,  A’a. 
Bailey.  AV.  O. 

Leesburg,  A’a. 

Bailev.  AA’illiam  O.,  Jr. 
2015  R St..  N.  AV. 
AA’ashington,  D.  C. 


Bailie,  -Allston  G. 

805  Professional  Bldg. 

Richmond,  A’a. 

Bain,  James  B. 

1203  Quaker  Lane, 

Alexandria,  A’a. 

Baird,  Charles  L. 

Southside  Commimity  Hospital 
Farmville,  A’a. 

Baker,  James  P.,  Jr. 

Greenbrier  Clinic 
AA’hite  Sulphur  Springs,  AA’.  A’a. 
Baker,  AA’allace  E. 

215  N.  AA’ashington  St. 

-Alexandria,  A’a. 

Ball,  Dcmald  N. 

421  AA’ainwright  Bldg. 

Norfolk,  A’a. 

Ball,  L.  E. 

Big  Stone  Gap,  A’a. 

Ball,  AA'.  Linwood 
714  N.  Boulevard 
Richmond  21,  A’a. 

Ballard.  Howanl  H. 

Box  8.38 

Pocahontas,  A’a. 

Ballou.  N.  Talley 

1200  Prince  E(iward  St. 
Fredericksburg,  A’a. 

Bane,  Earle  McK. 

Lawrenceville,  A’a. 

Bangel,  AA’illiam  AI. 

.305  Blair  .Ave. 

Newport  News,  A’a. 

Baptist,  H.  L. 

917  21st  St. 

Newport  News.  A’a. 

Barham,  Edward  .A.,  Jr. 

1800  Elm  -Ave. 

Portsmouth,  A’a. 

Barker,  Allen 
603  Medical  -Arts  Bldg. 

Roanoke  11,  A’a. 

Barksdale,  Elisha 
R.  F.  D.  4 
L^Tichburg,  A’a. 

Barksdale,  E.  E. 

1801  K St.,  N.  AV. 

AA’iishington  6,  D.  C. 

Barksdale,  Geo.  E. 

Box 98,  Route  14  (“Cockamouth”) 
Richmond,  A’a. 

Barnard,  John  AA’. 

5116  AA’etheredsville  Road 
Baltimore  7,  Md. 

Barnes,  Lee  .A. 

.321  Hall  St. 

Franklin,  A’a. 

Barnes,  AA’ebster  P. 

1000  AA’.  Grace  St. 

Richmond,  A’a. 

Barnett.  Charles  P. 

1.309  Brent  St. 

Fredericksburg,  A’a. 

Barnett,  T.  Neill 
707  Medical  .Arts  Bldg. 

Richmond  19,  A’a. 

Barney,  AA’illiara  H. 

707  -Allied  -Arts  Bldg. 

Lynchburg,  A’a. 

Barnhart,  Ruth 
301  Aledical  -Arts  Bldg. 

Roanoke,  A’a. 

Baron,  Edgar  -A. 

64  -Algonquin  Road 
Hampton,  A’a. 

Barr,  AA’illiam  C. 

1000  AV.  Franklin  St. 

Richmond,  A’a, 


Barrett,  Joseph  E. 

Eastern  State  Hosp. 
AA’illiamsburg,  A'a. 

Barrow,  F.  P.,  II 
109  AA’est  Road 
Portsmouth,  A’a. 

Barsanti,  Ardwin  H. 

1015  Terrace  Drive 
Falls  Church,  A’a. 

Bartley,  Homer 
216  Boxley  Bldg. 

Roanoke  11,  A’a. 

Barton.  AA’illiam  B. 

Box  6 

Stonega,  A"a. 

Basso,  Rudolph  A’. 

1056  N,  Broad  St. 

Fairborn,  Ohio 
Bastien,  Henry  L. 

3260  AA’ilson  Blvd. 
-Arlington,  A’a. 

Bates.  Harry  Clark,  Jr. 

.3801  N.  Fairfax  Drive 
-Arlington,  A’a. 

Bates,  Robley  D.,  Jr. 

103  Professional  Bldg. 
Richmond  19,  A’a. 

Batte,  AA’.  H. 

P.  O.  Box  3357 
N.  & AV.  Ry.  Co. 

Norfolk,  A’a. 

Baugh,  E.  D.,  Jr. 

Fifth  -Ave. 

Kenbridge,  A’a. 

Baum,  Jerome  N. 

400  Four  Alile  Road 
-Alexandria,  A’a. 

Baylor,  Richard  N. 

7003J^  Three  Chopt  Road 
Richmond,  A’a. 

Baynard,  Melvin  G. 

103  2nd  .Ave. 

Franklin.  A’a. 

Beachley,  Ralph  G. 

1800  N.  Edison  St. 
-Arlington,  A’a. 

Beale,  Jefferson  D.,  Jr. 

192  S.  Main  St. 

Danville,  A’a. 

Bear,  Joseph  AA'.,  Jr. 

P.  O.  Box  566 
Roanoke,  A’a. 

Beath,  Thomas 

1810  Monument  -Ave. 
Richmond,  A’a. 

Beaton,  James  D. 

Medical  .Arts  Bldg. 
Danville,  A’a. 

Beatty,  Harry  B. 

3126  Columbia  Pike 
-Arlington,  A’a. 

Beaven,  Charles  AA’. 

87  29th  St. 

Newport  News,  A’a. 
Beazley,  AA’yatt  S.,  Jr. 

3400  Park  .Ave. 

Richmond,  A’a. 

Beazlie,  Frank  S.,  Jr. 

2814  AA’est  -Ave. 

Newport  News,  A’a. 

Beck.  Regena 
1809  Park  -Ave. 

Richmond,  A’a. 

Becker,  Ernest  L. 

Medical  College  of  A’irginia 
Richmond,  A’a. 

Beckner,  AA’.  F. 

713-14  AA’est  A’irginia  Bldg. 
Huntington,  AA’.  A’a. 
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Beckwith,  Julian  R. 

University  of  Virginia  Hospital 
Charlottesville,  Va. 

Beckwith,  R.  P.,  Jr. 

Route  11,  Box  398-B,  Hey  Road 
Richmond,  Va. 

Bedinger,  Robert  W. 

KXIO  W.  Grace  St. 

Richmond,  Va. 

Bedsaul,  F.  Clyde 
Box  115 
Floyd,  Va. 

Beecroft,  M.  B. 

319  64th  St. 

Newport  News,  V'a. 

Beeken,  S.  J. 

Box  68 

Christiansburg,  Va. 

Beeler,  R.  V.,  Jr. 

1320  Royal  St.,  Apt.  1 
Key  West,  Fla. 

Beinstein,  Joseph 
3801  N.  Fairfax  Drive,  Suite  503 
Arlington,  Va. 

Bell,  B.  I. 

Cary  St. 

Williamsburg,  Va. 

Bell,  Baxter  I.,  Jr. 

Cary  St. 

Williamsburg,  Va. 

Bell,  C.  C.,  Jr. 

3917  Pilots  Lane, 

Richmond,  Va. 

Bell,  H.  O. 

Essex  Co.  Isolation  Hospital 
Belleville,  N.  J. 

Bell,  Houston  L. 

711  S.  Jefferson  St. 

Roanoke,  Va. 

Bell,  Leslie  M. 

137  W.  Boscawen  St. 
Winchester,  Va. 

Bell,  Richard  P.,  Jr. 

119  Oakenwold  Terrace 
Staunton,  Va. 

Bell,  Robert  A. 

1124  N.  Highland  St. 

.\rlington,  Va. 

Bell,  Thomas  G. 

211  W.  Frederick  St. 

Staunton,  Va. 

Belter,  Lester  F. 

6604  Park  Ave. 

Richmond,  Va. 

Bene,  Eugene 
Doctors  Bldg. 

Norton,  Va. 

Benko,  Ernest  J. 

Norton,  Va. 

Bennett,  Bradford  S. 

214  W.  Boscawen  St. 
Winchester,  Va. 

Bennett,  R.  A. 

809  Church  St. 

Lynchburg,  Va. 

Bennett,  S.  O. 

207  Wainwright  Bldg. 

Norfolk  10,  Va. 

Benthall,  Rack  F. 

226  N.  Columbus  St. 

Alexandria,  V'a. 

Berblinger,  K.  W. 

2444  Pickwick  Road 
Baltimore  7,  Md. 

Berger,  Clift  P. 

3515  25th  St.,  N. 

Arlington,  Va. 

Berger,  James  S. 

100  Medical  .\rts  Bldg. 

Norfolk,  Va. 


Berkeley.  G.  R. 

Great  Neck  Pt. 

London  Bridge,  Va. 

Berlin,  E.  S. 

227  Midtown  Bldg. 

Norfolk  5,  Va. 

Berlin.  Irving 
305  Blair  Ave. 

Newport  News,  Va. 

Berlin,  Lewis 
6103  Granby  St. 

Norfolk,  Va. 

Bernhart,  Wesley  C. 

Columbia  Pike  (Box  163) 
Aimandale,  Va. 

Berry,  Bradley  D. 

Grimdy  Hospital 
Grundy,  Va. 

Berry,  \Villiam  J. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Bertholf,  Max  E. 

3604  Williamson  Road 
Roanoke,  Va. 

Bickers,  William 
412  Medical  Arts  Bldg. 
Richmond,  Va. 

Bickford,  James  V. 

Oxford  Medical  Bldg. 

Norfolk  7,  Va. 

Bilisoly,  Frank  N. 

1115  Colonial  Ave. 

Norfolk,  V’a. 

Binder,  Monte  L. 

Medical  Arts  Bldg. 

Newport  News,  Va. 

Birch.  Jolm  B. 

P.  O.  Box  346 
Abingdon,  Va. 

Birdsong,  Gordon  G. 

Box  .306 
Franklin,  Va. 

Birdson,  McLemore 
University  Hospital 
Charlottesville,  Va. 

Bishop,  J.  M. 

511  Medical  Arts  Bldg. 
Roanoke,  Va. 

Bishop,  Wm.  B. 

Lawrenceville,  Va. 

Black,  James  B..  Jr. 

1001  W.  Franklin  St. 

Richmond  20,  Va. 

Blackman,  Raymond  S. 

Blue  Ridge  Sanatorium 
Charlottesville,  Va. 

Blades,  James  F. 

810  W.  Franklin  St.,  Suite  101 
Richmond  20,  Va. 

Blair,  James  C. 

19  Pershing  Ave. 

Radford,  Va. 

Blair,  Wm.  F. 

739  W.  Princess  Anne  Road 
Norfolk,  Va. 

Blalock,  Joseph  R. 

Drawer  670 
Marion,  Va. 

Bland,  Harvev  G. 

91  29th  St.  ‘ 

Newport  News,  Va. 

Bland,  Milton  H. 

1204  Colonial  Ave. 

Norfolk  10,  Va. 

Blankinship,  Rex 

Box  1514,  1307  Westbrook  .\ve. 
Richmond,  Va. 

Blanton,  Frank  M. 

828  W.  Franklin  St. 

Richmond  20,  Va. 


Blanton,  H.  Wallace 
828  W.  Franklin  St. 

Richmond,  Va. 

Blanton,  Wyndham  B. 

828  W.  Franklin  St. 

Richmond,  Va. 

Blanton,  W.  B.,  Jr. 

828  W.  Franklin  St. 

Richmond,  Va, 

Bli.ss,  Reba  Noelle  Gwyneth 
3601  Granby  St, 

Norfolk,  Va. 

Bliss,  Theodore 
3601  Granby  St. 

Norfolk,  Va, 

Bloom,  Nathan 

1006  W.  Franklin  St, 

Richmond,  Va. 

Boatwright,  Charles  L. 

110  S.  Alain  St. 

Blacksburg,  Va. 

Boatwright,  D.  C. 

Box  442 
Marion,  Va. 

Bobbitt,  Oliver  B.,  Jr. 

University  Hospital 
Charlottesville,  Va. 

Bocock,  Edgar  A. 

Doctors  Ho.spital 
1815  I St.,  N.  W. 

Washington.  D.  C. 

Bocock,  James  H. 

1446  Chesapeake  Ave. 

South  Norfolk,  Va. 

Bohrer,  Charles  A. 

617  W.  Main  St. 

West  Plains,  Mo. 

Boland,  Micajah 

(MC)  U.  S.  N.,  “Old  Comfort” 
London  Bridge,  Va. 

Bond,  A.  H. 

Norton,  Va. 

Bond,  W.  R. 

Route  2 

Midlothian,  Va. 

Bondurant,  C.  H. 

P.  O.  Box  76 

Newton  Baker  VA  Centre 
Martinsburg,  W.  Va. 
Bondurant,  Robert  F. 

2702  Wycliffe  Ave. 

Roanoke,  Va. 

Booker,  Armistead  P. 

1021  W.  Main  St. 
Charlottesville,  Va. 

Booker,  C.  L. 

Lottsburg,  Va. 

Booker,  D.  Coleman 
617  W.  Grace  St. 

Richmond  20,  Va. 

Booker,  James  M. 

Lottsburg,  Va. 

Booker,  R.  E. 

Lottsburg,  Va. 

Boone,  Heniw' 

1204  Colonial  Ave. 

Norfolk,  V'^a. 

Booth,  Grin  Watts 
87  29th  St. 

Newport. News,  Va. 

Bosher,  Lewis  H.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Bostic,  Sam  C. 

MC  USN,  Infirmary,  NATTC 
Norman,  Okla. 

Bosworth,  E.  W.,  II 
106  Myers  St. 

Lexington,  Va. 

Botts,  George  W. 
t Norton,  Va. 
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Botts,  William  N. 

Botts  Bldg. 

Big  Stone  Gap,  Va. 

Bourne,  George  S. 

Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Bourne,  H.  R. 

513  Masonic  Temple 
Danville.  Va. 

Bouton,  Stephen  M.,  Jr. 

Lynchburg  General  Hospital 
Lynchburg,  Va. 

Bowden.  Paul  W. 

304  Clovelly  Road 
Richmond,  Va. 

Bower,  Richard  E. 

Richlands,  Va. 

Bowers,  Russell  V. 

3601  Mechanicsville  Pike 
Richmond,  Va. 

Bowles,  R.  B. 

Mathews,  Va. 

Boyce,  Stanley  C. 

.Appomattox,  Va. 

Boyd,  John  O.,  Jr. 

117  McClanahan  St. 

Roanoke  13,  Va. 

Boyle,  M.  L. 

200  Medical  Arts  Bldg. 
Richmond,  Va. 

Bracey,  Altamont  H. 

South  Hill,  Va. 

Bracey,  L.  H. 

South  Hill,  V'a. 

Bradford,  Kenneth 
Box  688 
Staunton,  Va. 

Bradley,  Chester  D. 

2914  West  Ave. 

Newport  News,  Va. 

Bradley,  Robert  W. 

Powhatan,  Va. 

Brann,  Wm.  C. 

South  Boston,  Va. 

Brawner,  Luther  C. 

Professional  Bldg.  (605) 
Richmond  19,  Va. 

Braxton.  H.  H. 

Chase  City,  Va. 

Brav,  Charles  B.,  Jr. 

1240  Third  St.,  S.  W. 
Roanoke  16,  Va. 

Bray,  Maurice  Miller 
Lakeview  Ho.spital 
Suffolk,  Va. 

Bray,  S.  E. 

Masonic  Temple  Bldg. 
Newport  News,  Va. 

Bray,  W.  E. 

Box  1063.  University  Station 
Charlottesville,  Va. 

Bray,  William  E.,  Jr. 

C:  & O.  Hospital 
Huntington,  W.  Va. 

Breit,  Harvey  J. 

607  Court  St. 

Portsmouth,  Va. 

Brennan,  Walter  J.,  Jr. 

706  Duke  St. 

•Vlexandria,  Va. 

Brent,  Meade  S. 

Heathsville,  Va. 

Brick,  Harry 

1817  Monument  Ave. 
Richmond  20,  Va. 
Brickhouse,  A.  T. 

State  Planters  Bank  Bldg. 
Hopewell,  Va. 

Brinkley,  Arthur  S. 

601  ^iedical  Arts  Bldg. 
Richmond,  Va. 


Brittain,  R. 

Tazewell,  Va. 

Broaddus,  C.  A. 

Newtown,  Va. 

Brobst,  Henry  T. 

1603  Franklin  Road,  S.  W. 
Roanoke,  Va. 

Brock,  M.  F. 

413  Medical  Arts  Bldg. 

Norfolk,  Va. 

Brockmever,  M.  H. 

131  5th  St. 

Pulaski,  Va. 

Broders,  A.  C. 

Scott  & White  Clinic 
Temple,  Texas 
Brooks,  George  K.,  Jr. 

1614  Monument  Ave. 

Richmond,  Vbi. 

Brooks,  James  W. 

Medical  College  of  Virginia 
Richmond,  Va. 

Broome,  L.  R. 

Catawba  Sanatorium,  Va. 

Brown,  Alexander  G.,  Ill 
1135  W.  Franklin  St. 

Richmond,  Va. 

Brown,  Charles  P. 

930  Redgate  Ave. 

Norfolk,  Va. 

Brown,  Esther  C. 

Professional  Bldg. 

Salem,  Va. 

Brown,  Hugh  B.,  Jr. 

Draper,  Va. 

Brown,  James  G. 

411  N.  Washington  St. 

Alexandria,  Va. 

Brown,  Lee  B. 

University  Ho.spital 
Charlottesville,  Va. 

Brown,  Ralph 
901  Charlton  Ave. 

Charlottesville,  Va. 

Brown.  Raymond  S. 

Gloucester,  Va. 

Brown.  William  A.,  Jr. 

503  Professional  Bldg. 
Portsmouth,  Va. 

Brown,  W.  E. 

1006  E.  High  St. 

Charlottesville,  Va. 

Brown,  Wm.  R. 

36  Center  Ave.,  N.  W. 

Roanoke,  Va. 

Browne,  R.  W. 

Route  4,  Oakland  Gardens 
Johnson  City,  Tenn. 

Brownley,  Harvey  C. 

Clark  Bldg.,  1100  Church  St. 
Lynchburg,  Va. 

Bruce,  James  C. 

1029  Madison 
Greensboro,  N.  C. 

Bruce,  James  G.,  Jr. 

Gordonsville,  Va. 

Brummer,  Donald  L. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Brush,  Edward  V. 

22  W.  Washington  St. 

Lexington,  Va. 

Bryant,  J.  Marion 

Dept,  of  Med.,  N.  Y.  L'niv.  Post- 
Grad.  Med.  School 
477  First  Avenue. 

New  York  16,  N.  Y. 

Bryce,  Edwin  C.,  II 
5406  New  Kent  Road 
Richmond,  Va. 


Bryce,  William  F. 

4920  New  Kent  Road 
Richmond,  Va. 

Buchanan,  F.  T. 

Woodland  Drive 
Bristol.  Va. 

Buchanan,  John  C. 

Clintwood,  Va. 

Buchanan,  Josephine  J. 

5806  Franklin  Ave. 

Falls  Church,  Va. 

Buck,  Frank  N.,  Jr. 

212  Langhorne  Road 
Lynchburg,  Va. 

Buckingham,  E.  W'. 

Medical  Arts  Bldg. 

Newport  News,  Va. 

Budd,  Samuel  W.,  Jr. 

11  Rio  Vista  Lane 
Richmond,  Va. 

Buffey,  Walter  H. 

3604  Monument  Ave. 

Richmond  21,  Va. 

Buis,  L.  James 
801  Professional  Bldg. 
Richmond,  Va. 

Bullock,  Henry  A.,  Jr. 

2005  Stuart  Ave. 

Richmond,  Va. 

Bunce,  John  D. 

,3003  Gallows  Road 
Falls  Church,  Va. 

Bundy,  Paul  J. 

Mountain  City,  Tenn. 

Bundy,  Walter  E.,  Jr. 

112  N.  Boulevard 
Richmond,  Va. 

Bunting,  Mary  T. 

Medical  Arts  Bldg. 

Portsmouth,  Va. 

Bunts,  Robert  C. 

VA  .\dm.  Hospital, 

Richmond,  Va. 

Burch,  W.  T. 

105  N.  Alfred  St. 

Alexandria,  Va. 

Burgwyn,  Collinson  P.  E. 

N.  C.  Baptist  Hospital 
Winston-Salem,  N.  C. 

Burk,  Lloyd  B.,  Jr. 

3801  N.  Fairfax  Drive,  Suite  302 
.\rlington.  V'a. 

Burke,  A.  A. 

203  Medical  Arts  Bldg. 

Norfolk,  Va. 

Burke,  James  O. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Burke,  Melvin  H. 

535  Pratt  St. 

Norfolk,  Va. 

Burnette,  O.  Kyle 
Culpeper,  Va. 

Burton,  C.  T. 

609  Medical  Arts  Bldg. 
Roanoke,  V^a. 

Burton,  Edwin  W. 

307  E.  Market  St. 
Charlottesville,  Va. 

Busch,  Lloyd  A. 

1100  Caroline  St. 
Fredericksburg,  Va. 

Butler,  Wilbert  E. 

339  Boush  St. 

Norfolk,  Va. 

Butler,  W.  W.  S. 

102  Medical  Arts  Bldg. 

Roanoke,  Va. 

Butterworth,  R.  D. 

307  Profe-ssional  Bldg. 

Richmond  19,  Va. 
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Butzner,  William  W.,  Jr. 

1204  Princess  Anne  St. 
Fredericksburg,  Va. 

Buxton,  Ernest  P.,  Jr. 

5006  Cary  Street  Road 
Richmond  21,  Va. 

Buxton,  Russel  vonLehn 
Mary  Immaculate  Hospital 
Newport  News,  V'a. 

Buxton,  W.  D. 

University  of  Virginia  Ho.spital 
Charlottesville,  Va. 

Byers,  F.  L. 

Professional  Bldg. 

Harrisonburg,  Va. 

Byrd,  Allen  L. 

139  S.  Main  St. 

Medical  Arts  Bldg. 

Danville,  Va. 

Byrd,  Charles  W. 

VA  Hospital 
Richmond  19,  Va. 

Byrd,  G.  Bentley 
327  W.  Bute  St. 

Norfolk,  Va. 

Byrd,  John  A. 

339  Boush  St. 

Norfolk,  Va. 

Byrd,  William  Edward 
327  W.  Bute  St. 

Norfolk  10,  Va. 

Cabaniss,  J.  Lawson 

1206  Colonial-Amer.  Bank  Bldg. 
Roanoke,  Va. 

Cadden,  John  F. 

Front  Royal,  Va. 

Cake,  Charles  P. 

4200  N.  24th  St. 

Arlington,  Va. 

Caldwell,  George  M. 

509  W.  Main  St. 

Christiansburg,  Va. 

Calisch,  L.  H. 

745  Main  St. 

Danville,  Va. 

Call,  John  D. 

1805  Monument  Ave. 

Richmond  20,  Va. 

Call,  Manfred,  III 
R.  F.  D.  8,  Jahnke  Road 
Richmond,  Va. 

Callahan,  Neil 
315  Medical  Arts  Bldg. 

Norfolk  7,  Va. 

Calvert,  G.  Edward 
1025  Church  St. 

Ljuchburg,  Va. 

Camp,  Paul  D. 

Professional  Bldg. 

Richmond,  Va. 

Campbell,  Clarence 
Sparta,  Va. 

Campbell,  Glenn  C. 

Box  357 
Staunton,  Va. 

Campbell,  R.  D. 

Saitville,  Va. 

Campbell.  Robert  M. 

415  Kay  Road 
Portsmouth.  Va. 

Canada,  Col.  C.  C. 

MC,  A.  S.  N.  0-29257,  APO  757 
New  York,  N.  Y. 

Candler,  Paul  K. 

Warrenton,  Va. 

Canter,  Noland  M. 

Harrisonburg,  Va. 

Canter,  Noland  M.,  Jr. 

301  Professional  Bldg. 
Harrisonburg,  Va. 


Cantor,  H. 

1817  Monument  Ave. 

Richmond  20,  V'a. 

Caplan,  Julius 
605  Professional  Bldg. 
Portsmouth,  Va. 

Caravati,  Charles  M. 

807  W.  Franklin  St. 

Richmond,  Va. 

Carey,  Sheldon  D. 

209  E.  Main  St. 

Salem,  Va. 

Carleton,  B.  L. 

326  65th  St. 

Newport  News,  Va. 

Carmichael,  Gordon  G. 

920  S.  Jefferson  St. 

Roanoke,  Va. 

Carmines,  F.  Ashton 
2804  West  Ave. 

Newport  News,  Va. 

Carney,  J.  W. 

315  59th  St. 

Nev\port  News,  Va. 

Caro,  Elizabeth  R. 

St.  Elizabeth’s  Hospital 
Washington,  D.  C. 

Caipenter,  Earnest  Betts 
401  Medical  Arts  Bldg. 
Richmond  21,  Va. 

Carpenter,  G.  R. 

-MC,  051147,  HQ  First  Army 
Governors  Island 
New  York  4,  N.  Y. 

Carpenter,  J.  H. 

211  N.  Patrick  St. 

Alexandria,  Va. 

Carr,  E.  S. 

Narrows,  Va. 

Carr,  George  H.,  Jr. 

Professional  Bldg. 

Portsmouth,  Va. 

Carroll,  Frank  A. 

1705  Fern  St. 

Alexandria,  Va. 

Carroll,  George  J. 

Louise  Obici  Memorial  Hospital 
Suffolk,  Va. 

Carson,  A.  L.,  Jr. 

7103  Lakewood  Drive 
Richmond,  Va. 

Carter,  C.  T. 

Box  129 
Danville,  Va. 

Carter,  Edward  K. 

1705  Washington  Ave. 

Kingsport,  Tenn. 

Carter,  Bayard 
Duke  Llniversity 
Durham,  N.  C. 

Carter,  Garland  H. 

Box  44 

Boydton,  Va. 

Carter,  G.  Norfleet 
Box  44 

Boydton,  Va. 

Carter,  G.  Benjamin 
1805  Monument  Ave. 

Richmond,  Va. 

Carter,  Samuel  H. 

Verona,  Va. 

Carter,  Shirley 
604  N.  Boulevard 
Richmond,  Va. 

Carter.  W.  Smoot 
214  W.  Boscawen  St. 

Winchester,  Va. 

Cary,  S.  Beverly 
303  Medical  Arts  Bldg. 

Roanoke,  Va. 


Casey,  Carlton  J. 

711  Richmond  Road 
Williamsburg,  V'a. 

Casolaro,  Joseph  D. 

4105  Forest  Lane 
Falls  Church,  Va. 

Cate,  L.  Huntley 
Brightwood,  Va. 

Catlett.  John  B. 

1000  W.  Grace  St. 

Richmond,  V'a. 

Catron,  Stuart  H. 

Johnston  Memorial  Clinic 
Abingdon,  V’a. 

Caudill.  E.  L. 

Elizabethton,  Term. 

Caudill,  W.  C. 

Pearisburg,  Va. 

Caulkins,  C.  Whitney,  Jr. 

220  Rosser  Ave. 

Waynesboro,  Va. 

Cavedo,  W.  Fitzgerald 
101  N.  Boulevard 
Richmond,  Va. 

Cavell,  Gordon  F. 

825  E.  45th  St.,  Apt.  A 
Richmond  24,  Va. 

Cawdey,  Edward  P. 

Rugby  Circle 
Charlottesville,  Va. 

Cawood,  Chas.  D. 

Middleborough  Hosp.  and  Clinic 
Middleborough,  Ky. 

Cecil,  Wm.  B.,  Jr. 

Pearisburg,  Va. 

Chaffin',  Comdr.  Alex  N. 

MC,  USN,  Nav.  Med.  Sch. 

Nat.  Nav.  Med.  Cen. 

Bethesda,  Md. 

Chairsell,  J.  F. 

3825  N.  Pershing  Drive 
Arlington  3,  Va. 

Chalkley,  Thomas  S. 

421  W.  Grace  St. 

Richmond,  Va. 

Chapin,  W.  E. 

5021  Riverside  Drive 
Richmond,  Va. 

Chapman,  Douglas  G. 

324  Clovelly  Road 
Richmond  21,  Va. 

Chapman,  William  H. 

707  Gittings  St. 

Suffolk.  Va. 

Chappell,  G.  E. 

Halifax,  Va. 

Chelf,  Hugh  T. 

Box  49.  Culpeper,  Va. 

Cherry,  Kenneth  J. 
k 1805  Alonument  Ave. 

Richmond  20,  Va. 

Chewning,  C.  C. 

103  Tuckahoe  Blvd. 

Richmond,  Va. 

Childrey,  Edgar,  Jr. 

605  Professional  Bldg. 

Richmond,  Va. 

Chiles,  Daniel  D. 

St.  Albans  Sanatorium 
Radford,  Va. 

Chinn.  Joseph  W. 

Tappahannock,  Va. 

Chitwood,  E.  M. 

Wytheville,  Va. 

Chitwood,  E.  M.,  Jr. 

Pulaski  Hospital 
Pulaski,  V'a. 

Chitwood,  James  L. 

73  3rd  St.,^  N.  W. 

Pulaski,  Va. 
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Chitwood,  Sarah  R. 

640  Prospect  Ave. 

Pulaski,  Va. 

Chitwood.  Walter  R. 

Wytheville,  Va. 

Choate,  V.  O. 

Cialax,  Ya. 

Choi,  C.  C. 

703  Belleview  Blvd. 
Alexandria,  Va. 

Christie,  Roy  E. 

N.  & W.  Ry.,  G.  O.  Bldg. 
Roanoke,  Va. 

Christie,  Thomas 

Miners  Memorial  Hospital 
Wise,  Va. 

Chucker,  George  N. 

C.  & O.  Hospital, 

Clifton  Forge,  Va. 

Cimmino,  Christian  V. 

Mary  Washington  Ho.spital 
Fredericksburg,  Va. 
Claiborne,  Herbert  A.,  Jr. 

1954  Lewis  Mountain  Road 
Charlottesville,  Va. 
Clapsaddle,  Gene  E. 

109  Lee  St. 

Vinton,  Va. 

Clare,  John  L. 

164  W.  Main  St. 

Danville,  Va. 

Clark,  Hugh 

35  N.  Braddock  St. 
Winchester.  Va. 

Clark,  John  R. 

21  Starting  Ave. 
Martinsville,  Va. 

Clark,  John  W. 

2209  Cleveland  Ave. 
Martinsville,  Va. 

Clark,  Louise  Leland 
Box  234 
Chester,  Va. 

Clarke,  Oscar  Withers 
Gallipolis  Clinic 
Gallipolis,  Ohio 
Clarke,  T.  H. 

Box  87 

Christiansburg,  Va. 

Clary,  Beverley  B. 

14  Green  way  Lane 
Richmond,  Va. 

Claterbaugh,  Raymond  L. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 

Clay  tor,  Frank  W. 

4i3  Gainsboro  R()ad,[^X.  W. 
Roanoke,  Va. 

ClaytM,  John  B.,  Jr. 

413  Gainsboro  Road 
Roanoke,  Va. 

Clement,  H.  W. 

Coeburn,  Va. 

Clements,  Francis  J. 

623  Lunenburg  Ave. 

South  Hill,  Va. 

Clements,  Kenneth' M. 

238  Warwick  Road^ 
Warwick,  Va. 

Cline,  Robert  F. 

P.  O.  Box  223 
Winchester,  Va. 

Clore,  .Jesse  Newton  Clore,  Jr. 
St.  Lukes  Ho.spital 
Richmond,  Va. 

Coates,  Joseph 
Bolen  Bldg. 

Galax,  Va. 

Coates,  Thomas  F.,  Jr. 

6506  Ridgeway  Road 
Richmond,  Va. 


Cocke,  John  A. 

300  Wainwright  Bldg. 

Norfolk,  Va. 

Cockrell,  I.,oren  E. 

Reedville,  Va. 

Cofer.  Vernon  I^.,  Jr. 

1124  Bolling  Ave. 

Norfolk  8,  Va. 

Coffev,  Everett  L. 

P.  6.  Box  297 
Buchanan,  Va. 

Cole,  Dean  B. 

801  Professional  Bldg. 
Richmond,  Va. 

Cole,  Elizabeth  C. 

309  Wainwright  Bldg. 

Norfolk,  Va. 

Cole,  John  E. 

J'redericksburg,  Va. 

Coleman,  Ashbv 
P.  O.  Box  632 
Altavista,  Va. 

Coleman,  Claude  C..  Jr. 
Imiversity  of  Virginia 
Charlottesville,  Va. 

Coleman,  Custus  I... 

116  E.  Franklin  St. 

Richmond  20,  Va. 

Coleman,  Frank  P. 

810  W.  Franklin  St. 

Richmond,  Va. 

Coleman,  H.  R.,  Jr. 

P.  O.  Box  908 
Lexington,  Va. 

Colley,  James  T. 

Rocky  Mount,  Va. 

Collier,  John  E. 

1716  Park  Ave. 

Richmond  20,  V'a. 

Collins,  Jos.  D. 

Medical  ArtsJ'Bldg. 
Portsmouth,  Va. 

Collins,  W.  F. 

314  Peoples  Fed._Bldg. 
Roanoke,  Va. 

Conduff,  Chas.  E. 

606  State  and  CityJBank  Bldg. 
Roanoke,  Va. 

Conlev,  L.  M. 

94  N.  Greer  St. 

Memphis,  Tenn. 

Cook,  George  H. 

Box  713 

Bradshaw,  W.  Va. 

Cook,  Sarah 
3103  N.  10th  St. 

Arlington  1,  Va. 

Cook,  William  A.,  Jr. 

1113  Church  St. 

Lynchburg,  Va. 

Cooley,  C.  C. 

912  Medical  Arts  Bldg. 
Norfolk,  Va. 

Cooper,  Claude  E. 

Annandale,  Va. 

Cooper,  George,  Jr. 

Box  3413  University  Station 
University  Hospital 
Charlottesville,  Va. 

Cooper,  Kenneth 
1017  Church  St. 

Lynchburg,  Va. 

Cooper,  Robert  R.,  Jr. 

8480  ^lona  Ave. 

Norfolk,  Va. 

Cope,  Jerome  A. 

13  N.  Hudson  St. 

Arlington,  Va. 

Copley,  Ernest  L. 

5701  Grove  Ave. 

Richmond  21,  Va. 


Copley,  W.  Henry 
1616  Hull  St. 

Richmond,  Va. 

Coppola,  A.  R. 

2814  West  Ave. 

Newport  News,  Va. 

Corbell,  Robert  L.,  Jr. 

303  Norman  Road,  Green  Acres 
Portsmouth,  Va. 

Corcoran,  David  B. 

Lakeview  Hospital 
Suffolk,  V'a. 

Coren,  Sidney  \V'. 

7822  Granby  St. 

Norfolk,  V'a. 

Coipening,  Cora  Z. 

Virginia  Beach,  Va. 

Corson,  Harold  F. 

4854  Rock  Spring  Road 
Arlington,  Va. 

Cosby,  W'm.  1^. 

Painter,  V'a. 

Couch,  S.  C. 

Cleveland,  V'a. 

Coughlan,  Stuart  G. 

112  N.  Augusta  St. 

Staunton,  Va. 

Coulter,  J.  C. 

501  \V'.  Main  St. 
Charlottesville,  V'a. 

Counts,  William  R. 

VV'elch,  VV'.  V'a. 

Courtney,  C.  B. 

4814  Huntington  Ave. 

Newport  News,  V'a. 

Cover,  Elizabeth  M. 

Dew  Bldg. 

Covington,  Va. 

Cover,  Jesse  R. 

204  E.  Main  St. 

Fairfax,  V'a. 

Cover,  W'illiam  A. 

Tazewell,  Va. 

Cowling,  Lawrence  S. 

5115  Huntington  Ave. 

Newport  News,  Va. 

Cox,  Harry  D. 

113  Faquier  St. 

Portsmouth,  V'a. 

Cox,  J.  Glenn 
Box  145 
Hillsville,  V'a. 

Cox,  Joseph  E. 

V'A  Hospital 
Out  wood,  Ky. 

Cox,  L.  Philip 
510  George  St. 

Fredericksburg,  V'a. 

Cox,  Robert  H.,  Jr. 

Allied  Arts  Bldg. 

Jjynchburg,  V'a. 

Cox,  R.  M. 

509  Professional  Bldg. 
Portsmouth,  V'a. 

Cox,  V'irgil  J. 

Galax,  V'a. 

Cox,  William  H. 

2020  Monument  Ave. 

Richmond  20,  V'a. 

Craddock,  George  B. 

Courtland  Bldg. 

7th  and  Court  Sts. 

I>\mchburg,  V'a. 

Craddock,  VV'illiam  E. 

R.  F.  D.  2 
Charlottesville,  V'a. 

Crafford,  M.  VV'. 

Lee  Hall,  V'a. 

Craig,  W.  H. 

1.308  Porter  St. 

Richmond,  V'a. 
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Crank,  Gilbert  O. 

925  W.  Sunset  Boulevard 
Los  Angeles  12,  Calif. 

Craun,  Galen  G. 

605-10  The  National  Bank  Bldg. 
Harrisonburg,  Va. 

Crawford,  F.  R. 

Box  208 
Farmville,  Va. 

Crawford,  J.  C. 

2022  Atlantic  Ave. 

Virginia  Beach,  Va. 

Crawford,  John  G. 

Box  563 
Staunton,  Va. 

Crawford,  Robert  C. 

1224  Franklin  Road,  S.  W. 
Roanoke,  Va. 

Crawford,  Wm.  B.,  Jr. 

Woodstock,  Va. 

Credle,  William  S. 

Doctor’s  Bldg.,  Midway  St. 
Bristol,  Tenn. 

Creecy,  A.  A. 

2814  West  Ave. 

Newport  News,  Va. 

Creef,  James  W. 

1301  Ohio  St. 

South  Norfolk  6,  Vhi. 

Creger,  J.  Dean 
St.  Paul,  Va. 

Crigler,  F.  J. 

1702  Bruce  Ave. 

Charlottesville,  Va. 

Crispell,  K.  R. 

University  Hospital 
Charlottesville,  Va. 

Crockett,  Chas.  L.,  Jr. 

920  S.  Jefferson  St. 

Roanoke  16,  Va. 

Cross,  R.  H. 

Concord  Depot,  Va. 

Crow,  H.  D. 

128  Causey  Ave. 

Suffolk,  Va. 

Crowder,  R.  Vincent,  Jr. 

620  Court  St. 

Lynchburg,  Va. 

Crumpler,  L.  O. 

Box  229 
Danville,  Va. 

Cruser,  Fred  S. 

9 N.  College  Road 
Salem,  Va. 

Crutchfield,  Wm.  G. 

University  Hospital 
Charlottesville,  Va. 

Culbertson,  Jos.  D. 

Box  367 
Coeburn,  Va. 

Culbertson,  L.  R. 

1801  K St.,  N.  W. 

Washington  6,  D.  C. 

Cumbia,  Jesse  W. 

801  E.  High  St. 

Charlottesville,  Va. 
Cvmningham,  Dorris  A. 

Clinch  Valley  Clinic  Hospital 
Richlands,  Va. 

Cimningham,  1.  W. 

Richlands,  Va. 

Cunningham,  Robert  S. 

Trevillian  Road 
Bon  Air,  Va. 

Curran,  Frank  J. 

603  Watson  Ave. 
Charlottesville,  Va. 

Curtis,  Ward  Cleveland 
P.  O.  Box  27 
Bucks,  Ala. 


Curwen,  Geoffrey  W. 

Fieldale,  Va. 

Cury,  Dahar,  Jr. 

2615  E.  Walnut  St. 
Huntington  Park,  Calif. 
Custer,  Monford  D.,  Jr. 
141  \V.  Boscawen  St. 
Winchester,  Va. 

Cutler,  J.  C. 

3201  West  Ave. 

Newport  News,  Va. 


Daily,  F.  W’illson 
371  Walnut  Ave.,  S.JW. 
Roanoke  16,  Va. 

Dalton,  Garrett 
Radford,  Va. 

Dalton,  James  B.,  Jr. 

401  Medical  Arts  Bldg. 
Richmond,  Va. 

Damron,  Joseph  M. 

202  N.  Washington  St. 
Winchester,  Va. 

Damron,  W.  D. 

Richlands,  Va. 

Dandridge,  W.  R. 

University  Hospital 
Charlottesville,  Va. 

Daner,  William  E. 

1107  E.  Durwood  Crescent 
Richmond,  Va. 

Daniel,  Donald  S. 
Johnston-Willis  Hospital 
Richmond,  Va. 

Daniel,  Frank  D. 

202  E.  High  St. 
Charlottesville,  Va. 
Daniel,  H.  S. 

Louisa,  Va. 

Daniel,  T.  H. 

930  Locust  Ave. 
Charlottesville,  Va. 
Darden,  Oscar  B.,  Jr. 

104  N.  Bridge  St. 

Bedford,  Va. 

Dashiell,  William  A. 

206  Westham  Parkway 
Richmond,  Va. 

Daughtrey,  W.  F.,  Jr. 

Courtland,  Va. 

Daves,  John  T. 

Florida  State  Hospital 
Chattahoochee,  Fla. 
Davis,  A.  C. 

920  S.  Jefferson  St. 
Roanoke  16,  Va. 

Davis,  Arthur  A. 

New  Medical  Bldg. 

1726  Eye  St.,  N.W. 
Washington,  D.  C. 

Davis,  Charles  E.,  Jr. 

705  Medical  Arts  Bldg. 
Norfolk,  Va. 

Davis,  Charles  F.,  Jr. 

3101  Willow  Road,  N.  W. 
Roanoke,  Va. 

Davis,  Edward  G.,  Jr. 

1020  Ridge  Top  Road 
Richmond,  Va. 

Davis,  E.  D.,  Jr. 

Crozet,  Va. 

Davis,  Fred  F. 

2516  Wycliffe  Ave.,  S.  W. 
Roanoke,  Va. 

Davis,  Hal 
920  S.  Jefferson  St. 
Roanoke,  Va. 

Davis,  W.  Hiram 
9 N.  12th  St. 

Richmond,  Va. 


Davis,  Henry  C. 

510  Coal  and  Coke  Bldg. 
Bluefield,  W.  Va. 

Davis,  Henry  E. 

Box  693 

Williamsburg,  Va. 

Davis,  James  Ij. 

Medical  Bldg. 

Waynesboro,  Va. 

Davis,  John  W.,  Jr. 

701  Euclid  Ave. 

Lynchburg,  Va. 

Davis,  Paul 
Lewis  Gale  Hospital 
Roanoke,  Va. 

Davis,  T.  Dewey 
Professional  Bldg. 

Richmond,  Va. 

Davis,  T.  N.,  Jr. 

725  Church  St. 

Lynchburg,  Va. 

Davis,  Wfilliam  L. 

89  29th  St. 

Newport  News,  Va. 

Dawson,  A.  Ray 
McGuire  VA  Hospital 
Richmond  19,  Va. 

Dawson,  Challis  H. 

Box  122 
Suffolk,  Va. 

Decker,  Henry  C. 

205  Professional  Bldg. 
Richmond,  Va. 

Decker,  Henry  W. 

203  Professional  Bldg. 
Richmond,  Va. 

DeCormis,  J.  L. 

Accomac,  Va. 

DeHart,  R.  M. 

Locust  Grove  Clinic 
Check,  Va. 

DeJarnette,  J.  S. 

354  Sherwood  Ave. 

Staunton,  Va. 

Delaney,  Adrian  J. 

121  N.  Washington  St. 
Alexandria,  Va. 

Delaney,  Martin  D.,  Jr. 

329  N.  W’ashington  St. 
Alexandria,  Va. 

Delaney,  William  Morgan 
.329  l4.  Washington  St. 
Alexandria,  Va. 

Delap,  Lyle  E. 
c/o  Celanese  Corp.,  Box’lOOO 
Narrows,  Va. 

DeLaura,  Frank  A. 

9229  Granby  St. 

Norfolk,  Va. 

De  Laura,  S.  C. 

107  Louisiana  Drive 
Norfolk  5,  Va. 

Dellinger,  James  Lyle 
418  Culpeper  St. 

Warrenton,  Va. 

Dellinger,  John  H. 

Norton,  Va. 

Delmonico,  Peter  A. 

43  Cross  St. 

Belmont  78,  Mass. 

Delp,  W.  Fredric 
Box  813 
Pulaski,  Va. 

Deming,  Pierson  P. 

2465  S.  Downing  St. . 

Denver  10,  Colo. 

Denton,  Patricia’R. 

5218  Wythe  Ave. 

Richmond,  Va. 


VoL.  84,  May,  1957 


245 


Denton,  Theodore  G. 

5218  Wythe  Ave 
Richmond  26.  Va. 
Denoon.  Harry  L.,  Jr. 

Xassawadox,  Va. 
Derrickson.  Charles  R. 
1057  W.  Broad  St. 

Falls  Church,  Va. 
Detwiler,  Robert  H. 

3120  N.  13th  St. 
.\rlington,  Va. 

Devine.  C.  J. 

809  Wainwright  Bldg. 
Norfolk.  Va. 

Devine,  Ch;is.  J.,  Jr. 
Wainwright  Bldg. 
Norfolk.  Va. 

Devine.  J.  W. 

610  Church  St. 
Lynchburg,  Va. 

Devine,  J.  W.,  Jr. 

610  Church  St. 
Lynchburg.  Va. 

Dew,  Thus.  Welch 
1518  Caroline  St. 
Fredericksburg.  Va. 
Dewalt,  C.  W..  Jr. 

209  19th  St. 

Virginia  Beach,  Va. 
Dewey.  Michael  G. 

229  Second  St. 

Buckroe  Beach,  Va. 
Deverle,  Henrv  P. 

.312  S.  Main  St. 
Harrisonburg,  Va. 
Deyerle,  William  M. 

2222  Monument  Ave. 
Richmond  20,  Va. 
Diamant 

1308  N.  Illlinois  St. 
Arlington,  Va. 

Dickerson,  T.  Henry 
1004  Cherokee  Road 
Martinsville.  Va. 
Dickinson.  Clara  K. 

Box  1172 
Radford.  Va. 

Diehl,  Jas.  E. 

405  Duke  St. 

Norfolk,  Va. 

Dillard,  Alalcolm  P. 

Route  4.  Box  196 
Roanoke,  Va. 

Dillard.  Powell  G. 

510  Church  St. 
Lynchburg.  Va. 

Dillard,  Powell  G.,  Jr. 

715  Church  St. 
Lynchburg,  Va. 

DiSario.  A.  R. 

3260  Wilson  Blvd. 
Arlington.  Va. 

Divers,  D.  S. 

73  3rd  St..  N.  W. 
Pulaski,  Va. 

Dix,  W.  K. 

611  Medical  Arts  Bldg. 
Richmond,  Va. 

Dixon.  Cecil  B. 

South  Boston.  Va. 

Dixon,  Ernest  M. 

American  Cvanamid  Co. 
P.  O.  Box  10008 
New  Orleans  21,  La. 
Dodd.  C.  S. 

1711  Monticello  Ave. 
Petersburg,  Va. 

Dodd.  W.  T. 

Chase  City,  Va. 


Dodson,  Austin  1. 

409  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Dodson,  Austin  I.,  Jr. 

409  Medical  Arts  Bldg. 
Richmond.  Va. 

Dolan.  William  D. 

3601  N.  Albemarle  St. 
Arlington,  Va. 

Donelson,  Martin,  Jr. 

1035  Main  St. 

Danville.  Va. 

Dormire,  Herman  F. 

National  Bank  Com.  Bldg. 
Virginia  Beach.  Va. 

Dorsey,  Charles  W. 

809  W.  Stuart  Drive 
Galax.  Va. 

Dorsey.  Helen 
150  Clyde  St. 

Hampton,  Va. 

Doss.  Julian  B. 

634  E.  Main  St. 

Murfreesboro,  Tenn. 

Dougan,  Hubert  T. 

2905  Montument  Ave. 
Richmond.  Va. 

D(3ugherty,  Clyde  H. 

110  N.  Second  .\ve. 

Hopewell.  Va. 

Doughty.  Jas.  C. 

Onancock.  Va. 

Dovell,  Early  B. 

Union ville,  Va. 

Downey,  Fred  C. 

Edinburg,  Va. 

Draper,  S.  C. 

135  4th  Ave. 

Wvtheville,  Va. 

Drash,  E.  C. 

L'niversity  Hospital 
Charlottesville.  Va. 

Dratler.  S. 

300  S.  5th  Ave. 

Portsmouth,  ^'a. 

Drewry,  David  B. 

718  S.  Adams  St. 

Petersburg,  Va. 

Drewry.  P.  H. 

1200  E.  Broad  St. 

Richmond  19,  \'a. 

Driscoll,  Wm.  D.  R. 

South  Boston,  Va. 

Driver.  Samuel  F. 

3604  Williamson  Road,  N.  W. 
Roanoke,  Va. 

Drum.  Elam  A. 

3119  Edgewood  .\ve. 
Richmond.  Va. 

Dudley.  J.  N. 

Lovelace  Clinic 

4800  Gibson  Blvd.,  S.  E. 

.\lbuquerque,  N.  M. 

Dum ville,  David  M. 

5315  Riverside  Drive 
Richmond  25,  Va. 

Dimcan,  Charles  R. 

7th  and  Randolph  Sts. 
Radford,  Va. 

Duncan.  George  A. 

343  Wainwright  Bldg. 

Norfolk  10,  Va. 

Dunman.  L.  E. 

Box  56,  Pearisburg,  Va. 
Dunn,  Robert  G.,  Jr. 

1 150  .Julia  St. 

.\lbany,  Ga. 

Dunne.  James  J. 

2927  Northumberland  Ave. 
Richmond,  V'a. 


Durm,  Thomas  1. 

4709  Old  Suffolk  Blvd. 
Portsmouth,  Va. 
Dutton,  B.  B. 

212  W.  Boscawen  St. 
Winchester,  V'a. 
Dyches,  Garland 
Dillwyn,  Va. 


Early,  Joseph  H.,  Jr. 

Hillsville,  Va. 

Early,  Julian  Q. 

217  Shirley  Drive 
Bristol.  Tenn. 

Earnhardt,  H.  Lee,  Jr. 

1 101  Caroline  St. 
Fredericksburg.  Va. 

E:isley,  Charles  A.,  Jr. 

Masonic  Temple 
Danville,  Va. 

Eason,  Robert  R. 

Box  367 

Buena  Vista,  Va. 

Easterling,  John  G. 

207  E.  Gawson  St. 

Hopewell,  Va. 

Eastham,  John  P. 

601  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Eastlack,  W.  L. 

South  Boston,  Va. 

Eastwood,  Douglas  W. 

Old  Farm  Road,  Bellair  R.  R. 
Charlottesville,  Va. 

Eberly,  Byron  T. 

302  Clintwood  Drive,  Westwood 
Portsmouth,  Va. 

Echols,  A.  C. 

Purcellville,  Va. 

Echols,  Porter  B. 

Allied  Arts  Bldg. 

LxTichburg,  Va. 

Eckles,  Beverley  F. 

5207  Monument  Ave.,  Apt.  2 
Richmond.  Va. 

Eddy,  William  Nelson 
216-26  Jones  Bldg. 

Suffolk.  Va. 

Edmond,  Courtney 
Clifton  Forge.  Va. 

Edmonds,  Albert  M. 

3602  Monument  Ave. 

Richmond  20.  Va. 

Edmonds,  J.  Fred 
Accomac,  Va. 

Edmunds,  Elizabeth  H. 

618  Church  St. 

Lynchburg,  Va. 

Edmunds.  Meade 
,502  Medical  Arts  Bldg. 

Petersburg,  Va. 

Edwards,  Arthur  J. 

407)4  State  St. 

Bristol,  Va. 

Edwards.  Thomas  S. 

1021  W.  Main  St. 
Charlottesville,  Va. 

Eggleston.  E.  C. 

1200  Bainbridge  St. 

Richmond.  Va. 

Eggleston,  John  R. 

134  Watson  St. 

Danville,  Va. 

Ehrenworth,  Adolphe  M. 

7812  Doris  Drive 
Norfolk,  Va. 

Eisenberg,  Stuart  J. 

1001  W.  Franklin  St. 

Richmond,  Va. 
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Eley,  Clayton  W. 

300  Wainwright  Hldg. 
Norfolk,  Va. 

Eller,  Joseph  J. 

Box  407 
Marion,  Va. 

Ellett,  Rufus  P.,  Jr. 

920  S.  Jefferson  St. 

Roanoke,  Va. 

Elliott,  Grant  R. 

912  Forest  Ave. 

Richmond,  Va. 

Elliott,  James  \V. 

Lebanon,  V"a. 

Elliott,  VV.  C. 

Lebanon,  Va. 

Ellis,  John  C. 

Grundv,  Va. 

Ellis,  William  J. 

425  W.  Locust  St. 

Covington,  Va. 

Ellison,  R.  C. 

P.  O.  Box  359,  516  Amelia  St. 
Fredericksburg,  Va. 

Elsasser,  George  F.,  Jr. 

537  Maryland  Ave. 
Portsmouth,  Va. 

Ely,  Thomas  S. 

Jonesville,  Va. 

Emlavv,  Maynard  R. 

102  Locke  Lane 
Richmond,  Va. 

Emmett,  J.  M. 

Clifton  Forge,  Va. 

Ende,  Milton 
121  S.  Market  St. 

Petersburg,  Va. 

Engh,  O.  Anderson 

3214  Old  Dominion  Blvd. 
.\lexandria,  Va. 

Enslin,  Jessie  Marsh 
118  S.  Ridge  St. 

Danville,  Va. 

Eskridge,  Walter  A. 

Parksley,  Va. 

Etheridge.  Herbert  R. 

501  Stockley  Gardens 
Norfolk,  Va. 

Evans,  Cecil  F.,  Jr. 

236  Warwick  Road 
Warwick,  Va. 

Evans,  W.  Hughes 
201  Paxton  Road 
Richmond,  Va. 

Ewart,  George  E. 

6806  Patterson  Ave. 
Richmond,  Va. 

Ewell,  Nathaniel  McG.,  Jr. 

1508  Irish  St. 

South  Boston,  Va. 

Ewing,  Nathaniel  C. 

Box  95 

Jonesville,  Va. 

Exley,  Mark 
513-4  Medical  Arts  Bldg. 
Norfolk  10,  Va. 


Fabric,  C.  C. 

32  W.  Madison  Ave. 
Phoenix,  Ariz. 

Fagan,  Esther  G. 
Wallace  St.  Extension 
Lexington,  Va. 

Fairly,  John  L.,  Jr. 

3827  Caulder  St. 
Richmond,  Va. 

Falk,  Leo  J. 

801  E.  High  St. 
Charlottesville,  V'a. 


Farber,  Herman  W. 

109  S.  Market  St. 

Petersburg,  Va. 

Farley,  Linwood 
Box  216 

Williamsburg,  Va. 

F'armer,  F.  A. 

307  Medical  Arts  Bldg. 

Roanoke,  Va. 

Farnsworth,  David  1. 

Piedmont  Sanatorium 
Burkeville,  Va. 

Farrow,  C.  C.,  Jr. 

7905  Cottage  Toll  Road 
Norfolk,  Va. 

Faudree,  Leslie  A. 

Bassett,  Va. 

Faulconer,  Robert  J. 

DePaul  Hospital 
Norfolk  8,  Va. 

Faulkner,  Donald  T. 

1115  Colonial  Ave. 

Norfolk,  Va. 

Fauteux,  Louis  Z.,  Jr. 

St.  Joseph  Ho.spital 
Paterson,  N.  J. 

Faville,  M.  R. 

907  Medical  Arts  Bldg. 

Roanoke,  Va. 

Feagans,  R.  E. 

Fairfax,  Va. 

Fear,  Douglass  D. 

403  Medical  .\rts  Bldg. 

Roanoke,  Va. 

Fears,  Belle  DeC. 

Accomac,  Va. 

Fears.  L.  O.,  Jr. 

62  S.  Marshall 
Front  Royal,  Va. 

Feddeman,  F.  A. 

22  Washington  St. 

Lexington,  Va. 

Feller,  Alto  E. 

1880  Westview  Road 
Charlottesville,  Va. 

Felton,  Harold  W. 

Deltaville,  Va. 

Ferguson,  Homer  E. 

215  Medical  Arts  Bldg. 
Richmond,  Va. 

Feriozi,  Dan 
2222  N.  Buchanan  St. 

Arlington  7,  Va. 

Fernandez,  F.  L. 

701  Page  St. 

Williamsburg,  Va. 

Ferrell,  H.  Haskins,  Jr. 

Suite  5-C 

312  S.  Washington  St. 
Alexandria,  Va. 

Ferry,  Allen  M. 

.\nderson  Clinic 

S.  25th  and  .\rmy-Navy  Drive 

Arlington,  Va. 

Field,  Burton  E. 

1904  Wakefield  Road 
Richmond  25,  Va. 

Fifer,  Carson  L. 

114  N.  Washington  St. 
Alexandria,  Va. 

Finch,  A.  Tyree 
Box  143 
Farmville,  Va. 

Finch,  F.  L. 

105  Seneca  Road 
Portsmouth,  Va. 

Fink,  H.  William 
Midtown  Shopping  Center  Bldg. 
112  E.  Sewells  Point  Road 
Norfolk  5,  Va. 


Finne,  Chas.  O. 

Thus.  K.  .McKee  Hospital 
Saltville,  Va. 

Finney,  Cecil  G. 

Culpeper,  Va. 

Finnigan,  Charles  A. 
L'^niversity  Hospital 
Charlottesville,  Va. 
Fischer,  Ernst 

Medical  College  of  Virginia 
Richmond  19,  Va. 

Fisher,  Gerald  J. 

3823  N.  Pershing  Drive 
Arlington,  Va. 

Fisher,  Hugh  P.,  Jr. 

V'A  Ho.spital 
Richmond,  Va. 

Fisher,  Marian  W. 

3 W.  Williamsburg  Road 
Sandston,  Va. 

Fisher,  Richard  H. 

Lewis  Gale  Hospital 
Roanoke,  Va. 

Fitch,  Willard  Milton 
104  Professional  Bldg. 
Richmond,  Va. 

Fitchett,  Claiborne  W. 

803  Graydon  .4ve. 

Norfolk  7,  Va. 

Fitchett,  M.  S. 

803  Graydon  .\ve. 

Norfolk,  Va. 

Fitzgerald,  J.  O.,  Jr. 

2422  Stuart  Ave. 

Richmond,  Va. 

Fitzgerald,  Walter  C. 

196  E.  Main  St. 

Danville,  Va. 

Fitz-Hugh,  G.  S. 

104  E.  Alarket  St. 
Charlottesville,  Va. 
Fitzpatrick,  H.  D. 

1024  Calhoun  St. 

Radford,  Va. 

Fitzsimons,  John  S. 

6434  Brandon  Ave. 
Springfield,  Va. 

Flanagan,  E.  L. 

215  Medical  .\rts  Bldg. 
Richmond,  Va. 

Flanagan,  William  L. 

Box  367 

Christiansburg,  Va. 
Flegenheimer,  Wm. 

Guinea,  Va. 

Fleming,  Robert  I. 

Amonate,  Va. 

Fleshman,  D.  L. 

Pence  Springs,  W.  Va. 
Fletcher,  Donald  F.,  Jr. 

Horsey,  V'a. 

Fletcher,  F.  P. 

2319  E.  Broad  St. 
Richmond,  Va. 

Fletcher.  Herman  S. 

2602  E.  Broad  St. 
Richmond,  Va. 

Flora,  Ernest  F. 

Boones  Mill,  Va. 

Floyd,  Elliott  D. 

Driver  Bldg. 

Norfolk  10,  Va. 

Flynn.  R.  H. 

Box  216,  Station  A 
Radford,  Va. 

Foley,  C.  E. 

Box  255 

Front  Royal,  Va. 

Folk,  J.  Frank 
Warrenton,  Va. 


VoL.  84,  May,  1957 


247 


Ford.  Charles  P..  Jr. 

1726  Floyd  Ave. 
Richmond,  Va. 

Ford.  Z.  \^  ..  Jr. 

236  Warwick  Road 
W arwick,  Va. 

Forrest.  David  C. 

1805  Monument  Ave. 
Richmond.  Va. 

Fosque.  George  L. 

Onancock,  Va. 

Foster.  Glen  G. 

406  Washington  St. 

Galax.  Va. 

Foster.  H.  C.,  Jr. 

21  Starling  Ave. 
Martinsville.  Va. 

Foster.  James  S.,  Jr. 

Box  506 
Oceana.  Va. 

Foster.  John 

DePaul  Flospital 
Norfolk.  Va. 

Foster.  M.  D. 

Stanardsville.  Va. 

Foster.  M.  Jr. 
Professional  Bldg. 
Richmond  19,  Va. 

Foster.  Wm.  L. 

2701  Melrose  Ave.,  N.  W. 
Roanoke.  Va. 

Foust.  G.  T. 

Venice.  Florida. 

Foust.  Jim 

406  Metropolitan  Bldg. 
Denver.  Colo. 

Fowlkes,  Richard  W. 

701  Professional  Bldg. 
Richmond,  Va. 

Fox.  Charles  G.,  Jr. 

131  10th  St. 

Pulaski,  Va. 

P ox.  J.  Franc ke 
Box  660 

Bluefield.  W.  \’a. 

Fox.  Lester  I. 

67  Ingalls  Road 
Ft.  Monroe,  Va. 

Fox.  P.  R. 

817  Spring  Garden  Drive 
Bluefield.  W.  Va. 

Francis.  G.  Hamilton 
1024  E.  Liberty  St. 
Norfolk  6.  Va. 

Frank,  Robert  J. 

2906  West  Ave. 

Newport  News,  ^'a. 
Frankel,  Chas.  J. 

University  Hospital 
Charlottesville,  Va. 
Franklin.  John 
521  Wainwright  Bldg. 
Norfolk  10.  Va. 

Fraser,  Hugh  R. 

Smithfield,  Va. 

Frayser,  Lois 

1125  Medical-Dental  Bldg. 
Seattle  1,  Wash. 

Frazer,  William  P. 

Purcell ville.  Va. 

Freda.  Franklin  D. 

3513-A  Kecoughtan  Road 
Hampton,  Va. 

Freed,  Charles  C. 

Box  618 

WajTiesboro,  Va. 

P'reeman,  Clarence  D.,  Jr. 
1100  Hamilton  Ave. 
Portsmouth,  Va. 


Freeman,  John  R. 

218  Monroe  Ave. 

Cape  Charles,  Va. 

Freeman.  K.  S. 

Kenbridge.  Va. 

French.  John  D. 

209  Cleveland  Ave. 
Martinsville,  Va. 

Freund.  Jack 
4603  Hanover  Ave. 
Richmond.  Va. 

Frieden.  H.  M. 

808  Medical  Arts  Bldg. 
Norfolk  10,  Va. 

Friedenberg.  M.  D. 

Lee  Medical  Bldg..'Suite’406 
Richmond  20,  Va. 

Friedman,  Asher  A. 

319  Wainwright  Bldg. 
Norfolk.  Va. 

Friedman.  Louis 
318  Medical  .\rts  Bldg. 
Norfolk.  Va. 

Frischkorn.  Hunter  B.,’_Jr. 

1000  W.  Franklin  St. 
Richmond.  Va. 

Fryer.  Lois  F. 
illl  Arlington  Blvd. 
Arlington,  Va. 

Fuller,  C.  I.,  Jr. 

1011  Spruce  St. 

Norton.  Va. 

PAiller,  W.  Allen 
1523  Wilbom  Ave. 

South  Boston,  Va. 

Fullerton.  James  W. 

Tazewell,  Va. 

Fultz.  George  S.,  Jr. 

212  W.  Franklin  St. 
Richmond  20,  Va. 
Funkhoaser,  J.  B. 

2 Albemarle  Ave. 

Richmond,  Va. 

Gabriel.  Daniel 
Pennington  Gap,  Va. 

Gabriel.  Gerhard 
Memorial  Hospital 
Abingdon,  Va. 

Gaddy.  Clifford  G. 

753  Main  St. 

Danville.  Va. 

Gahagan.  Robert  B. 

521  Wainwright  Bldg. 
Norfolk,  Va. 

Galbraith,  L.  M. 

706  Wainwright  Bldg. 
Norfolk,  Va. 

Gale,  James  C. 

1902  Greenwood  Road,  S. 
Roanoke,  Va. 

Gallagher,  Martin  E. 

746  Graydon  Ave. 

Norfolk,  Va. 

Gallant.  J.  Arthur 
203  W.  Franklin  St. 
Richmond  20,  Va. 

Galston,  Herbert  H. 

928  W.  Franklin  St. 
Richmond,  Va. 

Galvin.  Louise  F. 

214  S.  Boulevard 
Richmond,  Va. 

Gamble,  James  H. 

Lovingston.  Va. 

Gammon,  William  M. 

621  Lawrence  Ave. 

Bristol,  Va. 

Gant,  James  Q. 

1726  M St.,  N.  W. 
Washington  6.  D.  C. 


Garcin,  R.  D. 

2618  E.  Broad  St. 
Richmond,  Va. 

Garcin,  R.  D.,  Jr. 

2124  Fairmont  Ave. 
Richmond,  Va. 

Gardner,  Henry  L.,  Jr. 

P.  O.  Box  205 
Franklin,  Va. 

Gardner,  John  E. 

203  Medical  Arts  Bldg. 
Roanoke  11,  Va. 

Gardner.  Shocklev  DeW. 
RR  5,  Box  130-A 
Richmond  23,  Va. 
Gardner,  S.  P. 

Route  3,  Moccasin  Gap 
Gate  City,  Va. 

Gamer.  David  S. 

Box  2421 
Roanoke,  Va. 

Garnett,  A.  Randolph 
840  Redgate  Ave. 

Norfolk.  Va. 

Garnett,  Richard  W..  Jr. 
University  Hospital 
Charlottesville,  Va. 
Garrett.  Marshall  T. 

320  W.  .Main  St. 
Charlottesville,  Va. 
Garrett.  William  Y. 

915  Western  Branch  Blvd 
Portsmouth,  Va. 

Garriss,  Henry  T. 

2928  North  Ave. 
Richmond,  Va. 

Garst.  Lula  W. 

Catawba  Sanatorium,  Va. 
Gates,  Earle  C. 

14  Percival  (Box  47) 
Chester,  Va. 

Gatewood,  E.  T. 
Professional  Bldg. 
Richmond,  Va. 

Gatewood,  W.  L. 

1635  Monument  Ave. 
Richmond  20,  Va. 
Gathright,  Arthur  B.,  Jr. 
1200  E.  Broad  St. 
Richmond,  Va. 

Gatling,  Robert  R. 

3511  Mud  Lick  Road 
Roanoke,  Va. 

Gav,  W.  T. 

Box  126 
Suffolk,  Va. 

Gayle.  John  F. 

171  .\rmstrong  Drive 
Hampton,  Va. 

Gayle,  R.  Finley,  Jr. 

414  W.  Franklin  St. 
Richmond,  Va. 

Gayle.  Robert  Finley,  III 
414  W.  Franklin  St. 
Richmond.  Va. 

Gaylord,  Charles  F. 

518  W.  Frederick  St. 
Staunton,  Va. 

Gearing.  Frank  W. 

Woodstock,  Va. 

Gearing.  Frank  W..  Jr. 

11-L  Copeley  Hill 
Charlottesville,  Va. 
Gemmill.  Thos.  L. 

Box  447, 

Radford,  Va. 

Gianoulis,  James  T. 

611  W.  Grace  St.,  Apt.  5 
Richmond  19,  Va. 
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Gibbs,  \Vm.  F. 

1102  Colonial  Ave. 

Norfolk  10,  Va. 

Gibson,  Count  D.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Giesen,  Andrew  F. 

Radford,  Va. 

Giesen,  John  J. 

Carson  Bldg. 

Radford,  Va. 

Giesen,  Jolin  W. 

225  First  St.,  West 
Radford,  V^a. 

Gilbert,  James  B. 

310  S.  Washington  St. 
Alexandria,  Va. 

Gililland,  Norman  A. 

706  Duke  St. 

Alexandria,  Va. 

Gill,  E.  G. 

Box  1789 
Roanoke,  Va. 

Gill,  Fleming  W. 

2924  Chamberlayne  Ave. 
Richmond  22,  Va. 

Gill,  James  T. 

2924  Chamberlayne  Ave. 
Richmond,  Va. 

Gill,  John  Russell 
Mathews,  Va. 

Gill,  W.  Wallace 
701  Medical  Arts  Bldg. 
Richmond,  Va. 

Gillespie,  Albert  R. 

Box  1075 
Staunton,  Va. 

Gillespie,  Barnes 
99  Post  St.,  Hilton  Village 
Newport  News,  Va. 
Gillespie,  Robert  F. 

Lebanon,  Va. 

Gillespie,  William  W. 

1405  Whitethorn  St. 
Bluefield,  W.  Va. 

Gillinson,  Roy  S. 

2341  Amlong  Ave. 
Alexandria,  Va. 

Gilman,  J.  Stewart 
2618  Grove  Ave. 

Richmond,  Va. 

Gilmer,  Giles  Q. 

Lebanon,  Va. 

Gilmer,  William  P. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 

Givens,  F.  S. 

3531  Courtland  Ave.,  N.  W. 
Roanoke  12,  Va. 

Gladstone,  Jos.  E. 

Box  6 

Exmore,  Va. 

Glasgow,  Jean  M. 

3025  Dover  Drive,  S._W. 
Roanoke,  Va. 

Glasser,  R.  D. 

718  Medical  Arts  Bldg. 
Norfolk,  Va. 

Glendy,  R.  Earle 
920  S.  Jefferson  St. 
Roanoke,  Va. 

Glick,  John  T.,  Jr. 

Box  177 
Broadway,  Va. 

Glick,  Joseph  L. 

302  Alpine  Road 
Staunton,  Va. 

Glover,  M.  W. 

3260  Wilson  Blvd. 

■Arlington,  Va.  ' 


Glynn,  .M.  C.,  Jr. 

86  Deep  Creek  Blvd. 

Portsmouth,  Va. 

Goldin,  Milton 
1314  Lincoln  St. 

Portsmouth,  Va. 

Goldman,  Harold  L. 

1141  Church  St. 

Northbrook,  111. 

Goldman,  1.  H, 

2816  Monument  Ave. 

Richmond,  Va. 

Goldman,  Milton  S. 

1012  Colley  Ave. 

Norfolk  7,  Va. 

Goldsmith,  William  M. 

2612  Kecoughtan  Road 
Hampton,  Va. 

Gondos,  Zoltan 
3260  Wilson  Blvd. 

Arlington,  Va. 

Gooch,  Garrett  G.,  HI 
Lewis  Gale  Hospital 
Roanoke,  Va. 

Gooch,  James  A. 

706  Duke  St. 

Alexandria,  Va. 

Goode,  H.  W.,  Jr. 

Box  126 
Dinwiddie,  Va. 

Goodman,  Harold 
3805  Monument  Ave. 

Richmond  26,  Va. 

Goodman,  Harold  M. 

923  W.  Franklin  St. 

Richmond,  Va. 

Goodykoontz,  C.  H.,  Jr. 

Bishop,  Va. 

Gordon,  Faith  F. 

3001  Fifth  Ave. 

Richmond,  Va. 

Gorman,  James  R. 

Allied  Arts  Bldg. 

Lynchburg,  Va. 

Gorman,  John  B. 

104  E.  Market  St. 

Charlottesville,  Va. 

Gossels,  Conrad  L. 

2808  S.  Randolph  St.,  Shirlington, 
Arlington,  Va. 

Gould,  Samuel  H. 

2504  Bristol  St. 

Hopewell,  Va. 

Graham,  A.  Stephens 
1805  Monument  Ave. 

Richmond,  Va. 

Graham,  Ota  T.,  Jr. 

609  S.  Davis  Ave. 

Richmond,  Va. 

Graham,  Sam  D. 

124  N.  Lewis  St. 

Staunton,  Va. 

Graham,  W.  Randolph 
201  W.  Franklin  St. 

Richmond,  Va. 

Grant,  Isa  C. 

1816  Park  Drive 
Raleigh,  N.  C. 

Gravatt,  A.  B.,  Jr. 

Kilmarnock,  Va. 

Graves,  A.  W.,  V 
Lacy  Spring,  Va. 

Graves,  K.  D. 

631  1st  St.,  S.  W. 

Roanoke,  Va. 

Gray,  Edwin  H. 

221  Elden  St. 

Herndon,  Va. 

Gray,  Mary  Case 
221  Elden  St. 

Herndon,  Va. 


Graybeal,  .\.  B. 

Professional  Bldg. 

■Marion,  Va. 

Graybeal,  Charlton 
106  Alleghany  St. 
Christiansburg,  Va. 
Graziani,  John  G. 

140-A  Main  St. 

Farmville,  \bi. 

Green,  Janies  L. 

6508  Old  Suffolk  Blvd. 
Portsmouth,  Va. 

Greear,  James  N.,  Jr. 

150  N.  Center  St. 

Reno,  Nev. 

Green,  J.  M. 

Ferrum,  Va. 

Green,  Robert  C.,  Jr. 

La  Cro.sse,  Va. 

Green,  Thomas  W. 

Suite  2-H,  Doctors  Bldg. 
Bristol,  Tenn. 

Green,  William  T. 

Nassawadox,  Va. 
Greenberg,  David  J. 

1805  Monument  Ave. 
Richmond,  Va. 

Greenberg,  H.  L. 

Sylacauga  Hospital 
Sylacauga,  Ala. 

Greene,  Wm.  B. 

133  Harrison  St. 
Petersburg,  Va. 

Greene,  William  E.,  Jr. 

1029  Anderson  St. 

Norfolk  4,  Va. 

Greenspon,  Emanuel 
305  Blair  Ave. 

Newport  News,  Va. 
Greenwald,  M. 

701-3  Washington  St. 
Portsmouth,  Va. 

Greever,  Donald  Leroy 
Chilhowie,  Va. 

Greever,  William  N. 

Chilhowie,  Va. 

Gregory,  Fleta  A. 

90  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Gregory,  Warren  C. 

114  W.  Boscawen  St. 
Winchester,  Va. 

Greiner,  A.  B. 

Rural  Retreat,  Va. 

Grether,  Eugene  R. 

310  S.  Washington  St. 
Alexandria,  Va. 

Grier,  George  S. 

84  30th  St. 

Newport  News,  Va. 

Griffin,  Hugh 

321-3  Dominion  Bank  Bldg. 
Bristol,  Va. 

Griffith,  C.  Y.  ^ 

Machodoc,  Va. 

Grigg,  Wm.  F.,  Jr. 

811  W.  Franklin  St. 
Richmond  20,  Va. 

Griggs,  W.  L.,  Jr. 

Box  156 
Gate  City,  Va. 

Grigsby,  B.  C. 

Arlington  Ave. 

Bristol,  Va. 

Grigsby,  William  C.,  Jr. 
Doctor’s  Bldg. 

Bristol,  Tenn. 

Grinels,  J.  R. 

714  Professional  Bldg. 
Richmond  19,  Va. 
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Grinnan.  R.  Bryan.  Jr. 

SS9  Bcnish  Si 
Xorfolk.  \ a. 

Grinnan,  William  C. 

1100  W.  Franklin  St. 

Richmond  20.  Va. 

Grir.r.ard.  .7.  .T, 

Branch'i'ille.  ^ a.  ^ 

Grizzard.  William  S. 

T24  S,  Adam?  St, 

Petersburg.  Va. 

Grospclosc,  A.  M. 

903  Medical  Arts  Bldg 
Roanoke.  Va. 

Groseclosc,  Eugene  S. 

SOi)  .Mlied  Arts  Bldg. 

Ltmchhurg.  Va. 

Gross,  Jerome  S. 

Route  2,  Box  540,  Avalon  Terrace 
Norfolk,  Va. 

Grossmann.  William 
109  S.  Market  St. 

Petersburg,  Va. 

Grove.,  Pembroke  T. 

114  W.  Boscawen  St. 

Winchester.  Va. 

Grove,  Thomas  L. 

Saluda,  Va. 

Grubbs.  E.  L. 

Front  Royal.  Va. 

Grubbs,  R.  H. 

Christiansburg,  Va. 

Gruver.  Robert  H. 

6504  Williamsburg  Blvd. 
Arlingt.on.  Va. 

Gryte,  Clifford  F. 

Huron  Clinic.  Box  S22 
Huron.  S.  D. 

Guerrant.  John  L. 

University  Hospital 
Charlottesville.  Va. 

Guerry.  DuPont.  Ill 
2015  Monumetit  Ave. 

Richmond  19,  Va. 

Guillaudeu.  Robert  L. 

102  W.  Jefferson  St. 

Falls  Church,  Va. 

Guillette.,  James  Louis 
21  Elm  St. 

Worcester,  Maas. 

Guss.  John  H. 

25  N.  C>entral  Ave. 

Staunton,  Va. 

Haag.  Harvey  B. 

Medical  College  of  Virginia 
Richmond.  Va. 

Haas,  Theron  H. 

212  6th  St. 

Radford.  Va. 

Habel.  J.  M.,  Jr. 

Lakeview  Hospital 
Suffolk.  Va. 

Haddock.  Edward  E. 

1133  W.  Franklin  St. 

Richmond  20.  Va. 

Haden.  Chas.  W. 

Evmgt.on.  Va. 

Haden.  E J. 

Arvonia,  Va. 

Hagan.  Hugh  J. 

315  Ring  George  Ave.,  S.  W. 
Roanoke,  Va. 

Hagan.  Hugh  J..  Jr. 

315  King  George  Ave.,  S.  W. 
Roanoke.  Va. 

Hagan.  Robert  C. 

315  Ring  George  Ave. 

Roanoke.  Va. 

Hagenbuck,  Clark  H. 

1?^6  Avon  Road.  S.  W. 

Roanoke  15,  Va. 
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Haggerty,  Thomas  E. 

411  E.  Broad  St. 

Falls  Church,  Va. 

Hagood,  J.  D. 

Clover.  Va. 

Hagood.  Warren  C. 

Clover,  Va. 

Hagood,  W.  J.,  Jr, 

Clover,  Va, 

Hagy.  J.  H. 

Box  104 
.\bingdon.  Va. 

Haley,  Elliott  C. 

N,  Royal  .\ve. 

Front  Royal.  Va. 

Haley,  L.  C. 

.Axton,  Va. 

Hall.  Glenn  C.,  Jr. 

Randolph  St. 

Radford,  Va. 

Hall.  Gordon  D. 

3S23  Brook  Road 
Richmond  22.  Va. 

Hall.  James  R..  Jr. 

Westbrook  Sanatorium 
Richmond.  Va. 

Hall,  S.  C..  Jr. 

705^^  Main  St. 

Danville,  Va. 

Hallay.  Leo  I. 

Ft.  Blackmore,  Va. 

Halmai.  Zoltan 
939  George  Washington  Hwy. 
Portsmouth.  Va. 

Halter.  Paul  E. 

2316  Valley  Drive 
Alexandria,  Va. 

Ham,  Tibor 
Ghtidon  St. 

Vienna.  Va. 

Hamilton,  John  R. 

Nassawadox.  Va. 

Hamlin,  Fred  E. 

Box  2276 
Roanoke,  Va. 

Hammer.  H.  H. 

Chatham,  Va. 

Hammond.  H.  G. 

Martinsville,  Va. 

Hamner,  Jas.  L. 

Mannboro.  Va. 

Hamner.  John  D.,  Jr. 

Ashland.  Va. 

Hampton,  Florine  R. 

90  Deep  Creek  Blvd. 
Portsmouth.  Va. 

Hancock,  Ira  L. 

Creeds,  Va. 

Hand.  George  P.,  Jr. 

209  W.  Ocean  View  Ave. 
Norfolk  3.  Va. 

Handy.  Frank  E. 

309  Wise  St. 

Appalachia,  Va. 

Handy,  S.  O. 

1019  Church  St. 

Lynchburg.  Va. 

Hankins.  G.  G. 

Box  25 

Newport  News.  Va. 

Hankins.  George  S. 

Medical  Arts  Bldg. 

Newport  News.  Va. 

Hanna.  Michael  I. 

333  Main  St. 

Covingt.on,  Va. 

Hardy.  Thos.  G. 

205  Randolph  St. 

Farmville,  Va. 


Hardy,  W.  G. 

Box  44 
Bedford,  Va. 

Hargrave,  W,  W. 

Charlotte  C.  H.,  Va. 
Hargrove,  Brooks  L.,  Jr, 

5SV2  .\fton  Parkway 
Portsmouth,  Va. 

Hargrove.  Roy  B.,  Jr. 

Peoples  B.ank  Bldg. 

Farmville,  Va. 

Hargroves.  .\.  W.,  Jr. 
c/o  Rings  Daughters  Hospital 
Portsmouth.  Va. 

Harkrader,  Charles  J.,  Jr. 

2F  Doctors  Bldg. 

Bristol.  Tenn. 

Harley,  Mary 

1310  P.ark  PL,  Univ.  Station 
Charloftestnlle,  Va. 

H.arman,  Willi.am  E. 

409  Industrial  Lo.an  Bldg. 
Staunton,  Va. 

Harper,  E.  C. 

VA  Hospital 
Mountain  Home.  Tenn. 
Harper,  Edwin  A. 

301  Rivermont  Ave. 
Ltmchburg,  Va. 

Harper,  F.  G. 

Rings  D.aughters  Hospital 
Staunton.  Va. 

Harrell,  C.  Lydon 
Box  1S35 
Norfolk  10,  Va. 

Harrell.  D.  L.,  Jr. 

3522  Campbell  Ave. 
Lt-nchburg,  Va. 

Harrell,  Gordon  F. 

812  Medical  .Arts  Bldg. 
Norfolk  10,  Va. 

Harrington.  Eileen  S. 

351  W.  10th  St. 

Escondido,  Calif. 

Harrington.  R.  H. 

Bank  of  Marion  Bldg. 

Marion,  Va. 

Harris.  .A.  Epes,  Jr. 

Professional  Bldg. 

Blackstone.  Va. 

Harris,  Campbell 
101  Brj-an  Blvd. 

Fort  Lauderdale.  Fla. 

Harris,  Campbell.  Jr. 

503  Narilea  Road 
Richmond.  A'a. 

Harris.  1.  D. 

817  Davis  Whitney  Bldg. 
Detroit  26,  Mich. 

Harris,  J.  H. 

Norfolk  City  V.  D.  Clinic 
418  Bank  St. 

Norfolk  3,  Va. 

Harris,  John  L.,  Jr. 

316  Carlton  Terrace  Bldg. 
Roanoke,  A'a. 

Harris.  Malcolm  H. 

Box  250 

West  Point,  Va. 

Harris.  Rogers  N. 

Port  Royal,  Va. 

Harris,  William  H.,  Jr. 

KKK)  W.  Grace  St. 

Richmond  20,  Va. 


Harris,  W.  L. 

1112  Matoaka  St. 

Norfolk.  Va. 

Harrison.  .A.  B. 

415  Franklin  St. 

Franklin,  Va. 
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Harrison,  Carrington 
3(JH  W.  Cork  St. 

Winchester,  Va. 

Harrison,  Guy  R. 

Professional  HIdg. 

Richmond,  V’a. 

Harrison,  Harry 
712  Botetourt  St. 

Norfolk,  Va. 

I Harrison.  J.  M. 

( 501  St.  Christophers  Road 

j Richmond,  Va. 

Harrison,  Wm.  V. 

122  W.  Grayson  St. 

Galax,  Va. 

Harshbarger,  .J.  C. 

401  News  Record  Bldg. 
Harrisonburg,  V'a. 

Hart,  Andrew  D. 

Box  1745,  University  Station 
Charlottesville,  Va. 

Hart,  J.  A. 

311  W.  31st  St. 

Baltimore,  Md. 

Hart,  Kirby  T.,  Jr. 

109  S.  Market  St. 

Petersburg,  Va. 

Hartlev,  G.  S. 

Box  ^3, 

Clifton  Forge,  Va. 

Hartwell,  H.  R. 

Radford,  Va. 

Harwood,  Charles  P. 

1647  VV.  Grace  St. 

Richmond,  Va. 

Harwood.  Garland  M. 

1647  W.  Grace  St. 

Richmond,  Va. 

Hatcher,  William  F. 

920  S.  Jefferson  St. 

Roanoke  11,  Va. 

Hatfield,  C.  C. 

Saltville,  Va. 

Hatfield.  Margaret 
Box  271,  Central  State  Ho.spital 
Petersburg,  Va. 

Hatten,  John  Q. 

3015  West  A\e. 

Newport  News,  Va. 

Hauser,  Walter  .A. 

P.  O.  Box  271 
Petersburg,  Va. 

Hawkins.  Richard  F. 

723  Church  St. 

Lj-nchburg,  Va. 

Hawkins,  R.  P.,  Jr. 

Box  405 

Clifton  Forge,  Va. 

Hawthorne,  .Allen  T. 

110  N.  Braddock  St. 

Winchester,  Va. 

Hayden,  G.  Douglas 
331  Oak  Lane 
Richmond.  Va. 

Haynes,  B.  W.,  Jr. 

Medical  College  of  Virginia 
Richmond  19,  Va. 

Haj-nsworth,  J.  E.,  Jr. 

■2()5  Courtland  Bldg. 

LATichburg.  Va. 

Hay  ter,  Harry  M. 

Johnston  Memorial  Hospital 
-Abingdon.  \ a. 

Hazel,  John  T, 

919  N.  Kenmore  St. 

-Arlington,  Va. 

Healy,  Merritt  W. 

708  Medical  .Arts  Bldg. 

Norfolk,  \ a. 


Heath,  Frederick  C. 

Wedgewood  Apt.  311 
1 1 1 Lee  -Ave. 

Takoma  Park  12,  .Md. 

Hebei,  Herbert  D. 

Taft  Bldg.,  Hollywood^and  Vine 
Hollywood  28.  Calif. 

Heda,  Tibor 
8 -Marshall  St. 

Petersburg,  Va. 

Hedges.  H.  S. 

104  E.  Market  St. 

Charlottesville,  Va. 

Hedrick,  Thomas  B. 

P.  O.  Box  148 
Buena  Vista,  Va. 

Hefner,  Charles  -A. 

920  S.  Jefferson  St. 

Roanoke,  Va. 

Helbert,  Hollen  G. 

307  National  Bank  Bldg. 
Harrisonburg,  Va. 

Helenbolt,  Kenneth  S. 

-Medical  -Arts  Bldg. 

Norfolk.  Va. 

Hellebrandt.  Frances  .A. 

R.  F.  D.  3.  Cable  Lane 
-Athens.  Ohio 
Helu,  Nicholas 
406  N.  Royal  -Ave. 

Front  Royal,  Va. 

Helvestine,  Frank 
303  Medical  -Arts’Bldg. 

Roanoke  11,  Va. 

Henderson.  Chas.  H. 

Norton,  Va. 

Henderson,  Edmund  M. 

Nassawadox,  Va. 

Henderson,  Tillou.  Jr. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Henderson,  W.  C. 
Northampton-.Accomac  Memorial 
Ho.spital 

Nassawadox.  Va. 

Hendrix.  Paul  C. 

160  S.  Church  St. 

Wytheville,  Va. 

Hennigar,  Gordon  R..  Jr. 

3805  Seminary  .Ave.  j 
Richmond.  Va. 

Henson,  B.  C. 

Red  a,  Va. 

Herring.  .A.  L..  Jr. 

401  W.  Grace  St. 

Richmond.  Va. 

Herring.  Russell  E.,'|Jr. 

Hilltop  Road 
Crozet.  Va. 

Herrington,  M.  S. 

912  Campostella  Road 
Norfolk  6.  Va. 

Hertzler,  Ch.as.  W. 

Bergton,  Va. 

Hesdorffer,  Meredith  B. 

6 Whittle  Road 
Martinsville.  Va. 

Hickam,  C.  W. 

73  3rd  St..  N.  W. 

Pul.aski,  Va. 

Hickson.  Edward  W. 

Rustburg,  Va. 

Hiden,  .Martin  B. 

P.  O.  Box  467 
Warrenton.  Va. 

Higgins.  Wm.  H. 

3540  Floyd  .Ave. 

Richmond,  Va. 

Higgins.  William  H.,  Jr. 

3540  Floyd  .Ave. 

Richmond  19,  Va. 


Hightower.  Rf)bert  B. 

N.  Washington  St. 
-Alexandria,  Va. 

Hileman,  S.  P. 

Millboro.  Va. 

Hill,  Douglass  O. 

141  W.  Boscawen  St. 
Winchester,  V’a. 

Hill.  J.  Edward 
409  Medical  .Arts  Bldg. 
Richmond  20,  Va. 

Hill,  John  H. 

4a)  W.  14th  St. 

Norfolk  7,  Va. 

Hill,  Kathryn  D. 

Cavalier  Drive  and  Holly  Road 
Virginia  Beach,  Va. 

Hill.  Lucy  Scott 
1001  W.  Franklin  St. 

Richmond.  Va. 

Hill,  N.  N.,  Jr. 

1.301  Colonial  .Ave. 

Norfolk.  V’a. 

Hill,  Paul  S. 

7.38  Ma-son  St. 

Harrisonburg.  Va. 

Hill.  William  R. 

401  W.  Grace  St. 

Richmond  20,  Va. 

Hillman,  R.  L. 

Box  7 

Emory,  Va. 

Hinchman.  F.  Ernest 
2600  Hanover  .Ave. 

Richmond.  Va. 

Hines,  Ben  H. 

Keokee.  Va. 

Hirsch.  K. 

Franklin.  Va. 

Hirsley,  Erwin  L. 

8803  Turnbull  .Ave. 

Richmond.  Va. 

Hite.  Oscar  L. 

209  Professional  Bldg. 
Richmond.  Va. 

Hitrec.  William  S. 

Floyd  County  Clinic 
Flovd.  Va. 

Hix.  N.  F. 

Wise.  Va. 

Hladys.  Jacob  J. 

928  VV.  Franklin  St. 

Richmond.  Va. 

Hoback.  William  W. 

Clinch  Valley  Clinic 
Richlands.  Va. 

Hobbs.  Frank  I. 

506  Church  St. 

LxTichburg.  Va. 

Hobbs.  L.  Floyd 

Hunting  Towers.  West  16 
-Alexandria,  Va. 

Hoch-I.-geti.  Cornelia 
1614  Greenleaf  Lane 
Charlottesville,  V'a. 

Hodges.  -A.  B. 

1115  Colonial  .Ave. 

Norfolk.  Va. 

Hodges.  Emory  F..  Jr. 

11  W.  Chapman  St. 

-Alexandria.  Va. 

Hodges.  Fred  M. 

1000  W.  Franklin  St. 

Richmond.  Va. 

Hoff.  Ehbe  C. 

Medical  College  of  Virginia 
Richmond,  Va. 

Hoffm.an.  Martin  .A, 

6710  Dartmouth  .Ave. 

Richmond.  Va. 


Hoffman,  Robert  A. 

1001  \V.  Franklin  St. 

Richmond,  Va. 

Hoge,  Joseph  H. 

51  W.  Williamsburg  Road 
Sandston,  ^’a. 

Hoge,  Randolph  H. 

1200  E.  Broad  St. 

Richmond,  Va. 

Hogg,  Paul 
87  29th  St. 

Newport  News,  Va. 

Holderby,  C.  E. 

404  Warwick  Road 
Warwick,  Va. 

Holladay,  Beverly  L. 

267  W.  Washington  St.,  Box  117 
Suffolk,  Va. 

Holland,  John  G. 

Allied  Arts  Bldg. 

Lynchburg,  Va. 

Holland,  Walter  R. 

243  Warwick  Lane 
Lynchburg,  Va. 

Hollander,  Vincent  P. 

University  Hospital 
Charlottesville,  Va. 

Holli field,  Guy  F. 

L’niversity  Hospital 
Charlottesville,  Va. 

Hollins,  George  G.,  Jr. 

343  Hanover  Ave. 

Norfolk  10,  Va. 

Holloway,  J.  Minor 
Medical  Center 
1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Hollowell,  John  W. 

412  Washington  St. 

Portsmouth,  Va. 

Holmes,  E.  M. 

City  Hall  Annex, 

Richmond  19,  Va. 

Holmes.  I.  Earl 
1801  Shenandoah 
Staunton,  Va. 

Holsinger,  H.  B. 

Peoples  National  Bank  Bldg. 
Farmville,  Va. 

Holsinger,  J.  R. 

5 S.  Bank 
lairay,  Va. 

Holt,  Mark  E.,  Jr. 

103  Apollo  St. 

Petersburg,  Va. 

Holt,  William  C. 

Box  176 

Angleton,  Texas 
Honeycutt,  Grover  C.,  Jr. 

Gate  Citv,  Va. 

Hood.  M.  H. 

Professional  Bldg. 

Portsmouth,  Va. 

Hood,  Robert  C. 

3260  Wilson  Blvd. 

Arlington.  Va. 

Hooker,  George  W. 

806  Medical  Arts  Bldg. 
Roanoke,  Va. 

Hooker,  John  W. 

Memorial  Hospital 
Danville,  Va. 

Hooker,  R.  C. 

3115  Hull  St. 

Richmond,  Va. 

Hooker,  R.  C.,  Jr. 

3115  Hull  St. 

Richmond,  Va. 

Hooten,  William  S. 

212  Langhorne  Road 
Lynchburg,  Va. 


Hoover,  M.  J.,  Jr. 

Poplar  Grove 
New  Kent,  Va. 

Hoover,  Roy  M. 

707  Medical  Arts  Bldg. 

Roanoke,  Va. 

Hoover,  William  B. 

1516  Colonial  Ave. 

Norfolk,  Va. 

Hopewell,  E.  L. 

Strasburg,  Va. 

Hopkins,  B.  A. 

Box  26,  Stuart,  Va. 

Hopkins.  Frank 
Hot  Springs,  Va. 

Hopkins,  F.  Read 
304  AMung  Bldg. 

Lynchburg,  Va. 

Hopkins,  Julius  H. 

201  Medical  Arts  Bldg. 
Petersburg,  Va. 

Hold,  B.  A. 

1900  Grove  Ave. 

Richmond,  Va. 

Horgan,  Edmund 
141  W.  Boscawen  St. 

Winchester,  Va. 

Horne,  Francis  G. 

816  Dorsetshire  Terrace 
Hampton,  Va. 

Horne,  Melvin  L. 

400  Warwick  Road 
Hilton  Village,  Va. 

Hornthal,  Henry  A. 

2100  Mass.  Ave.,  N.  W.,  Suite  107 
Washington,  D.  C. 

Horsley,  Guy  W. 

617  \V.  Grace  St. 

Richmond,  Va. 

Hortenstine.  J.  C. 

110  Lee  St. 

Winchester,  Va. 

Horton,  Albert  G. 

1062  Brandon  Ave. 

Norfolk,  Va. 

Horton.  Charles  E. 

611  Medical  Arts  Bldg. 

Norfolk,  Va. 

Horton,  Howard  M. 

Box  47 

Warrenton,  Va. 

Hosfield,  William  H. 

West  Point,  Va. 

Hoskins,  Horace  D. 

1500  Ri Vermont  Ave. 

Lynchburg,  Va. 

Hoskins.  John  H. 

1112  Church  St. 

Lynchburg,  Va. 

Hotchkiss,  Wm.  J. 

Broadway,  Va. 

Hotchkiss,  Wm.  S. 

815  Medical  Arts  Bldg. 

Norfolk,  Va. 

Houck.  .Joseph  W. 

723  Church  St. 

Lynchburg,  Va. 

Houff,  Louis  A. 

Farrar  Bldg. 

Clifton  Forge,  Va. 

Houser,  A.  A. 

16  N.  22nd  St. 

Richmond,  Va. 

Houser,  Aubrey  A.,  Jr. 

710  Medical  Arts  Bldg. 

Richmond,  Va. 

Howard,  K.  W. 

Professional  Bldg. 

Portsmouth,  Va. 


Howard,  L.  M.,  Jr.  I 

725  Church  St.  I 

Lj-nchburg,  Va.  I 

Howard,  Robert  L.  I 

3853  Wilson  Blvd.  ■ 

Arlington,  Va. 

Howze,  Chas.  P.  I 

919  Rugby  Road  1 

Charlottesville,  Va.  1 

Howze,  H.  H.  i 

Box  158  ! 

Norton,  Va.  [ 

Hoyle,  John  D. 

700  Prince  St. 

Alexandria,  Va. 

Huddle,  S.  W. 

Rural  Retreat,  Va. 

Hudnall,  H.  G. 

423  W.  Main  St. 

Covington,  Va. 

Hudson,  Charles  A. 

603^2  Queen  St. 

Alexandria,  Va. 

Hudson,  Gwen  S. 

4209  Hillcrest  Road 
Richmond,  Va. 

Huff,  John  M. 

5910  Upper  Brandon  Place 
Norfolk,  Va. 

Huff,  W.  Banks 
508  8th  St.,  S.  W. 

Roanoke,  Va. 

Huffman,  Jacob  S. 

Dayton,  Va. 

Huffman,  O.  L. 

Box  15 

Marshall,  Va. 

Huffstetler,  W'm.  H.,  Jr. 

2901  W"est  Ave. 

Newport  News,  Va. 

Hughes,  C.  B. 

Wytheville,  Va. 

Hughes,  Grey  C. 

26  Wine  St. 

Hampton,  Va. 

Hughes,  Richard 
308  W.  Cork  St. 

Winchester,  Va. 

Hughes,  Robert  C. 

223  Claiborne  Ave. 

Rocky  Mount,  Va. 

Hughes,  Samuel  Edwin,  Jr. 

Dist.  Med.  Office,  Navy  A"ard 
Charleston,  S.  C. 

Hughes,  William  C. 

223  Claiborne  Ave. 

Rocky  Mount,  Va. 

Hulcher,  Julius  Charles 
1101  Franklin  St. 

Richmond,  Va. 

Hulley,  L.  W'.,  Jr. 

1108  W.  Franklin  St. 

Richmond,  Va. 

Hume,  David  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Humphries,  M.  K. 

104  E.  Market  St. 

Charlottesville,  Va. 

Humphries,  Thomas  J. 

303  Washington  Ave.,  S.  W. 

Roanoke,  Va. 

Humphries,  WJlliam  C. 

Box  511 

Front  Royal,  Va. 

Hundley.  John  T.  T. 

City  Health  Department 
Lynchburg,  Va. 

Hundley,  Joseph  L. 

Professional  Bldg.,  Suite  B-5 
Orlando,  Fla. 


252 


Virginia  Medical  Monthly 


Hunnicutt,  Thomas 
303  Medical  Arts  Bldg. 
Newport  News,  Va. 

Hunt,  B.  E. 

39  S.  King  St. 

Hampton,  Va. 

Hunt,  Robert  C. 

Ill  Penn  Ave. 

Falls  Church,  Va. 

Hunt,  R.  Brooks 
1805  Monument  Ave. 
Richmond,  Va. 

Hunter,  Thomas  H. 

“Big  Oaks” 

Cismont,  Va. 

Hupp,  Cecil  G. 

Mt.  Jackson,  Va. 

Hurt,  George  S. 

1201  Franklin  Road,  S.  \V. 
Roanoke  16,  Va. 

Hurt,  George  W. 

1201  Franklin  Road 
Roanoke,  Va. 

Hurt,  Holcombe  H. 

212  Langhorne  Road 
Lynchburg,  Va. 

Hurt,  Ira  H. 

Medical  Arts  Bldg. 
Roanoke,  Va. 

Hurt,  J.  Meriwether 
Blackstone,  Va. 

Hurt,  John  0. 

Box  146 
Vinton,  Va. 

Hutcheson,  J.  M. 
Professional  Bldg. 
Richmond,  Va. 

Hutcheson,  James  M.,  Jr. 
808  Professional  Bldg. 
Richmond,  Va. 

Hutcheson,  R.  S.,  Jr. 

1224  Franklin  Road 
Roanoke,  Va. 

Hutchinson,  J.  R.  B. 

3157  N.  19th  St. 

Arlington,  Va. 

Hutton,  A.  D. 

Lee  Memorial  Hospital 
Marion,  Va. 


Iden,  C.  H. 

Box  26 

Berryville,  Va. 

Iden,  Thomas  C. 

115  Swan  Ave. 

Berryville,  Va. 

Imburg,  Jerome 
2780  S.  Randolph  St. 
Arlington,  Va. 

Ingram,  Lewis  K. 

1023  Spruce  St. 

Norton,  Va. 

Inguagiato,  Gerard  J. 

102  W.  Jefferson  St. 

Falls  Church,  Va. 

Inloes,  Benjamin  H.,  Jr. 

171  Armstrong  Drive 
Hampton,  Va. 

Irby,  J.  H. 

Shackleford  Bldg. 
Martinsville,  Va. 

Irby,  Robert 
1200  E.  Broad  St. 

Richmond,  Va. 

Irons,  Robert  P. 

Rockbridge  Professional  Bldg. 
Lexington,  Va. 

Irvin,  Charles  M. 

31  Wellington  Ave. 

Roanoke,  Va. 


Irvin,  Emory  R. 

•V.  P.  I.  Infirmary 
Blacksburg,  Va. 
Irvin,  W.  P. 

1309  Bill  St. 
Norfolk,  Va. 

Irving,  F.  Palmore 
134  S.  Sycamore  St. 
Petersburg,  Va. 


Jacklin,  Lawrence 
511  VV.  Broad  St. 

Falls  Church,  Va. 

Jackson,  Harold  M. 

Leesburg,  Va. 

Jackson,  Hunter  S. 

5500  Riverside  Drive 
Richmond,  Va. 

Jackson,  James  T. 

11 1 W.  Market  St. 

Leesburg,  Va. 

Jackson,  John  A. 

48  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Jackson,  Julien  D. 

1134  Church  St. 

Norfolk,  Va. 

Jackson,  Randolph  M. 

5111  New  Kent  Road 
Richmond,  Va. 

Jacobs,  Frederick  M. 

1868  Carlton  Road,  S.  W. 
Roanoke,  Va. 

Jacobson,  A.  M. 

17  Highland  Ave.,  S.  W. 
Roanoke,  Va. 

Jacobson,  Philip 

18  Liberty  St. 

Petersburg,  Va. 

James,  George  W.,  Ill 
Bon  Air,  Va. 

Jamison,  Robert  AI. 

Box  16 

Fort  Logan,  Colo. 

Jantz,  J.  G. 

Bedford,  Va. 

Jarman,  Jeannette  M. 

Hot  Springs,  Va. 

Jarman,  M.  B. 

Hot  Springs,  Va. 

Jefferies,  Allan  H. 

9034  Granby  St. 

Norfolk,  Va. 

Jennings,  Eileen  A. 

304  E.  Main  St. 

Bedford,  Va. 

Jennings,  Thomas  H. 

304  E.  Alain  St. 

Bedford,  Va. 

Jennings,  Thornton  S. 

Baker  Veterans  Hospital 
Alartinsburg,  W.  Va. 

Jennings,  Walter  S. 

1446  Chesapeake  Ave. 

South  Norfolk,  Va. 

Je.ssee,  Robert  W. 

Lebanon,  Va. 

Jeter,  N.  B. 

Barr-Topham  Bldg.,  Alain  St. 
Covington,  Va. 

Jimenez  S.,  Juilo 
Box  168 

Stuarts  Draft,  Va. 

Johns,  Frank  S. 

Johnston  Willis  Hospital 
Richmond,  Va. 

Johns,  Leo  E.,  Jr. 

1631  While  Lane 
Norfolk,  Va. 


Johns,  Thomas  N.  P. 

6305  Towana  Roail 
Richmond,  Va. 

Johns,  T.  R.,  II 

University  of  Virginia  Hospital 
Charlottesville,  Va. 

Johns,  Win.  A. 

Johnston-Willis  Hospital 
Richmond,  V^a. 

Johnson.  E.  L. 

903  Longwood  Ave. 

Bedford.  Va. 

Johnson,  Ellsworth 
Memorial  Hospital 
408  Fairmont  Ave. 

Winchester,  Va. 

Johnson,  Hal  S. 

202  Wood  Road 
Richmond,  Va. 

Johnson,  L.  Aleredith 
Blue  Ridge  Sanatorium 
Charlottesville,  Va. 

Johnson,  Lester  D.,  Jr. 

6318  Willston  Drive 
Falls  Church,  Va. 

Johnson,  Alarcellus  A.,  Ill 
701  Carlton  Terrace  Bldg. 
Roanoke,  Va. 

Johnson,  W.  H. 

Spotsylvania,  Va. 

Johnson,  Walter  S. 

404  Coulter  Bldg. 

Roanoke,  Va. 

Johnson,  Walter  W.,  Jr. 

202  Walnut  St. 

Covington,  Va. 

Johnston,  C.  Frederick,  Jr. 
Johnston  Alemorial  Hospital 
Abingdon,  Va. 

Johnston,  Henry  V. 

Pungo,  Va. 

Johnston,  Alary  E. 

Box  108 
Tazewell,  Va. 

Johnston,  W.  W. 

Box  175 
Alanteo,  N.  C. 

Jonas,  John  F. 

320  Alleghany  St. 

Clifton  Forge,  Va. 

Jones,  A.  AIcCray 
General  Delivery 
Whaleyville,  Va. 

Jones,  Alfred  P. 

Jefferson  Hospital 
Roanoke,  Va. 

Jones,  Basil  B. 

526  N.  Boulevard 
Richmond,  Va. 

Jones,  Ben  C.,  Jr. 

312  S.  Washington  St. 
Alexandria,  Va. 

Jones,  Brock  D.,  Jr. 

1204  Colonial  Ave. 

Norfolk,  Va. 

Jones,  Charles  R. 

Dorchester,  Va. 

Jones,  Delmas  B. 

Doctors  Bldg. 

Norton,  Va. 

Jones,  E.  S. 

4401  Victoria  Blvd. 

Hampton,  Va. 

Jones,  hh-ancis  S. 

803  Virginia  Ave. 

Norton,  Va. 

Jones,  George  R. 

129  N.  Rose  Ave. 

Highland  Springs,  Va. 
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Jones,  Gordon  W. 

1101  Caroline  St. 
Fredericksburg,  Va. 
Jones,  Herbert  C. 

424  W.  Washington  St. 
Petersburg.  Va. 

Jones.  Philip,  Jr. 

315  Dundee  Ave. 
Richmond.  Va. 

Jones.  John  P. 

810  W.  Franklin  St. 
Richmond.  Va. 

Jones.  J.  Bernard 
Bo.\  63 

Culpeper,  Va. 

Jones.  L.  P. 

211  X.  Main  St. 

Emporia.  Va. 

Jones,  Lewis  E. 

16  Windsor  Drive 
Hampton.  Va. 

Jones,  Orvin  C. 

Medical  Arts  Bldg. 
Newport  News,  Va. 
Jones.  Reverdy  H..  Jr. 
Lewis  Gale  Hospital 
Roanoke.  Va. 

Jones.  Sarah  H. 

129  X.  Rose  .\ve. 
Highland  Springs,  Va. 
Jones.  T.  Elmore 
411  Professional  Bldg. 
Portsmouth.  Va. 

Jones.  Thomas  E. 

701  E.  Market  St. 
Charlottesville,  Va. 
Jones.  William  R.,  Jr. 

923  W.  Franklin  St. 
Richmond.  Va. 

Jordan.  Edwin  P. 

202  National  Bank  Bldg. 
Charlottesville,  Va. 
Jordan.  J.  V. 

146  X.  Maple  Ave. 
Covington,  Va. 

Jordan.  William  R. 

1631  Monument  .\ve. 
Richmond,  Va. 

Jovner.  E.  C. 

Box  146 
Suffolk.  Va. 

Joyner.  George  Richardson 
133  Chestnut  St. 

Suffolk,  Va. 

Judd.  Harry  W. 

Mineral.  Va. 

Judson,  J.  H. 

3801  X.  Fairfax  Drive 
.\rlington.  Va. 

Judy.  S.  Ben 
Clarksville,  Va. 


Kanwit.  Bert  A. 

Greenvale  New  Hackensack  Road 
Poughkeepsie,  X.  Y. 

Kaplan,  Arthur  S. 

505  Wainwright  Bldg. 

X'orfolk,  Va. 

Kastenbaum.  Otto 
6116  Chesapeake  St. 

Norfolk  13,  Va. 

Kastner,  Lee  X. 

117  County  Road 
Portsmouth,  Va. 

Kauffman.  Kasper 
Wakefield,  Va. 

Kaufman.  Paul 
3215  Columbia  Pike 
.Arlington,  \'a. 


Kaufman,  William  H. 

920  S.  Jefferson  St. 
Roanoke,  Va. 

Kay,  Saul 

322  Charmian  Road 
Richmond.  Va. 

Kay,  William  R. 

6601  Three  Chopt  Road 
Richmond,  Va. 

Kearney,  Frank  A. 

110  Curry  St. 

Phoebus,  Va. 

Kechele.  D.  V. 

St.  Luke’s  Hospital 
Bluefield.  W.  Va. 

Keefer.  C.  E. 

1 1 12  Church  St. 
Lil'nchburg,  Va. 

Keeley,  R.  L.  A. 

510  28th  St.,  S. 

Roanoke.  Va. 

Keeling,  Robert  D. 

South  Hill,  Va. 

Keffer,  Ernest  J. 

McGuire  General  Ho.spital 
Richmond,  Va. 

Kegley.  George  B. 

Bland,  Va. 

Kegley,  James  B.,  Jr. 

600  X.  Main  St. 
Chincoteague,  Va. 

Keister,  D.  C. 

174  Stonewall  Heights 
.\bingdon.  Va. 

Kell.  Joseph  F. 

12tK)  E.  Broad  St. 
Richmond.  Va. 

Kellam.  E.  Milton 
The  Gen.  Surg.  Group 
Xassawadox,  Va. 

Kellam,  F.  J. 

Box  685 
Indiana,  Pa. 

Kellam,  John  W. 

Belle  Haven,  Va. 

Kelly,  Claude  K. 

Mechanicsville,  Va. 

Kelly.  David  W.,  Jr. 

Box  63 

Culpeper,  Va. 

Kelly,  Frank  R.,  Jr. 

2031  Monument  Ave. 
Richmond.  Va. 

Kelly.  John  J.,  Ill 
VA  Hospital 
Richmond.  Va. 

Kemp,  Paul  S. 

Battey  State  Hospital 
Rome.  Ga. 

Kendig,  Edwin  L.,  Jr. 

5008  Cary  Street  Road 
Richmond,  Va. 

Kendrick,  John  F. 

1001  W.  Franklin  St. 
Richmond.  Va. 

Kendrick,  M.  Ha^me 
301  S.  Columbus  St. 
Alexandria.  \'a. 

Kennan,  T.  F. 

Raphine,  Va. 

Kennon.  B.  R.,  Ill 
908  Medical  Arts  Bldg. 
Norfolk,  Va. 

Kent.  J.  Paul 
529  7th  St. 

Altavista.  Va. 

Kem.  Douglas  O. 

1802  16th  St. 

Greeley,  Colo. 
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Keipelman,  Earle  J.  ^ 

1000  Sunset  Drive 
Norfolk,  Va. 

Kerr,  Horace  E. 

Colonial  Beach,  Va. 

Khuri.  Afif  A. 

874  Locust  Ave. 

Charlottesville,  Va. 

Kiember,  Edward  J. 

Alberta,  Va. 

Kiesel,  Joseph  A. 

3124  X.  10th  St. 

.\rlington.  Va. 

Knight,  J.  R. 

1301  Colonial  Ave. 

Norfolk.  Va. 

Kilbv,  Edward  B. 

126  30th  St. 

Newport  News,  Va. 

Kilday,  John 
904  Prince  St. 

.\lexandria,  Va. 

Kindred.  Robert  G. 

238-.\  Thomas  Drive 
Wilmington,  Del. 

King,  C.  Sidney 
506  Church  St. 

Lynchburg,  Va. 

King,  Donald  P. 

1300  Westwood  .\ve. 

Richmond,  Va. 

King.  Harold  X. 

104  Manteo  .\ve. 

Hampton.  Va. 

King.  James  P. 

Box  1172 
Radford.  Va. 

King.  Marion  K. 

500  Wainwright  Bldg. 

Norfolk,  Va. 

King,  Marion  X. 

1314  Westover  .\ve. 

Norfolk,  Va. 

King.  Nancy  B. 

3 W.  Williamsburg  Road 
Sandston,  Va. 

Kinser,  Henry  A. 

Pennington  Gap,  Va. 

Kinser.  Prentice 
134  Watson  St. 

Danville.  Va. 

Kirby,  E.  W.,  Jr. 

Bluefield  Sanitarium 
Bluefield.  W.  Va. 

Kirby.  Emerson  Lynn 
Richlands,  Va. 

Kirch.  Leo  X. 

Box  878 
Harlan.  Kv. 

Kirk.  A.  A.  ' 

108  Fort  Lane 
Portsmouth,  Va. 

Kirk.  T.  Allen 
3220  Brightwood  Plaee 
Roanoke,  Va. 

Kirkland,  Richard  H. 

8002  University  Drive 
Richmond.  Va. 

Kirkpatrick,  S.  A. 

308  Market  St. 

Warren,  Pa. 

Kiser,  J.  B. 

Box  959 
Emporia,  Va. 

Kitterman.  James  S. 

117  W.  21st  St. 

Norfolk,  Va. 

Klein,  Arthur 

2016  Monument  Ave. 

Richmond,  Va. 
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Klingman,  Walter  O. 
rniversity  Hospital 
Charlottesville,  Va. 

Klotz,  Jeremiah  A.,  Jr. 

905  Wainwright  Bldg. 
Norfolk,  Va. 

Kline,  Frank  R. 

New  Bank  Bldg. 
Woodbridge,  Va. 

Knight,  B.  H. 

Surry  C.  H.,  Va. 

Knight,  Wm.  Irvin,  Jr. 

5115  Evehm  Byrd  Road 
Richmond.  Va. 

Kohn,  Theodore 
603  N.  Allen  Ave. 

Richmond,  Va. 

Koontz,  W.  W. 

506  Allied  Arts  Bldg. 
Lynchburg,  Va. 

Korn,  Ludwig  H. 

3232  Tidewater  Drive 
Norfolk,  Va. 

Kreshover,  Sevmour  J. 

NIDR,  Nat.'  Inst,  of  Health 
Bethesda  14,  Md. 

Kress,  Clarence  C. 

Orange,  Va. 

Kretz,  Wieman  H. 

2814  West  Ave. 

Newport  News,  Va. 
Krischer,  Aleyer  I. 

Midtown  Bldg. 

112  E.  Sewells  Point  Road 
Norfolk,  Va. 

Kroll,  John  G. 

University  Hospital 
Charlottesville,  Va. 

Kruger,  David  B. 

3216  Tidewater  Drive 
Norfolk,  Va. 

Kruger,  Howard  I. 

3216  Cottage  Toll  Road 
Norfolk,  Va. 

Kulasher,  Henry  T. 

716  E.  Broad  St. 

Falls  Church,  Va. 

Kunkle,  Herman  M. 

108  Fort  Lane 
Portsmouth,  Va. 

Kupfer,  Henry  G. 

905  Libhie  Ave. 

Richmond,  Va. 

Kyle,  Bernard  H. 

703  Church  St. 

Lynchburg,  Va. 

Lacy,  E.  Willis,  Jr. 

8 S.  Washington  St. 
Winchester,  Va. 

Lacy,  Matthew  L.,  II 
114  S.  Mecklenburg  Ave. 
South  Hill,  Va. 

LaFratta,  Carl  W. 

Grand  View  Drive 
Richmond,  Va. 

Laibstain,  Alter 
203  W.  Berkley  Ave. 
Norfolk,  Va. 

Laibstain,  Herman 
221  Midtown  Bldg. 

112  E.  Sewells  Point  Road 
Norfolk,  Va. 

Lambdin,  James  W. 

Raiford  Memorial  Hospital 
Franklin,  Va. 

Lambdin,  Morris  A. 

1705  King  Mountain  Road 
Charlottesville,  Va. 
Lamberth,  Melvin  B. 
Kilmarnock,  Va. 


Landes,  Ralph  R. 

776  Main  St. 

Danville,  Va. 

Langston,  Henry  J. 

509  Masonic  Temple 
Danville,  Va. 

Lanz,  Elwin  C. 

R.  F.  D.  2 
Wytheville,  Va. 

LaPrade,  Edmund  M. 

1805  Monument  Ave.,  Suite  410 
Richmond,  Va. 

LaPrade,  F.  E. 

Victoria,  Va. 

Lascara,  V.  E. 

2609  Kecoughtan  Road 
Hampton,  Va. 

Latane,  H.  A. 

311  N.  Washington  St. 
.Alexandria,  Va. 

Latimer,  Robert  A.  W. 

306  N.  Battle  St. 

Manassas,  Va. 

Latven,  Kasty  Charles 
13th  and  N.  Hudson  Sts. 
Arlington,  Va. 

Lawforcl,  Thos.  C. 

Box  548 

Hilton  Village,  Va. 

Lawrence,  R.  B. 

1619  Park  Ave. 

Richmond,  Va. 

Lawson,  George  B, 

703  Medical  .Arts  Bldg. 
Roanoke,  Va. 

Lawson.  James  J. 

117  Holland  Drive 
Shipley  Heights,  Del. 

Lea,  Joseph  D. 

1204  Colonial  Ave, 

Norfolk,  Va. 

Leake,  L.  K. 

Goochland,  Va. 

Leary,  John  B. 

3107  Columbia  Pike 
.Arlington,  V^a. 

Leavell,  Bvrd  S. 

Box  1132 

Ihiiversity  Hospital 
Charlottesville,  Va. 

Leavell,  George  W. 

Box  712 

Reynolds  Arcade  Bldg. 

Bristol,  V'a. 

Leavitt,  Daniel 

lllOOakwood  Drive,  S.  W. 
Roanoke,  Va. 

Lee,  Anne  L. 

3505  White  Chapel  Road 
Norfolk,  Va. 

Lee,  Claude  M. 

R.  F.  D.  1 
Warsaw,  Va. 

Lee,  Edward  S.,  Jr. 

6231^  Effingham  St. 
Portsmouth,  Va. 

Lee,  Francis  H. 

1008  W.  Grace  St. 

Richmond,  Va. 

Lee,  Henry 

909  Medical  .Arts  Bldg. 
Roanoke,  Va. 

Lee,  Herbert  C. 

1200  E.  Broad  St. 

Richmond,  Va. 

Lee,  James  H.,  Jr. 

US  Naval  Hospital 
Camp  LcJeune,  N.  C. 

Lee,  L.  F. 

Route  2,  Box  333 
Fredericksburg,  Vhi. 


Lee,  Parker  H,,  ,Ir. 

705  Church  St. 

Lynchburg,  Va. 

Lee,  Robert  W. 

6818  Park  St. 

.Alexandria,  Va. 

LeFon,  James  C. 

2103  Maplewooil  Road 
Richmond,  Va. 

LeGarde,  R.  S. 

Dam.iscus,  Va. 

Legg,  Quentin  J. 

21  Sir  Francis  Wyatt  Place 
Warwick,  V'a. 

Legum,  M.  H. 

1303  Center  Ave. 

Norfolk,  Vhi. 

LeHew,  Allen  E. 

C.  & O.  Ho.spital 
Clifton  P’orge,  Va. 

Lehmann,  Use 
Piedmont  Sanatorium 
Burkeville,  Va. 

Lehmann,  Richard 
4632  Jefferson  Davis  Highway 
Richmond,  Va. 

Leigh,  Southgate,  Jr. 

712  Botetourt  St. 

Norfolk,  Va. 

Lemeshevvsky,  George  P. 

109  S.  Columbus  St. 
.Alexandria,  Vbi. 

Lentz,  C.  S. 

Route  6,  Box  446 
Battle  Creek,  Mich. 

Leone,  Louis  A. 

1500  Confederate  Ave. 
Richmond,  Va. 

Levin.  Gershon  J. 

600  Wainwright  Bldg. 

Norfolk,  Va, 

Levitt,  Herbert  M, 

123  S.  Market  St. 

Petersburg,  Va. 

Levy,  Edward  D. 

.Algonquin  Park 
Norfolk,  Va. 

Lewis,  A.  W. 

.Aylett,  Va. 

Lewis,  A.  W.,  Jr. 

.Aylett,  Va. 

Lewis,  VVdley  D. 

V.A  Hospital 
Tuscaloosa,  .Ala. 

Lewis,  William  D. 

21  Starling  Ave. 

Martinsville,  Vhv. 

Liddle,  W.  D.,  Jr. 

Box  97,  University  Hospital 
Charlottesville,  Va. 

Lidman,  Bernard  I . 

621  Wainwright  Bldg. 

Norfolk,  Va. 

Lieberman,  L.  M. 

29  S.  King  St. 

Hampton,  Va. 

Liggan,  Lee  S. 

Box  115 
Irvington,  Va. 

Lightburn,  Alize  C. 

12  Lakeside  Trail,  E. 

Fayson  Lakes,  N.  J. 

Lilly',  A.  S. 

611  Medical  Arts  Bldg. 
Richmond,  Va. 

Linck,  Donald  W. 

34  W.  Poplar 
San  Mateo,  Calif. 

Lindall,  Albin  L. 

326  N.  King  St. 

Leesburg,  Va. 
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Lindemann,  Lillian  C. 

4708  Cary  Street  Road 
Richmond,  Va. 

Linden,  Arthur  J. 

2806  S.  Randolph  St. 

Arlington,  Va. 

Lindsay,  Frank  G.,  Jr. 

• 1310  Rodman  Ave. 

Portsmouth.  Va. 

Lingamfelter,  Carl  S. 

1805  Monument  Ave. 

Richmond,  Va. 

Link,  Garnett  W. 

132-A  S.  Sycamore  St. 
Petersburg.  Va. 

Linton.  Eugene  B. 

Box  271,  X.  C.  Baptist  Hospital 
Winston-Salem.  X.  C. 

Lippard,  Carroll  H. 

119  Linden  Ave. 

Lynchburg,  Va. 

Littlepage,  Eleanor  M. 

709  Wainwright  Bldg. 

Xorfolk,  Va. 

IJttlepage,  Lewis.  Jr. 

941  Baldwin  Ave. 

Xorfolk,  Va. 

Livingstone.  Robert  C. 

121  X".  Adams  St. 

Petersburg.  Va. 

Lloyd.  T.  S.,  Jr. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Lloyd,  W.  S. 

Goochland,  Va. 

Lockard,  H.  G.,  Jr. 

920  S.  Jefferson  St. 

Roanoke.  Va. 

Lockhart,  Jean  D. 

203  S.  Columbus  St. 

Alexandria,  Va. 

Loesch,  Beverly  J. 

531  W.  Main  St. 

Waynesboro,  Va. 

Long,  Albert  E. 

121  X’.  Washington  St. 
Alexandria,  Va. 

Long,  Alvin  P.,  Jr. 

609  Greenway  Drive 
Portsmouth,  Va. 

Longan,  Robert  C.,  Jr. 

810  W.  Franklin  St. 

Richmond,  Va. 

Love,  D.  F. 

Witten  Bldg. 

Pearisburg,  Va. 

Love,  James  W. 

108  X.  Washington  St. 
Alexandria.  Va. 

Lovenstein,  Louis 
928  W.  Grace  St. 

Richmond.  Va. 

Lowe,  L.  B. 

3048  Brambleton  Ave.,  S.  W. 
Roanoke.  Va. 

Lowe,  Richard  H.,  Jr. 

615  Carlton  Terrace  Bldg. 

920  S.  Jefferson  St. 

Roanoke,  Va. 

Lowenberg,  Eugene  L. 

Medical  Arts  Bldg. 

Xorfolk,  Va. 

Lowrance,  Preston  B. 

University  Ho.spital 
Charlottesville,  Va. 

Lowry,  John  A.  B. 

Crewe,  Va. 

Lowrv,  M.  T. 

R.  F.  D.  3 
Beaver  Dam,  Va. 


Lucas.  Thomas  L. 

202  X".  Columbus  St. 

Alexandria.  Va. 

Lueders,  William,  Jr. 

Box  1078 
Staunton.  Va. 

Lum,  Xatalie  I. 

10  hh-anklin  St. 

Petersburg,  Va. 

Lupton,  Charles  H. 

405  Medical  Arts  Bldg. 

Xorfolk,  Va. 

Lupton,  Chas.  H.,  Jr. 

2125  Mountain  View  Drive, 

Vest  avia 

Birmingham,  Ala. 

Lush.  Lewis  C. 

3610  Decatur  St. 

Richmond.  Va. 

Luttrell,  H.  B. 

44  Sixth  St.,  X.  W. 

Pulaski.  Va. 

Lyerly.  James  G. 

516  Greenleaf  Bldg.,  208  Laura  St. 
Jacksonville,  Fla. 

Lynch,  J.  Mortimer 
2708  Mavview  Road 
Raleigh.' X.  C. 

Lynch,  .Jolm  P. 

KKH)  W.  Grace  St. 

Richmond,  Va. 

L x-nn,  C.  W. 

510-11  Medical  Arts  Bldg. 
Petersburg,  Va. 

Lyons.  Sidney 
1831  Wilson  Blvd. 

Arlington,  Va. 


Mabry,  J.  H. 

64(X)  Huntington  Ave. 
Xewport  Xews,  Va. 
Maccabe,  Frederic,  Jr. 

110  Howard  Drive 
Charlottesville.  Va. 
MacCornack.  E.  A. 

1301  Columbus  Ave. 
Boulder,  Colo. 
MacCubbin,  H.  Pearce 
110  Lee  St. 

Winchester,  Va. 
Macdonald,  Claude  D.  J. 
207  Granby  St. 

Xorfolk,  Va. 

Macllwaine,  William  A. 

220  Rosser  Ave. 
Waynesboro,  Va. 
Maciulla,  Louis  J. 

5125  Georgia  Ave.,  X’.  W. 
Washington,  D.  C. 

Mack.  Theodore  R. 

2618  Grove  Ave. 
Richmond,  Va. 

Mackay,  M.  M. 

201  Alleghany  St. 

Clifton  Forge,  Va. 
MacKnight.  Joseph  C. 

1412  Prince  Edward  St. 
Fredericksburg,  Va. 
MacMillan,  James  M. 

8903  Tolman  Road 
Richmond.  Va. 

MacPhail,  Joseph  C. 

701  Washington  St. 
Portsmouth.  Va. 
MacPherson,  Archibald  R. 
3801  X.  Fairfax  Drive 
.\rlington,  Va. 

Maddock,  Robert  K. 

1306  Colonial  .\ve. 
Xorfolk,  Va. 


Magee,  Joseph  Humphries 
Blue  Ridge  Sanatorium 
Charlottesville,  Va. 
Magner,  John  P. 

216  Court  Park 
Rhinelander,  Wis. 
Magruder,  L.  Freeland 
Kings  Daughters  Ho.spital 
Portsmouth,  Va. 
Magruder,  R.  Gregory 
P.  O.  Box  55 
Charlottesville,  Va. 
Maisel,  Theodore 
2723  W.  Grace  St. 
Richmond,  Va. 
Makarowskv,  Eugene  E. 

P.  O.  Box' 271 
Petersburg,  Va. 

Malan,  W.  H. 

Dublin,  Va. 

Malin.  Wendell  E. 
Wytheville  Hospital 
Wytheville,  Va. 

Mallett,  R.  Bruce 
P.  O.  Box  6097 
Arlington,  Va. 

Mallory,  Brooks  B. 

446  Institute  Hill 
Lexington,  Va. 

Malony,  George  R. 

VA  Ho.spital 
Fayetteville,  X.  C. 

Mamo,  Jubran  G. 

University  Hospital 
Charlottesville,  Va. 
Mandeville,  F.  B. 

M.  C.  V.  Hospital 
Richmond,  Va. 

Manges,  C.  F. 

Box  155 

Blacksburg,  Va. 

Mangum,  Charles  P. 

1822  Monument  .\ve. 
Richmond,  Va. 

Mangus,  Lewis  E. 

313  Mansion  Drive 
.\lexandria.  Va. 

Manlej’,  Walter  F. 

Medical  Arts  Bldg. 
Roanoke,  Va. 

Mann,  Goeffrey  T. 

7308  Hermitage  Road 
Richmond,  Va. 

Mann,  J.  L. 

L^S.\F  Hospital, 

Hill  Air  Force  Base 
Ogden,  Utah 
Manson,  R.  Campbell 
810  W.  Franklin  St. 
Richmond,  Va. 

Maphis,  Fred  D.,  Jr. 

Strasburg,  Va. 

Mapp,  John  R. 

X'.  A.  Memorial  Hospital 
Xassawadox.  Va. 
Markham,  J.  David 
1805  Monument  .\ve. 
Richmond,  Va. 
Markowitz,  Martin 
1805  Monument  ,\ve. 
Richmond,  Va. 

Marrow,  D.  Hunter 
Boydton,  Va. 

Marsella,  John  J. 

1061  Main  St. 

Danville,  Va. 

Marsteller,  Emlyn  H. 

Manassas,  Va. 

Marston,  Robert  Q. 

Box  220 
Bon  .\ir,  Va. 
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Martin,  A.  W. 

Hillsville,  Va. 

Martin,  B.  H. 

5405  Bewdley  Road 
Richmond.  Va. 

Martin,  Berkeley  H.,  ,Jr. 

Lee  Medical  Bldg. 
Richmond,  Va. 

Martin,  Charles  B. 

P.  O.  Box  124 
Manassas,  Va. 

Martin,  C.  E. 

Emporia,  Va. 

Martin,  Franklin,  .Jr. 

St.  Elizabeth  Hospital 
Washington  20,  D.  C. 
Martin,  George  V. 

Doctors  Bldg. 

Norton,  Va. 

Martin  John  A. 

60.1  Medical  Arts  Bldg. 
Roanoke,  Va. 

Martin,  John  W. 

Moore  House  Road 
Yorktown,  Va. 

Martin,  Lee  B. 

.3825  N.  Pershing  Drive 
Arlington,  Va. 

Martin,  Moir  G. 

Hillsville,  Va. 

Martin,  M.  S. 

Mt.  Airy,  N.  C. 

Martin,  Robert  E. 

1007  X.  Highland  St. 
Arlington,  Va. 

Martin,  Walter  B. 

521  Wainwright  Bldg. 
Norfolk,  Va. 

Martinez-G,  Juan  de  D. 
University  Hospital 
Charlottesville,  Va. 
Mason,  D.  H. 

Box  65 

Ridgeway,  Va. 

Mason,  H.  Norton 
2300  Grove  Ave. 
Richmond,  Va. 

Mason,  James  Dunn,  Jr. 

424  W.  Washington  St. 
Petersburg.  Va. 

Mason,  W.  L. 

501  Lee  Medical  Bldg. 
Richmond,  Va. 

Massey,  Charles  W. 

606  Libbie  Ave. 

Richmond,  Va. 

Massey,  John  W.,  Jr. 

95  29th  St. 

Newport  News,  Va. 
Massie,  George  B. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Massie,  J.  R.,  Jr. 

1000  W.  Grace  St. 
Richmond,  Va. 

^iclrSSlC  \\^ 

524  Shenandoah  Life  Bldg. 
Roanoke,  Va. 

Masters,  Howard  R. 

212  W.  Franklin  St. 
Richmond,  Va. 

Masterson,  James  H. 

2455  Army-Navy  Drive 
Arlington,  Va. 

Mathews,  Emmett  C. 

810  W.  Franklin  St. 
Richmond.  Va. 

Matthews,  Robert 
215  Medical  Arts  Bldg. 
Norfolk,  Va. 


Matthews,  William  H. 

Colonial  Beach,  Va. 

Mauck,  Henry  P.,  Jr. 

3505  Stuart  Ave. 

Richmond,  Va. 

Maxwell,  E.  Beamer 
Box  524,  E Street  Hospital 
Williamsburg,  Va. 

May,  James  T.,  Jr. 

215  Medical  Arts  Bldg. 
Norfolk,  Va. 

May,  Virgil  R.,  Jr. 

2222  Monument  Ave. 
Richmond,  Va. 

Mayer,  Walter 

Medical  College  of  Virginia 
Richmond,  Va. 

Mayers.  Stanley  P.,  Jr. 

P.  O.  Box  711 
Fieldale,  Va. 

Mayes,  D.  C. 

Church  Road,  Va. 

Mayo,  Alex  T. 

1800  Elm  Ave. 

Portsmouth,  Va. 

Mayo,  Ivemuel  E.,  Jr. 

1100  Hamilton  Ave. 
Portsmouth,  Va. 
McAllister,  Russell  G. 

1016  W.  Franklin  St. 
Richmond,  Va. 

McAlpine,  Robert  E. 

805  Medical  Arts  Bldg. 
Norfolk,  Va. 

McBrvde,  Stewart 
4625  26th  St.,  N. 

Arlington,  Va. 

McCaffrey,  Chas.  F. 

4739  N.  Washington  Blvd. 
Arlington,  Va. 

McCahill,  Thomas  D. 

2929-A  Second  Ave. 
Richmond,  Va. 

McCall,  George  W. 

Doctors  Bldg. 

Bristol,  Tenn. 

McCarty,  Dennis  P. 

3 S.  Royal  Ave. 

Front  Royal,  Va. 
McCausland,  Alexander 
609  S.  Jefferson  St. 
Roanoke,  Va. 

McClintic,  M.  H. 

804  Main  St. 

Danville,  Va. 

McClung,  John  H. 

Box  65 

Glasgow,  Va. 

McClung,  O.  H.,  Jr. 

18  W.  Washington  St. 
Lexington,  V'a. 

McCollum,  Donald  C. 

13th  and  Hudson  Sts.,  N. 
Arlington,  Va. 

McConnell,  Robert  E.,  Jr. 

Middleburg,  Va. 

McCord,  Theodore  B. 

Box  6 

Fairfax,  Va. 

McCoy,  C.  M. 

1400  Colonial  Ave. 

Norfolk,  Va. 

McCoy,  H.  C. 

Gordonsville,  Va. 

McCue,  Carolyn  Moore 
IKX)  W.  Franklin  St. 
Richmond,  Va. 

McCue,  Frank  A. 

Clinch  Valley  Clinic 
Richlands,  Va. 


McCue,  Howard,  Jr. 
c/o  Life  Ins.  Co.  of  Va. 

Richmond,  Va. 

McDaniel,  Leroy  S. 

Bon  Air,  Va. 

McDaniel,  Samuel  M. 

5503  Alson,  Apt.  172-D 
Norfolk,  Va. 

McDonald,  Robert  M. 

816  S.  High  St. 

Harrisonburg,  Va. 

McDonald,  Thomas  D. 

Grundy  Ho.spital 
Grundy,  Va. 

McEwen,  Robert  B. 

Wakefield,  Va. 

McFadden,  Joseph  T. 

405  Wainwright  Bldg. 

Norfolk,  Va. 

McGaughev,  Harrv  S.,  Jr. 

414  15th  St.,  N.  W. 
Charlottesville,  Va. 

McGavin,  T.  A. 

3801  N.  Fairfax  Drive,  Suite  302 
Arlington,  Va. 

McGee,  James  E.,  Jr. 

St.  I^ukes  Hospital 
Bluefield,  W.  Va. 

McGee,  W.  Ambrose 
220  laikeview  Ave. 

West  Palm  Beach,  Fla. 

McGill,  E.  L. 

309  W.  Washington  St. 

Petersburg,  Va, 

McGoiigh,  Thomas  F. 

3112  Holly  St. 

Alexandria.  Va. 

McGovern,  F.  H. 

563  Main  St. 

Danville,  Va. 

McGreevy,  John  R. 

4619  27th  St. 

Arlington,  Va. 

McGriff,  J.  R. 

3801  N.  Fairfax  Drive 
Arlington,  Va. 

McGuire,  Hunter  H. 

1622  Park  Ave. 

Richmond,  Va. 

McGuire.  William  P. 

Box  408 

Winchester,  Va. 

McHwaine,  W.  B. 

434  W.  Washington  St. 

Petersburg,  Va. 

Mclndoo,  Alary  X. 

1408  N.  Fillmore  St. 

Arlington,  V'a. 

McKee,  John  B. 

110  Lee  St. 

Winchester,  Va. 

AIcKee,  Thistle  M. 

203  S.  Columl)us  St. 

Alexandria,  V'a. 

McKee,  T.  K. 

Saltville,  Va. 

McKenney.  Frank  D.,  Jr. 

202  W.  Alain  St. 

Salem,  Va. 

AIcKeown,  Charles  E.  S. 

1805  Alonument  Ave. 

Richmond,  Va. 

AIcLean,  W.  Copley 
1320  Oxford  Place 
Charlottesville,  Va. 

AIcLeod,  Alexander 
Box  16 

Glen  Allen,  V’a. 

AIcLelland,  Robert 
The  Alemorial  Hospital 
Danville,  V’a. 
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McMann,  Walter 
944  Main  St. 

Danville,  Va. 

McXamee.  Edwin  T.,  Jr. 
Chestnut  St. 

Stuart,  Va. 

McXeer,  L.  C. 

203  Central  Bldg. 

Bristol.  Tenn. 

McXiel.  John  G. 

1219  Whitby  Road 
Richmond.  Va. 

McPeak.  Edgar  M. 

1835  Eye  St.,  X.  W. 
Washington.  D.  C. 

McRae,  Marvin  E. 

342  X.  Elm  St, 
Greensboro,  X.  C. 

Meador,  Blake  W. 

2600  Grove  Ave, 
Richmond,  Va. 

Meador,  Carl  W. 

622  X.  Boulevard 
Richmond,  Va. 

Meads.  V.  J. 

Box  5 

Portsmouth,  Va. 

Meare,  A.  W.  D. 

Belle  Haven.  Va. 

Mease.  John  A.,  Jr. 

Mease  Hospital 
Dunedin.  Fla. 

Mease,  M.  E. 

Sandy  Level,  Va. 

Meeks,  Charles  H. 

12(KJ  E.  Broad  St. 
Richmond.  Va. 
Melchionna,  Olin  R. 

3315  Williamson  Road 
Roanoke,  Va. 

Melton,  H.  E. 

Stephens  City,  Va. 

Menk.  K.  F. 

Kings  Daughters  Hospital 
Staimton.  Va. 

Mennell,  John  iMcM. 

930  Carillon  House 
25(X)  Wisconsin  Ave. 
Washington,  D.  C. 

Mercer.  Xelson 
2122  California  St..  X.  W. 
Washington  20.  D.  C. 
Meredith,  Henry  C.,  Jr. 

746  Graydon  Ave. 

Xorfolk,  Va. 

Meredith,  J.  M. 

M.  C.  V.  Hospital 
Richmond,  Va. 

Merrick,  H.  Curtiss 

119  E.  Sewells  Point'Road 
X’orfolk,  Va. 

Mette,  Peter  J. 

Grundy,  ^'a. 

Mewborne.  E.  B. 

2901  West  Ave. 

Xewport  X’ews,  Va. 
iMeyer.  George  I. 

VA  Facility 
Roanoke,  \'a. 

Meyer.  Heinz 
Konnarock.  Va. 

Meyer,  Julien  H. 

408  Shenandoah  Bldg. 
Roanoke,  Va. 

Mever,  William 
Box  2159 
Herndon,  Va. 

Meyerslnirg.  Herman  A. 

9910  Summit  Ave. 
Kensington,  Md. 


Michael,  C.  A. 

Austinville,  Va. 

Michael,  Maurice  A. 

158  X.  Main  St. 

Suffolk.  Va. 

Michaux.  Richard  A. 

1805  Monument  Ave. 
Richmond,  Va. 

Micou.  Lewis  A. 

Med.  Arts  Bldg. 

Buena  Vista,  ^’a. 
Middlekauff,  H.  G. 

Weyers  Cave.  Va. 
Middlemas,  John  D. 

Orange,  Va. 

Mihalyka,  Eugene  E. 

1726  Schaaf  Road 
Cleveland  9,  Ohio 
Milam,  Joseph  W. 

Medical  Arts  Bldg. 
Danville,  Va. 

Miles,  Verlin  E. 

1604  X.  Garfield  St. 
.\rlington.  Va. 

Miller.  Alfred  B. 

100  Louisiana  Drive 
Xorfolk.  Va. 

Miller,  Charles  S. 

Elkton.  Va. 
iMiller,  David  H. 

Box  108 
Orange,  Va. 

Miller.  E.  B. 

Box  255 
Elkton.  Va. 

Miller,  E.  H. 

878  Main  St. 

Danville.  Va. 
iMiller.  Edith  1. 

30  Franklin  St. 

Petersburg,  Va. 

Miller.  Harold  W. 

118  X'.  Muhlenbury  St. 
Woodstock,  Va. 
iMiller,  James  A. 

114  W.  Boscawen  St. 
Winchester,  Va. 

Miller,  Lvddane 
P.  O.  Box  234 
Amherst.  Va. 

Miller,  Robert  T. 

3011  Ozark  Road 
Chattanooga.  Tenn. 

Miller.  Samuel  E. 

227  W.  Main  St. 

Abingdon.  Va. 

Millman.  Milton 
233- A St. 

San  Diego.  Calif. 

Mills.  Jas.  D.,  Jr. 

401  X”.  Kings  Highway 
.Alexandria,  Va. 

Mims.  J.  Lloyd 
704  Duke  St. 

-Alexandria.  Va. 

Minarik.  H.  J. 

36-D  E.  Main  St. 

Salem.  Va. 

Minor.  George  R. 

1912  Lewis  Mountain'Road 
Charlottesville,  Va. 

Alinor,  Philip  L. 

118  X.  Boulevard 
Richmond,  Va. 
Mirmelstein,  Samuel  H. 

118  26th  St. 

Xewport  Xews,  A'a. 
Miskimon,  Robert  M. 

P.  O.  Box  2368 
Richmond,  Va. 


Mitchell,  -Arthur  V. 

4682  34th  St.,  S. 

-Arlington,  Va. 

Mitchell.  Eric  G. 

1134  Church  St. 

Xorfolk,  Va. 

Mitchell,  Howard  L. 

103  S.  Main  St. 

Lexington.  Va. 

Mitchell,  Robert  E..  Jr. 

1004  W.  Franklin  St. 
Richmond,  Va. 

Mitchell,  Robert  H. 

1300  X.  Hudson  St. 

-Arlington.  Va. 

Mitchell,  W.  .A. 

2806  West  -Ave. 

Xewport  Xews,  Va. 

Mitchell,  W.  E. 

Xew  Castle,  Va. 

Mizroch,  S.  B. 

509  Medical  .Arts  Bldg. 
Xorfolk,  Va. 

Moffett,  Brooke  M. 

6205  Xewport  -Ave. 

X’orfolk.  Va. 

Mohrmann,  H.  F.  W. 

156  Montevista  -Ave. 

Orange,  Va. 

Moir,  Hugh  K. 

421  E.  Riverside  Driv'e 
Evansville,  Ind. 

Moir,  Wm.  M. 

2121  Rosalind  .Ave. 

South  Roanoke,  Va. 

Moncure,  Wm.  B. 

1000  West  -Ave. 

Richmond,  Va. 

Monroe,  Willys  M. 

5305  Ditchley  Road 
Richmond,  A’a. 

Montague,  J.  Warren 

1001  \y.  Franklin  St. 
Richmond,  Va. 

Montgomery,  B.  J. 

-Alberta,  Va. 

Montgomerv,  C.  V. 

South  Hil'l,  Va. 

Moody,  William  E. 

Scottsville.  Va. 

Aloomaw,  William  C. 

Bedford,  Va. 

Moon,  Cary  X.,  Jr. 

1856  Field  Road 
Charlottesville,  Va. 

Moon,  John  H. 

1006  West  -Ave. 

Richmond,  Va. 

Moore.  C.  D. 

Wytheville,  Va. 

Moore.  Dorothy  D. 

2032  Mattoax  -Ave.,  W. 
Petersburg.  A'a. 

Aloore.  D.  P.,  Jr. 

104  Alain  St. 

Hopewell.  A'a. 

Aloore.  Frederic  Potts,  II 
526  X.  Boulevard 
Richmond,  A'a. 

Aloore,  G.  L. 

359  Broad  St. 

Portsmouth,  A'a. 

Aloore,  J.  C. 

Keen  Alountain,  A'a. 

Aloore,  AI.  P. 

X'.  & \A'.  Ry.,  Gen.  Office  Bldg. 
Roanoke,  A'a. 

Aloore,  Alichael  J. 

1603  Franklin  Road,  S.  AA'. 
Roanoke,  A'a. 
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Moore,  Pamela  R. 

1073  \V.  Broad  St. 

Falls  Church,  Va. 

Moore,  R.  A. 

Box  357 
Farmville,  Va. 

Moore,  Rav  A.,  Jr. 

121  E.  3rd  St. 

Farmville,  V'a. 

Moore,  Robert  C.,  Jr. 

115  Grove  Ave. 
Christianshurg,  Va. 

Moore,  W.  Perry,  Jr. 

1331  Armistead  Bridge  Road 
Norfolk.  Va. 

Moore,  William  T. 

1805  Monument  Ave. 
Richmond,  Va. 

Moorehead,  Matthew  T. 
Hollywood  Presb.  Hospital 
1322  N.  Vermont  Ave. 

Los  Angeles  27,  Calif. 
Morewitz,  Thos.  D. 

Box  297 

Newport  News,  Va. 

Morey,  Dennis  A.  J. 

807  W.  Franklin  St. 
Richmond,  Va. 

Morgan,  A.  D. 

409  Medical  Arts  Bldg. 
Norfolk,  Va. 

Morgan,  Earle  B. 

Fincastle,  Va. 

Morgan,  E.  Adolphus,  Jr. 

112  Greenway  Drive 
Portsmouth,  Va. 

Morgan,  J.  W.  H. 

Rose  Hill,  Va. 

Morgan,  Rees 

Bureau  of  Med.  and  Surg. 
Navy  Dept.,  Code  332 
Washington,  D.  C. 

Morgan,  T.  Addison 
Franklin,  Va. 

Morison,  R.  A. 

Johnston  Memorial  Clinic 
Abingdon,  Va. 

Morris,  John  R.,  Jr. 

400  Locust  Ave. 
Charlottesville,  Va. 

Morris,  John  S.,  Jr. 

3610  Fort  Ave. 

Lynchburg,  Va. 

Morrison,  Robert  L. 

3300  Woodbridge  Place 
LxTichburg,  Va. 

Morrison,  Samuel  S. 

120  N.  Wirt  St. 

Lessburg,  Va. 

Morrissette,  William  P. 

Midlothian,  V'a. 

Morrow,  James  K. 

Box  1172 
Radford,  Va. 

Morrow,  John  G.,  Jr. 
L'niversity  Hospital 
Charlottesville,  Va. 

Morton,  C.  B. 

Box  3231,  University  Station 
Charlottesville,  Va. 

Morton,  Helen  L. 

5011  Forest  Hill  Ave. 
Richmond,  Va. 

Morton,  Robert  A. 

746  Graydon  Ave. 

Norfolk,  Va. 

Moseley,  E.  J.,  Jr. 

1818  Park  Ave. 

Richmond,  Va. 


Moss,  James  M. 

3805  Florence  Drive 
Alexandria,  Va. 

Moss,  J.  Langdon 
5003  Grove  Ave. 

Richmond,  Va. 

Moss,  Lloyd  F. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Motley,  J.  C. 

Abingdon,  Va. 

Mott,  Howard  O. 

1015  N.  Highland  St. 

Arlington,  Va. 

Motyca,  Lawrence  J. 

1255  Hillcrest  Drive 
Harrisonburg,  V'a. 

Mourot,  Arthur  J. 

81 1 Prince  St. 

Alexandria,  Va. 

Mowry,  G.  Edward 
Wicomico,  Va. 

Mulholland,  H.  B. 

Box  1847,  li^niversity  Station 
Charlottesville,  Va. 

Mullen,  F.  N. 

412  Medical  Arts  Bldg. 
Norfolk,  Va. 

Aluller,  William  H.,  Jr. 

R.  F.  D.  3,  Box  311 
Charlottesville,  Va. 

Mulvaney,  Richard  J. 

5801  Van  Fleet  Drive 
Falls  Church,  Va. 

Mundy,  B.  Kyle 

703  Church  St. 

Lynchburg,  Va. 

Mundy,  Chas.  B. 

Dahlgren,  Va. 

Mundy,  J.  O. 

4(K)  E.  Jefferson  St. 
Charlottesville,  Va. 

Munoz,  Hernando 

Piedmont  Sanatorium 
Burkeville.  Va. 

Murgolo,  V.  John 
934  Ellsworth  Drive 
Silver  Spring,  Md. 

Murphy,  Christopher  J.,  Jr. 

804  Prince  St. 

Alexandria,  Va. 

Muiphy,  Frank  J. 

2780  S.  Randolph  St. 

.\rlington,  Va. 

Murphy,  George  H. 

Winchester  Memorial  Hospital 
Winchester,  Va. 

Murphy,  Wm.  F.,  Jr. 

748  Graydon  .\ve. 

Norfolk,  Va. 

Murray,  Henry  D. 

460  Pine  Ave. 

Waynesboro,  Va. 

Murray,  John  A.. 

106  3rd  .\ve. 

Franklin,  Va. 

Murray,  Philip  F. 

2906  West  Ave. 

Newport  News,  Va. 

Murrell,  Thos.  W. 

17  E.  Grace  St. 

Richmond,  Va. 

Murrell,  Thomas  W.,  Jr. 

17  E.  Grace  St. 

Richmond,  Va. 

Myers,  Donald  S. 

Hot  Springs,  Va. 

Naccash,  Edmund  P. 

704  N.  Glebe  Road 
.Arlington,  Va. 


Nachman,  Herman  M. 

1(X16  W.  Franklin  St. 

Richmond,  Va. 

Naff,  G.  .M. 

Box  246 
Emporia,  Va. 

Nalls,  Walter  L. 

105  N.  Alfred  St. 

Alexandria,  Va. 

Nash,  B.  W. 

Timberville,  Va. 

Natt,  Jerome 
906  Medical  Arts  Bldg. 

Roanoke,  Va. 

Neal,  E.  Berkeley 
303  Washington  .Ave.,  S.  W. 
Roanoke,  Abi. 

Neal,  E.  Forrest 
725  Masonic  Temple 
Danville,  V'a. 

Neal,  J.  J. 

734  Main  St. 

Danville,  Va. 

Neale,  Claude  L. 

3900  Seminary  Ave. 

Richmond,  Va. 

Neisser,  Herbert  H. 

129  28th  St. 

Newport  News,  Va. 

Nelms,  N.  D. 

3834  Kecoughtan  Road 
Hampton,  Va. 

Nelson,  Charles  M. 

906  W.  Franklin  St. 

Richmond,  Va. 

Nelson,  Kinloch 

M.  C.  V.  Hospital,  Box  91 
Richmond,  Va. 

Nemuth.  Harold  I. 

1810  Monument  .Ave. 

Richmond,  Va. 

Nesbitt,  I.  F. 

7320  Virginia  Ave. 

Newport  News,  A'a. 

Newcome,  James  .A. 

V.A  Ho.spital 
Roanoke.  Va. 

Newman,  Emanuel 
Vienna,  Va. 

Newman,  vSamuel  R. 

770  Main  St. 

Danville,  Vbi. 

Newman,  Sigmund 
3801  N.  Fairfax  Drive,  Suite  401 
.Arlington,  Va. 

Newman,  Walter  S.,  Jr. 

V.A  Hospital 
Fayetteville,  N.  C. 

Nicholls,  Aurelia  G. 

4450  Lake  Road,  Bay  Point 
Miami,  Fla. 

Nicholls,  J.  B. 

401  Sterlingworth  St. 

Windsor,  N.  C. 

Nicholls,  R.  B. 

750  Graydon  Ave. 

Norfolk,  Va. 

Nichols,  Dan  (.). 

Cor.  Park  and  High  Sts. 
Charlottesville,  Va. 

Nicholson,  Charles  T. 

121  N.  Washington  St. 
.Alexandria,  Va. 

Nicholson,  AI.  Roy 
3126  Columbia  Pike 
.Arlington,  Va. 

Nicholson,  William  H. 

Elkton,  Va. 

Nicklin,  Walter  S.,  Jr. 

424  Winchester  St. 

Warrenton,  Va. 
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Nicoll,  Esmond  D.  V. 

R.  F.  D.  2 
Charlottesville,  Va. 

Nielsen,  Juul  C. 

Central  State  Hospital 
Petersburg,  Va. 

Nipe.  George  M. 

National  Bank  Bldg. 
Harrisonburg,  Va. 

Nofsinger,  C.  D. 

Lewis  Gale  Hospital 
Roanoke,  Va. 

Nokes,  .John  M. 

Box  3487,  Eniversitj’  Station 
Charlottesville,  Va, 

Nold,  Ralph  J. 

1358  Emory  Place 
Norfolk,  Va. 

Nolan,  Francis  F, 

610  New  Monroe  Bldg. 
Norfolk,  Va. 

Nolting,  Margaret 
1008  W.  Grace  St. 

Richmond,  Va. 

Norment,  Robert  L. 

1007  N.  Highland  St. 
Arlington,  \'a. 

Northington,  James  L. 

Cresbard,  S.  Dak. 

Novak,  Samuel  M. 

200  N.  Columbus  St. 
Alexandria,  Va. 

Nuckols.  Cardwell  C. 

2100  Twyman  Road 
Charlottesville,  Va. 

Nuckols,  I.  M. 

126  N.  Augusta],St. 

Staunton,  Va. 

Nunnally,  Claude  A. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Nushan,  Harry 
VA  Hospital 
Salisbury,  N.  C. 

Nutter.  P.  J. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 


Oast,  Fred  F. 

507  Medical  Arts'Bldg. 
Roanoke,  Va. 

Oast.  Geo.  W. 

1050  Leckie  St. 
Portsmouth,  Va. 

Oast,  John  \V. 

712  Westover  Ave. 
Norfolk,  Va. 

Oast,  Thomas  E. 

409  Dinwiddie  St. 
Portsmouth,  Va. 
Obenschain,  John  T. 

525  W.  Main  St. 
Waynesboro,  Va. 
O’Brian,  L.  R.,  Jr. 

212  Langhorne  Road 
Lynchburg,  Va. 
O’Brien,  C.  G. 

Appomattox,  Va. 
O’Brien,  David  C. 

304  Arlington  Place 
Portsmouth,  Va. 
O’Conner,  John  J, 

1115  Lyim  Court 
Alexandria.  Va. 
Oglesby,  F.  E. 

3604  Monument  Ave. 
Richmond,  Va. 
Oglesby,  S.  E. 

1100  Church  St. 
Lynchburg,  Va. 


O'Hanlan,  J.  Treacy 
507  Mulbery  St. 

Waynesboro,  Va. 

Old,  Herbert 

Provident  Mutual  Life  Ins.,  Co. 
Market  St.  and  46th 
Philadelphia,  Pa. 

Old,  Levi,  Jr. 

L’niversity  Hospital 
Charlottesville,  Va. 

Old,  Wm.  Levi 
Oak  Hill  Farm 
London  Bridge,  Va. 

Old,  William  W.,  Ill 
714  Medical  Arts  Bldg. 

Norfolk,  Va. 

Oliver,  Keith  M. 

Purcell ville,  Va. 

O’Neal.  James  T. 

Amelia,  Va. 

Opal,  John  A. 

Occoquan.  Va. 

Oppleman.  Herman  F. 

616  W.  Grace  St. 

Richmond,  Va, 

Orlosky,  Albert  J. 

2823  N,  Pershing[^Drive 
Arlington,  Va. 

Osborne,  A.  P. 

Box  87 

Berryville.  Va. 

Osborne,  J.  D. 

115  S.  Sycamore  St. 

Petersburg,  Va. 

Otis,  Walter  J. 

628  Maison  Blanche  Bldg. 

New  Orleans,  La. 

Outland,  Chas.  L. 

407  N.  12th  St. 

Richmond,  Va. 

Overcash,  Wm.  E. 

Memorial  Hospital 
Danville,  Va. 

Overton,  Franklin  L.,  Jr. 

1550  Holland  Road 
Suffolk,  Va. 

Overton,  Thomas  P. 

3603  Grove  Ave. 

Richmond,  Va. 

Owen,  Earl  T. 

205  Courtland  Bldg. 

Lynchburg,  Va. 

Owen,  Heth,  Jr. 

1141  West  Ave. 

Richmond,  Va. 

Owen,  Victor  P. 

Box  305 
Jarratt,  Va. 

Owens,  Bervl  H. 

P.  O.  Box  198 
Rose  Hill,  Va. 

Owens,  M.  E.  B..  Jr. 

1001  W.  Franklin  St. 

Richmond,  Va. 

Owens,  Richard  S.,  Jr. 

803  Aledical  Arts^Bldg. 
Roanoke,  Va. 

Ownby,  Ralph,  Jr. 

3602  Monument  Ave. 

Richmond,  Va. 

Ozlin,  R.  L. 

South  Hill,  Va. 

Ozlin,  Wilkins  J. 

South  Hill,  Va. 

Pack,  Lawrence  M. 

939  S.  Wakefield  St. 

Arlington,  V'a. 

Packer,  Bernard  D. 

1001  W.  Franklin  St. 

Richmond,  Va. 


Padgett,  H.  C. 

920  S.  .Jefferson  St. 

Roanoke,  Va. 

Padgett.  T.  E. 

310  Edgewood  Road 
Portsmouth,  "Va. 

Page,  Maysville,  J. 

204  Medical  Arts  Bldg. 
Richmond,  Va. 

Page,  Sidney  G.,  Jr. 

2904  Rugby  Road 
Richmond,  Va. 

Paine,  Robert  E.,  Jr. 

7 Stonewall  Forest 
Salem,  Va. 

Paine.  W.  H. 

216  3rd  St.,  N.  E. 
Charlottesville,  Va. 

Painter,  Ben  T. 

Tucker  Clinic  Bldg. 
Williamsburg,  Va. 

Painter,  Thomas  E. 

St.  Albans  Sanatorium 
Radford,  Va. 

Painter,  Wm.  G.,  Jr. 

Mt.  Sidney,  Va. 

Palmer,  Alfred  M. 

1008  N.  Highland  St. 
Arlington,  Va. 

Palmer,  Edwin  J. 

1102  S.  Jefferson  St. 
Roanoke,  Va. 

Palmer,  Richard  E. 

.\lexandria  Hospital 
Alexandria,  Va. 

Pariser,  Harry 
708  ^ledical  Arts  Bldg. 
Norfolk,  Va. 

Park,  Herbert  W. 

Box  47,  M.  C.  Va. 
Richmond.  Va. 

Parker.  Carl  P.,  Jr. 

1073  W.  Broad  St. 

Falls  Church,  Va. 

Parker,  Donal  S. 

7320  Virginia  Ave. 

Warwick,  Va. 

Parker,  Gerald  C. 

Savoy  Plaza 

59th  St.  and  5th  Ave. 

New  York,  N.  Y. 

Parker, J.  R. 

Providence  Forge,  Va. 
Parker.  Joseph  C. 

1001  W.  Franklin  St. 
Richmond,  Va. 

Parker,  Paul  J. 

Hampton,  Va. 

Parker,  Rea,  Jr. 

Box  66,  Smithfield,  Va. 
Parker,  W.  H. 

3800  Kecoughtan  Road 
Hampton,  Va. 

Parks,  R.  G. 

Temperanceville,  Va. 

Parks,  William  R. 

3587  Parkwood  Drive,  S.  W. 
Roanoke,  Va. 

Parrish.  B.  L. 

808  Wainwright  Bldg. 
Norfolk,  Va. 

Parrish,  James 
322  King  St. 

Portsmouth,  Va. 

Parsel,  W.  G. 

808  Park  Ave. 

Norton,  Va. 

Parson,  Andrew  D. 

Richlands,  Va. 
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Parson,  W illiam 
University  Hospital 
Charlottesville,  Va. 

Parsons,  P.  B. 

1308  Manteo  St. 

Norfolk,  Va. 

Pascoe,  Sam  Chapman 
2(X)6  Bradford  Drive 
Annandale,  Va. 

Pastore,  P.  N. 

5503  Riverside  Drive 
Richmond,  Va. 

Patterson,  Charles  H. 

707  Allied  Arts  Bldg. 
L>Tichburg,  Va. 

Patterson,  John  L.,  Jr. 

Medical  College  of  Virginia 
Richmond,  V^a. 

Patterson,  W'm.  M. 

3907  Chamberlayne  Ave. 
Richmond,  Va. 

Patteson,  T.  E. 

Ransons,  Va. 

Payne,  Boyd  H. 

Professional  Bldg. 

Staunton,  V’a. 

Payne,  P'rancis  R.,  Jr. 

722  S.  Adams  St. 

Petersburg,  Va. 

Payne,  John  A.,  Ill 
Sunbury,  N.  C. 

Payne,  Kenneth  N. 

Pine  Camp  Hospital 
Richmond,  Va. 

Payne,  Nelson  Saunders 
1509  Condor  Ave. 

Bel  Air,  Norfolk,  V’a. 

Payne,  Robert  L. 

^5  ^ledical  Arts  Bldg. 
Norfolk,  Va. 

Payne,  Robert  L.,  Jr. 

^5  Medical  .4rts  Bldg. 
Norfolk,  Va. 

Pavne,  S.  O’Brien 
320  Wolfe  St. 

Fredericksburg,  Va. 

Payne,  Thomas  B. 

Fredericksburg,  Va. 

Payne,  W'ade  C. 

Haymarket,  Va. 

Pavne,  W’averlv  R. 

9^1  29th  St. 

Newport  News,  Va. 

Peabody,  Carroll  A. 

Petersburg  General  Ho.spital 
Petersburg,  Va. 

Peace,  George  E. 

1043  Church  St. 

Norfolk,  Va. 

Pearce,  Carney  C.,  Jr. 

Box  166 

Petersburg,  Va. 

Pearce,  Leroy  S. 

Dept.  Pathology,  VA  Hospital 
Richmond,  Va. 

Pearlman,  Edwin 
1231  Brandon  Ave. 

Norfolk,  Va. 

Pearson,  Charles  G. 

Blue  Ridge  Sanatorium 
Charlottesville,  Va. 

Pearson,  Harris  P. 

2902  Oak  Crest  Ave. 

Greenland  Hills, 

Roanoke,  Va. 

Pearson,  Paul  C. 

Warsaw,  Va. 

Peerless,  Julius 
2121  Little  Creek  Road 
Norfolk,  Va. 


Peery,  James  M. 

Richlands,  Va. 

Peirce,  C.  T. 

Nuttsville,  Va. 

Peirce,  Robert  T.,  Jr. 

310  Masonic  Temple  Bldg. 
Newport  News,  Va. 
Pembleton,  W'.  E. 

1200  E.  Broad  St. 
Richmond,  Va. 

Penn,  Thomas  J. 

Grundy  Hospital 
Grundy,  Va. 

Pennington,  Margaret  A. 

Buckingham,  Va. 
Pennington,  William  Alton 
Buckingham,  Va. 

Peple,  W’.  Lowndes,  Jr. 

810  W’.  Franklin  St. 
Richmond,  Va. 

Pepple,  A.  W^ 

701  Professional  Bldg. 
Richmond,  Va. 

Perdue,  Jean  J. 

541  Lincoln  Road 
Miami  Beach  .39,  Fla. 
Perkins,  E.  W’. 

Medical  Arts  Bldg. 
Richmond,  Va. 

Berlin,  Louis 
4304  Grove  Ave. 
Richmond,  Va. 

Perry,  Wm.  J. 

1608  N.  Frost  St. 
.\lexandria,  Va. 

Person,  R. 

Lewis  Gale  Hospital 
Roanoke,  Va. 

Peterson,  Charles'H. 

603  Medical  Arts  Bldg. 
Roanoke,  Va. 

Pettis,  James  B. 

Drawer  1080 
Staunton,  Va. 

Phillips,  Benj.  F. 

Triangle,  Va. 

Phillips,  B.  L. 

1707  Rawlings  St. 
Richmond,  Va. 

Phillips,  Joseph  F. 

Chase  City,  Va. 

Phillips,  Joseph  T. 

Norton,  Va. 

Phillips,  Robert  M. 

Chester,  Va. 

Phipps,  Glenn  W^. 

207  Medical  Art.s'Bldg. 
Petersburg,  Va. 

Phipps,  W.  AI. 

State  Planters  Bank  Bldg. 
Hopewell,  Va. 

Phlegar,  D.  S. 

Blacksburg,  Va. 

Phlegar,  O.  K. 

711  Virginia  Ave. 
Bluefield,  Va. 

Picot,  Harrison 
804  Prince  St. 

Alexandria,  Va. 

Pifer,  Herman  1. 

132  N.  Braddock_St. 
Winchester.  Va. 

Pile,  W’endell  J. 

401  W'arwick  Road 
W^arwick,  Va. 

Pinkney  M.  Morris 
200  Virginia  Ave. 
Richmond,  Va. 

Pirkle,  Carl  I. 

U.  S.  Penitentiary 
Atlanta,  Ga. 


Pisano,  J.  E. 

Bro(  kneal,  Va. 

Pitt,  Cullen 

27  W.  Lock  Lane,  Apt.  2 
Richmond,  Va. 

Platt,  Joseph  L. 

301  Rivermont  .\ve. 
Lynchburg,  Va. 

Pleasants,  .Alfred  W.,  Jr. 

11  S.  Jefferson  St. 
Lexington,  Va. 

Plotnick,  Barney 
2110  Venable  St. 
Richmond,  Va. 

Plummer,  Kemp 
105  N.  Alfred  St. 
Alexandria,  Va. 

Plyler,  Marion  T. 

Whaleyville,  Va. 
Podolnick,  Nelson 
255  W.  Broad  St. 

Falls  Church,  Va. 

Poe,  W’m.  D. 

1603  Franklin  Road,[S.  W'. 
Roanoke,  Va. 

Poindexter,  F.  W. 

Medical  Arts  Bldg. 
Newport  News,  Va. 
Poindexter,  Wi  O. 

Medical  Arts  Bldg. 
Newport  News,  V’a. 

Pole,  Frank  N. 

Stuart  Circle  Hospital 
Richmond,  V’a. 

Polk,  S.  J. 

Lebanon,  Va. 

Pollack,  David 
3003  W.  Cary  St. 
Richmond,  Va. 

Pope,  S.  Byron,  Jr. 

3329  Chesapeake  Blvd. 
Norfolk,  Va. 

Pope,  Thomas  B. 

43  S.  Market  St. 
Petersburg,  Va. 

Pope,  Wm.  B.,  Jr. 

902  Sterling  Point  Drive 
Portsmouth,  Va. 

Porro,  Francis  W. 

St.  Mary’s  Hospit.al 
Evansville,  Ind. 

Porter,  H.  A. 

Pocahontas,  Va. 

Porter,  J.  J. 

-Appalachia,  Va. 

Porter,  Reno  R. 

1200  E.  Broad  St. 
Richmond,  Va. 

Porter,  W’alter  A. 

Hillsville,  Va. 

Porter,  W’.  Arthur 
400  Wainwright  Bldg. 
Norfolk,  Va. 

Porter,  W’illiam  B. 

M.  C.  V.  Hospital 
Richmond,  Va. 

Porter,  Wm.  O. 

1101  Orange  .Ave.,  N.  W’. 
Roanoke,  Va. 

Potter,  R.  C. 

Marion,  Va. 

Powel,  Charles  C. 

209  Professional  Bldg. 
Harrisonburg,  Va. 

Powell,  A.  E. 

Madison,  Va. 

Powell,  Algerd 
70-34  57  Drive 
Maspeth,  L.  I.,  N.  Y. 
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Powell.  James  H. 

9 Marshall  St. 

Petersburg.  Va. 

Powell.  John  \V. 

6407  Three  Chopt  Road 
Richmond.  Va. 

Powell.  L.  O. 

Seaford.  Va. 

Powell.  Roy  R. 

3315  C’ounty  St. 

Portsmouth,  Va. 

Powell.  Stanley  H. 

. 13  Alton  Parkway 
Portsmouth.  Va. 

Powell.  Unity  M. 

124  X.  Lexington  St. 
Covington.  Va. 

Powers.  Paxton  P. 

32  X.  Xew  St. 

Staunton.  Va. 

Pratt.  Daniel  \V. 

130th  Sta  Hospital. 

APO  403.  X.  Y. 

Pratt.  F.  C. 

Chatham  Heights 
Fredericksburg.  Va. 

Preston.  H.  G. 

307  Professional  Bldg. 
Harrisonburg.  Va. 

Preston.  John  F..  Jr. 

1019  Avalon  Blvd. 
Wilmington.  Calif. 

Pretlow.  William  R. 

Box  297 

Warrenton,  Va. 

Price.  Henkel  M. 

Martinsville  General  Hospital 
Martinsville.  Va. 

Price.  Homer  H. 

21  Starling  Ave. 

Martinsville,  Va. 

Price,  Ralph 
5414  Jefferson  Ave. 

Warwick,  Va. 

Price,  Comdr.  R.  H. 

MC,  USXR.  VA  Hospital 
Wilmington.  Del. 

Price,  Weldon  A. 

13th  and  X.  Hudson  Sts. 
Arlington,  Va. 

Prichard.  W.  I. 

Lynchburg  State  Colony 
Colony.  Va. 

Prince,  John  S. 

412  Ingleside  Ave. 

Emporia.  Va. 

Prince,  Wm.  D. 

Stony  Creek,  Va. 

Pritchett.  Drake 
132  Watson  St. 

Danville.  Va. 

Pritchett.  Harry  W. 

644  Main  St. 

Danville,  Va. 

Proffitt.  John  A. 

P.  O.  Box  7S0 
Xorfolk,  Va. 

Prominski.  John  E. 

115  Hillwood  Ave. 

Falls  Church,  Va. 

Provenzano,  Joseph 
Box  175 
.\nnandale,  Va. 

Psimas.  James  X. 

403  Rodman  .\ve. 

Portsmouth,  Va. 

Pugh.  Wm.  T. 

620  Court  St. 

Lynchburg,  Va. 
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Puryear.  Wm.  G. 

515  Broad  St. 

South  Boston.  Va. 
Putney,  Chas.  W. 

21  X.  Market  St. 
Staunton.  Va. 
Puzak.  Michael  A. 

2.30  X.  Highland  St. 
.\rlington.  Va. 


Qucintance.  Rupert  W.,  Jr. 
101  E.  Culpeper  St. 
Culpeper.  Va. 

Quillen.  V.  W. 

Xickelsville,  Va. 


Ragland.  Stuart,  Jr. 

4 S.  Wilton  Road 
Richmond.  Va. 

Ramsey.  Oscar.  Jr. 

Madison  Heights.  Va. 
Randolph.  Bruce  L. 

923  W.  Franklin  St. 
Richmond.  Va. 

Randolph.  H.  Ward 
4600  Monument  Ave. 
Richmond,  Va. 
Ransmeier.  John  C. 

Medical  Librarv. 
Alexandria  Hospital 
Alexandria.  Va. 

Ransone,  J.  T. 

2904  West  Ave. 

Xewport  Xews.  Va. 
Ratliff.  John  M. 

209  Anne  Burras  Lane 
Warwick.  Va. 

Rawles,  B.  W. 

2306  Monument  Ave. 
Richmond.  Va. 

Rawles,  B'njamin  W..  Jr. 
2306  Monument  Ave. 
Richmond,  Va. 

Rawls.  Charles  H. 
Lakeview  Clinic 
Suffolk.  Va. 

Rawls.  D.  L. 

112  S.  Broad  St. 

Suffolk.  Va. 

Rawls.  Harvev  P. 

400  W.  Uth'St. 

Xorfolk.  Va. 

Rawls.  J.  E..  Jr. 

707  Gittings  St. 

Suffolk.  Va. 

Rawls.  Joel  C. 

Franklin.  Va. 

Rawson.  Arnold  J. 

Xorfolk  General  Hospital 
Xorfolk.  Va. 

Ray.  A.  C.,  Jr. 

Box  7. 

Ashland,  Va. 

Ray.  Edward  S. 

Route  10.  Box  152 
Richmond.  Va. 

Raymond,  Bernard  H. 

7452  Tidewater  Drive 
Xorfolk.  Va. 

Rea,  Montie  L. 

Charlottesville,  Va. 
Read.  John  L. 

2017  W.  Beauregard 
San  Angelo,  Texas 
Read,  William  A. 

95  29th  St. 

Xewport  Xews,  Va. 
Recinos,  .\drian.  Jr. 

209  Creswell  Drive 
Falls  Church,  Va. 


Rector.  George  H.  M. 

5113  Colley  Ave. 

Xorfolk.  Va. 

Reed,  John  H. 

1000  W.  Grace  St. 

Richmond,  Va. 

Reed.  Richard  C. 

220  Talbot  Hall  Road 
X’orfolk.  Va. 

Reed,  Wellford  C. 

604  X.  Blvd. 

Richmond,  Va. 

Reese,  Emmett  F.,  Jr. 

Courtland.  Va. 

Reese,  Emmett  Francis,  III 
Courtland,  Va. 

Reese.  George  H. 

Rt.  3.  Box  21 
Petersburg,  Va. 

Regan,  William  W. 

807  W.  Franklin  St. 

Richmond,  Va. 

Rein.  Walter  J. 

203  Professional  Bldg. 

Richmond.  Va. 

Renick,  Fred  T. 

Shackelford  Bldg. 

Martinsville.  Va. 

Repass.  Robert  A. 

Route  8.  Box  635-A 
Richmond,  Va. 

Respess.  James  C. 

University  Hospital 
Charlottesville.  Va. 

Revercomb,  W.  McM. 

Clifton  Forge,  Va. 

Reynolds,  Arthur  McK. 

217  Academy  St. 

Berryville,  Va. 

Reynolds.  George  A. 

Bowling  Green,  Va. 

Reynolds.  R.  M. 

181-A  View  Ave. 

Xorfolk.  Va. 

G.  G.  Rhudy 
405  Medical  Arts  Bldg. 

Roanoke,  Va. 

Rice.  Carol  M. 

Sweet  Briar  College 
Sweet  Briar.  Va. 

Rice,  Marion  L..  Jr. 

1016  W.  Franklin  St. 

Richmond.  Va. 

Richard.  D.  J. 

Ill  X.  Alfred  St. 

Alexandria.  Va. 

Richards,  Lewis  G. 

Good  View,  Va. 

Richards.  Ashby  T. 

706  Duke  St. 

Alexandria.  Va. 

Richards.  Lewis  G.,  Jr. 

Route  4,  Inglewood  Road 
LjTichburg,  Va. 

Richards.  Charles  X.,  Jr. 

501  E.  Franklin  St. 

Richmond,  Va. 

Richards,  Milton  C. 

3403  Gloucester  Road 
Richmond,  Va. 

Robert.  D.  Richards 
Hailwood,  Va. 

Richardson,  A.  S. 

Grundy,  Va. 

Richardson.  E.  H. 

9 E.  Chase  St. 

Baltimore.  Md. 

Richardson.  Emmett  V. 

Marion,  Va. 
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Richardson,  Guy  C. 

State  and  Moore  Sts. 
Bristol,  Va. 

Richardson,  Herman  M. 

Midlothian,  Va. 
Richardson,  James  S. 

Grimdy,  Va. 

Richman,  Louis  J. 

Box  537 

Newport  News,  Va. 
Rickard,  William  G. 

Luray,  Va. 

Rida,  Y.  S. 

Community  Hospital 
Norton,  Va. 

Riddel,  Clifford  T.,  Jr. 

Bridgewater,  Va. 
Redgway,  Duvahl  B. 

920  S.  Jefferson  St. 
Roanoke,  Va. 

Riese,  Hertha  R.  T. 
Francis  Road 
Glenn  Allen,  Va. 

Riese,  Walther 
Francis  Road 
Glen  Allen,  Va. 

Rifkin,  Irwin 
2704  Monument  Ave. 
Richmond,  Va. 

Rigsbee,  Albert  V. 

6712  N.  33rd  St. 

Falls  Church,  Va. 

Riley,  Chester  L. 

212  W.  Boscaw’en  St. 
Winchester,  Va. 

Riley,  Harold  L.,  Jr. 
Medical  Bldg. 
Lynchburg,  Va. 

Ringler,  John  G. 

302  N.  Battle  St. 
Manassas,  Va. 

Ripley,  Louis  P. 

1240  Third  St.,  S.  W. 
Roanoke,  Va. 

Risher,  John  C. 

811  Church  St. 
Lynchburg,  Va. 

Rivers,  S.  H. 

Abingdon  Road 
Bristol,  Va. 

Rixey,  William  W. 

Mathews,  Va. 

Roark,  John  W. 

312  S.  Washington  St. 
Alexandria,  Va. 

Roberts,  Ernest  S. 

61  Hampton  Roads  Ave. 
Hampton,  Va. 

Roberts,  J.  H. 

103  Fourth  Ave.,  N.  W. 
Roanoke,  Va. 

Roberts,  Lucien  W.,  Jr. 
1523  Wilborn  Ave. 

South  Boston,  Va. 
Robertson,  A.  F. 

Staunton,  Va. 
Robertson,  Charles  W. 
Medical  Clinic 
Stafford  C.  H.,  Va. 
Robertson,  Churchill 
Medical  Arts  Bldg. 
Roanoke,  Va. 

Robertson,  Edw’ard  B. 

703  Main  St. 

Danville,  Va. 

Robertson,  Elmer  S. 

617  W.  Grace  St. 
Richmond,  Va. 
Robertson,  H.  McG. 

418  High  St. 

Warrenton,  Va. 


Robertson,  John  W. 

Onancock,  Va. 

Robertson,  W.  C.,  Jr. 

310  Professional  Bldg. 
Portsmouth,  Va. 

Robeson,  Ella  T. 

Box  245 

Hilton  Village,  Va. 

Robinett,  Paul  W. 

602  Professional  Bldg. 
Portsmouth,  Va. 

Robins,  Chas.  R.,  Jr. 

611  Lee  Medical  Bldg. 

Richmond,  Va. 

Robins,  Spotswood 
1805  Monument  Ave. 

Richmond,  Va. 

Robinson,  Dennis  H. 

Bedford,  Va. 

Robinson,  J.  A. 

Richlands,  Va. 

Rodrigeuz,  C. 

180  W.  Ocean  View'  Ave. 

Norfolk,  Va. 

Rogers,  Henry  M.,  Jr. 

510  Connecticut  Ave. 

Norfolk,  Va. 

Rogers,  James  McL. 

Glade  Spring,  Va. 

Rogers,  J.  M. 

R.  F.  D.  1 
Hamilton,  Va. 

Rogers,  William  H. 

Lakeview  Hospital 
Suffolk,  Va. 

Rogers,  W.  R. 

Bristol,  Va. 

Romaine,  Charles  N.,  IV" 

1001  W.  Franklin  St. 

Richmond,  Va. 

Romaine,  Mason 
29  S.  Market  St. 

Petersburg,  Va. 

Romness,  Joseph  0. 

3801  N.  Fairfax  Drive 
Arlington,  Va. 

Rook,  Frederick  W. 

S.  25th  and  Army-Navy  Drive 
Arlington,  Va. 

Rosanelli,  E.  George 
932  W.  Franklin  St. 

Richmond,  Va. 

Rosanelli,  Peter 
932  W.  Franklin  St. 

Richmond,  Va. 

Rose,  John  B.,  Jr. 

2.301  Fall  Hill  Ave. 
Fredericksl)urg,  Va. 

Rose,  Joseph  N. 

Scott  Co.  Health  Dept. 

Gate  City,  Va. 

Rose,  Leslie  W.,  Jr. 

804  Maple  Ave. 

Richmond,  Va. 

Rosenbaum,  George  R. 

1214-A  Quarrier  St. 

Charleston,  W.  Va. 

Rosenbaum,  Sidney 

1360  Hospital,  Orlando  Air  Base 
Orlando,  Fla. 

Rosenberg,  Maurice  S. 

Waverly,  Va. 

Rosenthal.  John  L. 

135  W.  Belvedere  Road 
Norfolk,  Va. 

Rosenthal,  Macey  H. 

1112  Church  St. 

Lynchburg,  Va. 

Rosenthal,  S.  H. 

1112  Church  St. 

Lynchburg,  Va. 


Rounds,  Robert  A. 

478  Leesburg  Pike 
Falls  Church,  Va. 

Row,  George  S. 

Bridgewater,  V"a. 

Rowell,  Frank  E. 

7700  Favuer  Ave. 

Norfolk,  Va. 

Roye,  W.  E. 

3226  Patterson  Ave. 

Richmond,  Va. 

Royer,  Thomas  C. 

2742  Azalea  Garden  Road 
Norfolk,  Va. 

Royster,  Henry  P. 

1200  E.  Broad  St. 

Richmond,  Va. 

Rucker,  Douglas  P. 

2913  Park  Ave. 

Richmond,  V"a. 

Rucker,  Edwin  M. 

2913  Park  Ave. 

Richmond,  Va. 

Rucker,  H.  Cowles 
Mattoax,  Va. 

Rucker,  J.  E. 

3205  Pineland  Road 
Roanoke,  Va. 

Rucker,  S.  L.,  Jr. 

Moneta,  Va. 

Rucker,  Wm.  V. 

Bedford,  Va. 

Russo,  A.  J. 

339  High  St. 

Portsmouth,  Va. 

Rutherford,  Robert  T.,  Jr. 

207  Doniphan  Bldg. 

Alexandria,  Va. 

Ryan,  John  E. 

3801  Fairfax  Drive,  Suite  302 
Arlington,  Va. 

Rydeen,  John  0. 

1204  Colonial  Ave. 

Norfolk,  Va. 

Sackett,  Charles  H. 

719  Church  St. 

Lynchburg,  Va. 

Sadler,  William  A. 

Mathews,  Va. 

Sager,  William  L. 

753  Main  St. 

Danville,  Va. 

St.  Clair,  Wade  H. 

Box  660 

Bluefield,  W.  Va. 

St.  George,  J.  R. 

Portsmouth  Medical  Bldg. 
Portsmouth,  Va. 

Salasky,  Milton 
Wainwright  Bldg. 

Norfolk,  Va. 

Salazar,  Angel  E. 

Box  16,  Route  50 
Chantilly,  Va. 

Saliba,  Constantin 
Box  14 

Williamsburg,  Va. 

Salley,  W.  Callier 
712  Botetourt  St. 

Norfolk,  Va. 

Salzberg,  Arnold  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Sampson,  R.  B.,  Jr. 

Purcell ville,  Va. 

Sanders,  U.  O. 

Grundy,  Va. 

Sandusky,  Wm.  R. 

University  of  Virginia  Hospital 
Charlottesville,  Va. 
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Sanger.  \Vm.  T. 

Medical  College  of  Virginia 
Richmond.  Va. 

Santos.  Xeto.  Juao  G.  dos 
Hunton  Hall.  Room  602 
Medical  College  of  Virginia 
Richmond.  Va. 

Santurian.  Maurice 
Pound,  Va. 

Saimders,  A.  M. 

706  Wainwright  Bldg. 

Norfolk,  Va. 

Saunders.  John  R. 

1378  Rivermont  Ave. 

L>-nchburg,  Va. 

.''aunders.  John  R. 

Box  1514 
Richmond,  ^’a. 

Saunders.  S.  G. 

817  14th  St. 

\Va>'nesboro.  Va. 

Saunders.  Thos.  A. 

Box  815 

South  Hill.  Va. 

Saunders.  Wade  H. 

606  Medical  Arts  Bldg. 

Roanoke.  Va. 

Savage.  Charles  L. 
c/o  E.  I.  Du  Pont  de  Nemoui-s  <k 
Co. 

Watmesboro,  Va. 

.Savage.  M.  B. 

1204  Colonial  Ave. 

Norfolk.  Va. 

.Sawyer,  Walter  W.,  Jr. 

V.\  Hosp. 

Richmond,  Va. 

Saylor.  Clyde  L. 

State-Planters  Bank*Bldg. 
Hopewell.  Va. 

.Sayre.  J.  Warren 
332  Pear  Ave. 

Hampton,  Va. 

Schafer,  W.  Lewis.  Capt. 

MC,  X’SNR.  P.  0.  Box  4188 
Alexandria,  Va. 

Schechner,  Joseph 
6023  Chesapeake  Blvd. 

Norfolk,  Va. 

Schelin.  Eric  C. 

816  W.  Franklin  St. 

Richmond.  Va. 

Scherer,  John  H. 

820  W.  Franklin  St. 

Richmond.  Va. 

Schewe.  Wm.  J. 

1100  N.  Vernon  .St. 

Arlington.  Va. 

Schiffert.  Charles  W. 

P.  O.  Box  567 
Craigsville,  Va. 

Schlanger,  M.  R. 

80  Afton  Parkway 
Portsmouth,  Va. 

Schmidt,  William  F. 

Doctors  Bldg. 

Norton,  Va. 

Schneider.  Charles  F. 

127  Kentucky  Blvd. 

Hazard,  Ky. 

Schoenfeld.  J.  M. 

216  Kresge  Bldg. 

Norfolk.  Va. 

.Schultz,  Robert  G. 

503-5  The  National  BankfBldg. 
Harrisonburg,  Va. 

.Schurter,  Bettye  S.  C. 

Route  4,  Coimtry  Club  Lane 
Galax,  Va. 

Schurter.  Lonis  L. 

Galax,  Va. 


.Schwartz,  Raymond 
1301  N.  Highland  St. 

Arlington.  Va. 

Schweiger,  Ernst 
2486  Airline  Blvd. 

Portsmouth,  Va. 

.Scott.  Charles  W. 

Piedmont  Sanatorium 
Burkeville,  Va. 

Scott.  D.  P. 

725  Church  St. 

L^mchburg.  Va. 

Scott.  David  W..  Jr. 

1101  Caroline  St. 

Fredericksburg.  Va. 

Scott.  Ernest  G. 

311  Yoimg  Bldg. 

L\Tichburg.  Va. 

Scott,  J.  P. 

910  2nd  National  Bank  Bldg. 
Ashland.  Ky. 

.Scott,  T.  G. 

St.  Anthony’s  Hospital 
Amarillo,  Texas 
Scotti,  Thomas  M. 

I'niv.  Miami  Sch.  of  Med.,  Dept 
of  Path. 

Coral  Gales,  Fla. 

Sease,  C.  I. 

505  Professional  Bldg. 

Richmond.  Va. 

Sease,  Cyril  L.  Jr. 

602  The  National  Bank  Bldg. 
Harrisonburg.  Va. 

Sease.  Robert  H. 

■ ‘206  National  Bank  Bldg. 

Harrisonburg,  Va. 

Selden.  Stuart  W. 

Kents  Store,  Va. 

Seldes.  Aaron 
118  W.  Grace  St. 

Richmond.  Va. 

Sellers.  John  G. 

413  Medical  .\rts  Bldg. 

Norfolk,  Va. 

Sellers.  William  P. 

Ill  Oak  Grove  Road 
Norfolk.  Va. 

Setzler,  G.  B. 

Pennington  Gap,  Va. 

Seward.  Blanton  P. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Shafer.  June  Carol 
3801  N.  Fairfax  Drive,  Suite  505 
Arlington,  Va. 

Shafer.  William  H. 

25  W.  Boscawen  St. 

Winchester,  Va. 

Shaffer,  J.  Scott 
Abingdon,  Va. 

Shamburger,  L.  L. 

4502  Seminary  Ave. 

Richmond,  Va. 

Shanholtz.  Mack  1. 

State  Office  Bldg. 

Richmond.  Va. 

Shapiro.  Andrew  D. 

1201  Third  St.,  S.  W. 

Roanoke,  Va. 

Shapiro.  Jerome 
912  W.  Franklin  St. 

Richmond,  Va. 

Shaver.  J.  S. 

Franklin  Clinic 
Elizabethton,  Term. 

Shawkey,  George  A. 

207  Beauregard  Ave. 

Charleston,  W.  Va. 

Shawver,  John  W. 

Tazewell,  Va. 


Sheehy.  Stephen  J. 

8‘24  S.  Arlington  Mill  Drive 
Arlington,  Va. 

Sheffey.  Chas.  P.  M. 

.3908  Handy  St. 

Lynchburg,  Va. 

Shelley.  Henrik 
Chincoteague  Island,  Va. 

Shelley.  Ronald  N. 

Doctors  Bldg. 

Norton.  Va. 

Shelton.  Aubrey  L. 

149  Ridgley  Road 
Norfolk.  Va. 

Shelton,  O.  N. 

VA  Hospital 
Kerrville,  Texas 
Shelton.  R.  M.,  Jr. 

1207  Taylor  .\ve. 

Richmond,  Va. 

Shelton.  Turner  S. 

.3018  Semmes  .\ve. 

Richmond,  Va. 

Shelton.  William  .\. 

Box  237 
Boydton,  Va. 

Shepherd.  E.  Bowie 
‘206  Professional  Bldg. 

Richmond.  Va. 

Shepherd,  W. 

206  W.  Grace  St. 

Richmond,  Va. 

Sheppard.  L.  B. 

^ledical  .\rts  Bldg. 

Richmond,  Va. 

Sheppe,  William  M.,  Jr. 

University  Hospital 
Charlottesville.  Va. 

Sherman,  Claude  P. 

21  Starling  Ave. 

Martinsville.  Va. 

Sherman,  Elizabeth 
Box  141 

Front  Royal,  Va. 

Sherrill,  Carohm 
Mai  ion,  Va. 

Sherrill.  M.  F. 

216  Selden  Road 
Warwick,  Va. 

Shield,  James  A. 

“Pevensey”.  Westham  Sta.  Road 
Richmond,  Va. 

Shields,  Randolph  T.,  Jr. 

Industrial  Loan  Bldg. 

Staimton.  Va. 

Shinn,  H.  L. 

P.  O.  Box  '266 
Mathews,  Va. 

Shipp.  George  O. 

1318  Pleasure  House  Road 
Bayside.  Va. 

Shipp,  J.  B. 

612  Massachusetts  Ave. 

Norfolk.  Va. 

Shockley,  Elmer  N. 

Bassetts,  Va. 

Short.  N.  H. 

Norton.  Va. 

Shot  ton,  Donald 
719  Church  St. 

Lj-nchburg,  Va. 

Shouse.  Samuel  S. 

661  Maxwelton  Court 
Lexington,  Ky. 

Showalter,  A.  M. 

Christiansburg,  Va. 

Showalter,  H.  B. 

Kenbridge,  Va. 

Showalter,  J.  T. 

Christiansburg,  Va. 
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Shreve,  Robert  D. 

Broad  St. 

Altavista,  Va. 

Shrum,  Robert  C. 

801  E.  High  St. 
Charlottesville,  Va. 

Shuler,  B.  C. 

Shenandoah,  Va. 

Shull.  E.  C. 

Herndon,  Va. 

Shull,  Gordon  E. 

508  \V.  Main  St. 
Appalachia,  Va. 

Sibley,  \Vm.  Langley 
Lewis  Gale  Hospital 
Roanoke,  Va. 

Sieber,  Homer  A. 

920  S.  Jefferson  St. 
Roanoke,  Va. 

Siegel,  Edward  V. 

3015  West  Ave. 

Newport  News,  Va. 
Siersema,  R.  C. 

401  W.  Grace  St. 
Richmond,  Va. 

Sikes,  E.  L. 

Povmd,  Va. 

Silver,  Sam. 

1(X)1  W.  Franklin  St. 
Richmond,  Va. 

Silverman,  Herbert  R. 

156  W.  Main  St. 

Danville.  Va. 

Simmons,  Eldridge  C. 

U.  S.  Army  Hospital 
Ft.  Gordon,  Ga. 

Simms,  Reuben  F. 

West  Ave.,  at  Harrison  St. 
Richmond,  Va. 

Simpson,  George  W. 

1124  Chesapeake  Ave.,  S. 
Norfolk,  Va. 

Simpson,  W.  A. 

Wainwright  Bldg. 

Norfolk,  Va. 

Sims,  Arthur  1. 

3215  Columbia  Pike 
Arlington,  Va. 

Sims,  John  .A. 

211  N.  Washington  St. 
Alexandria,  Va. 

Sinclair,  Cecil  L. 

Riverside  Hospital 
Newport  News,  Va. 
Sinclair,  J.  W. 

Box  238 
Warrenton,  Va. 

Sisson,  Harold  E. 

Warsaw,  Va. 

Skaggs,  G.  W. 

Dublin,  Va. 

Slate,  Herman  1. 

3260  Wilson  Blvd. 
Arlington,  Va. 

Sloan,  William  S. 

416  Medical  Arts  Bldg. 
Petersburg,  Va. 

Smallwood,  Harvey  D. 

St.  Anne  Road 
Meadowbrook  Heights 
Charlottesville,  Va. 

Smart,  Frank  P. 

704  Wainwright  Bldg. 
Norfolk,  Va. 

Smedal,  Sigmund  H. 

.367  Bartley 
Mansfield,  Ohio 
Smeltzer,  H.  W. 

Greendale,  Va. 

Smiley,  Russell 
Salem,  Va. 


Smith,  Alfred  L. 

207  Professional  Bldg. 
Richmond,  Va. 

Smith,  Arthur  M.,  Jr. 

Box  1008 

Charlottesville,  Va. 
Smith,  Catherine  W.  R. 

488  Walden  Road,  N.  E. 
Abingdon,  Va. 

Smith,  C.  C.,  Jr. 

504  Medical  Art.s[Bldg. 
Norfolk,  Va. 

Smith,  Charles  D. 

618  Carlton  Terrace  Apts. 
Roanoke,  Va. 

Smith.  David  E. 

University  Hospital 
Charlottesville,  Va. 
Smith,  Edward  Barney 

220  Rosser  Ave. 
Waynesboro,  Va. 

Smith,  Edwin  1. 

1326  Brunswick  Ave. 
Norfolk,  Va. 

Smith,  George  H. 

114  W.  Boscawen  St. 
Winchester,  Va. 

Smith,  George  R.,  Jr. 

Shawsville,  Va. 

Smith,  Harry  L.,  Jr. 

308  E.  Market  St. 
Charlottesville,  Va. 
Smith,  Henry  C. 

Burkeville,  Va. 

Smith,  James  H. 

Christiansburg,  Va. 
Smith,  James  W. 

Hayes,  Va. 

Smith,  John  E. 

207  W.  Nine  Mile  Road 
Highland  Springs,  Va. 
Smith,  ,J.  W.  R. 

840  St.  Clair  Ave. 
Charlottesville,  V'a. 
Smith,  Joseph  H. 

308  Beech  St. 

Farmville,  Va. 

Smith,  Leroy 

1805  Monument  Ave. 
Richmond,  Va. 

Smith,  H.  McKelden 
118  W.  Frederick  St. 
Staunton,  Va. 

Smith,  Mason 
20.35  Monument  .Ave. 
Richmond,  Va. 

Smith,  Maynard  P. 

206  Professional  Bldg. 
Richmond,  Va. 

Smith,  Nelson  M. 

134  S.  Sycamore  St. 
Petersburg,  Va. 

Smith,  O.  O.,  Jr. 

221  W.  Main  St. 

Marion,  Va. 

Smith,  Philip  S. 

.Abingdon,  Va. 

Smith,  Richard  H.,  Jr. 

304  National  Bank  Bldg. 
Harrisonburg,  V^a. 

Smith,  Richard  O. 

P.  O.  Box  272 
Pulaski,  Va. 

Smith,  Robert  J. 

Toano.  Va. 

Smith,  Russell 
Piney  River,  Va. 

Smith,  Thomas  E. 

Hayes,  Va. 

Smith,  Willard  P. 

Hampton,  Va. 


Smith.  W.  Edward 
Box  387 
Farmville,  Va. 

Smoot.  J.  L. 

1200  Prince  Edward  St. 
Fredericksburg.  V'a. 

Snarr,  George  G. 

20  S.  Braddock  St. 
Winchester,  Va. 

Snead,  Geoi-ge  C. 

Derby,  Va. 

Snead,  H.  Garnett 
6630  N.  Washington  Blvd. 
.Arlington,  Va. 

Snead,  John  P.,  Jr. 

Sperryville,  Va. 

Snead,  L.  O. 

1000  W.  P'ranklin^St. 
Richmond,  Va. 

Snead,  Russell  N. 

Point  of  Fork 
Columbia,  Va. 

Snvder,  Bertram  C. 
i919  N.  Daniel  St. 
.Arlington,  Va. 

Snyder,  Julius  J. 

1035  Manchester  Ave. 
Norfolk,  Va. 

Solet,  Leo  M. 

2928  Second  St.,  N. 
.Arlington,  Va. 

Somers,  Lewis  F. 

516  Church  St. 

Lynchburg,  Va. 

Soper,  L.  D. 

Halifax  Co.  Health  Dept. 
South  Boston,  Va. 

Souder,  Charles  G. 

Purcellville,  Va. 

Southall,  A.  R.,  Jr. 

Box  368 
Louisa,  Va. 

Southward,  W.  R. 

3922  W.  F'ranklin  St. 
Richmond,  Va. 

Soyars,  J.  A. 

Saltville,  Va. 

Soyster.  Peter 
115  Hillwood  .Ave. 

Falls  Church,  Va. 
Spalding,  Henry  C. 

820  W.  Franklin  St. 
Richmond,  Va. 

Speck,  George 
2806  S.  Randolph  St. 
.Arlington,  Va. 

Spence,  George 
400  Locust  Ave. 
Charlottesville,  V'a. 
Spencer,  Charles  H. 

The  Holden  Hospital 
Holden,  W.  Va. 

Spencer,  J.  M. 

10.32  Hamilton  .Ave. 
Roanoke,  V'a. 

Spencer,  VV'illiam  P. 

5901  Patterson  .Ave. 
Richmond,  V'a. 

Spengler,  L.  C. 

818  S.  .Jefferson  St. 
Roanoke',  V'a. 

Spessard,  Thomiis  N. 

712  Botetourt  St. 

Norfolk,  V'a. 

Spigel,  VV'allace 
Medical  Arts  Bldg. 
Norfolk,  Va. 

Springall,  W.  H. 

Hospital  and  Clinic 
Fredericksburg,  Texas 
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Sprinkle,  Philip  M. 

21  Starling  Ave. 
Martinsville,  Va. 

Sproul.  Alexander  E. 
Professional  Bldg. 

Staunton,  Va. 

Squire,  P^ter  W. 

412  Ingleside  Ave. 

Emporia,  Va. 

Stafford,  Frank 
Kenwood  Road 
Meadowhrook  Heights 
Charlottesville,  Va. 

Staley.  Hugh  O. 

Omer, 

Arenac  Co.,  Mich. 

Staley,  J.  Stuart 
Homeland  Hospital 
Marion,  Va. 

Stallings.  James  H.,  Jr. 

4406  X.  Henderson  Road 
Arlington,  Va. 

Stanley.  C.  V.,  Jr. 

Stanley  town,  Va. 

Stanley.  T.  E. 

209  Gun  Club  Road 
Richmond,  Va. 

Stanton,  Archie  C.,  Jr. 

2804  West  .\ve. 

Newport  News,  Va. 

Stark,  Carl  E. 

Box  6 

Wytheville,  Va. 

Stata,  Ralph  A. 

Box  146 
Oceana,  Va. 

Staton.  Lewis  B. 

206  X.  Granby  St. 
Richmond,  Va. 

Steel,  Charles  W.,  Jr. 

127  Military  Road 
Suffolk,  Va. 

Steel,  Selwvn  L. 

Medical  Arts  Bldg. 

X'orfolk,  Va. 

Steele,  Frank  I. 

Box  147 
Windsor,  Va. 

Stein,  Joseph  W. 

2170  X.  Glebe  Road 
Arlington,  Va. 

Stein,  Milton  R. 

2806J4  S.  Randolph  St. 
Arlington,  Va. 

Steingold,  Ben 

108  E.  Berkley  Ave. 

Norfolk,  Va. 

Stephens,  W.  P. 

Mattie  Williams  Hospital 
Richlands,  Va. 

Stetson.  Lawrence  J. 

Louise  Obici  Mem.  Hospital 
Suffolk,  Va. 

Stevens,  John  E. 

511  Lee  Medical  Bldg. 
Richmond,  Va. 

Stewart,  Thomas  W. 

1411  Langhome  Road 
Lynchburg,  Va. 

Stiimett,  M.  S. 

Buchanan,  Va. 

Stinson.  Henry  W. 

Fauquier  Hospital 
Warrenton.  Va. 

Stinson,  L.  R. 

B(jx  295 

Scottsville,  Va. 

Sterling.  W.  Calhoun 
2024  R St.,  X.  W. 
Washington  9,  D.  C. 


Stoddard,  S.  D. 

White  Stone,  Va. 

Stokes,  Hugh  G. 

Williamsburg,  Va. 

Stokes.  Thomas  L. 

5334  Edgewater  Drive 
Norfolk,  Va. 

Stoll.  Edward  J. 

1131  Chestnut  Hill  Drive 
LxTichburg,  Va. 

Stone,  Carey  A.,  Jr. 

Giles  Mem.  Hospital 
Pearisburg,  Va. 

Stone,  G.  Edmund 

DeJamette  Sanatorium 
Staunton,  Va. 

Stone,  Harry  B. 

811  Medical  Arts  Bldg. 
Roanoke.  Va. 

Stone,  Harry  B,,  Jr. 

811  Medical  Arts  Bldg. 
Roanoke.  Va. 

Stone,  James  B. 

2042  Park  Ave. 
Richmond.  Va. 

Stone,  James  W. 

1131  Chestnut  Hill  Drive 
Lvnchburg,  Va. 

Stone,  J.  Boyd 
Churchvilie,  Va. 

Stone.  W.  Conrad 
811  Medical  Arts  Bldg. 
Roanoke,  Va. 

Stone,  William  Leete,  III 
1015  X.  Highland  St. 
Arlington,  Va. 
Stonebumer,  L.  T.,  Jr. 

501  Medical  Arts  Bldg. 
Richmond,  Va. 
Stonebumer,  R.  W. 

Edinburg,  Va. 

Stout,  William  H. 

104  Main  St. 

Hopewell,  Va. 

Stover,  J.  F. 

Doe  Hill.  Va. 

Strader,  William  R. 

Richlands.  Va. 

Stratton,  Douglas  B. 

591  Morton  St. 

Boston  24,  Mass. 

Strau-ss.  Arnold  F. 

DePaul  Hospital 
Norfolk,  Va. 

Strickler.  Frank  A. 

206  Medical  Arts  Bldg. 
Roanoke,  Va. 
Stringfellow,  James  L.,  Jr. 
200  Solar  St. 

Bristol,  Va. 

Stuart.  Christopher,  Jr. 

306  W.  Cork  St. 
Winchester,  Va. 

Stuart.  Caldwell  J. 

401  E.  Washington  St. 
Petersburg,  Va. 

Stubbs,  L.  E. 

2903  West  Ave. 

Newport  News,  Va. 

Stull,  Evelyn  L. 

N'.  C.  Sanatorium 
McCain,  X.  C. 

Sturgis,  Wm.  J. 

Xassawadox,  Va. 

Sturgis,  William  J.,  Jr. 

Xassawadox,  V'a. 

Suggs.  Wm.  D. 

1213  W.  Franklin  St. 
Richmond,  Va. 


Sullivan.  Jolm  B. 

3519  X.  Pershing  Drive 
Arlington,  Va. 

Sumpter,  G.  C. 

Rose  Hill,  Va. 

Sutelan,  Harrv  E. 

210-220  Withers  Bldg. 

Norfolk,  Va. 

Suter,  Cary 
L^niversity  Ho,spital 
Charlottesville,  Va. 

Suter,  James  M. 
c/o  Health  District 
.\bingdon.  Va. 

Sutherland,  G.  F. 

Big  Stone  Gap.  V'a. 
Sutherland,  Joshua  P. 

Harman,  V'a. 

Sutherland,  T.  C. 

Hayse,  V'a. 

Sutphin,  Adney  K. 

1805  Monument  Ave. 
Richmond,  V'a. 

Sutton.  Lee  E. 

M.  C.  V'.  Hospital 
Richmond,  V'a. 

Sutton.  Richard  X. 

1008  X.  Highland  St. 
Arlington,  Va. 

Swain,  Garrett  M. 

3801  X.  Fairfax  Drive 
Arlington,  V'a. 

Swecker,  B.  T. 

Blue  Grass,  V'a. 

Swecker.  Charles  E. 

W ise,  Va. 

Swertfeger,  Hergert  VV'. 

V'irginia  Beach,  V'a. 

Swineford,  Oscar 

Box  1143  University  Station 
Charlottesville,  V'a. 

Swisher,  Forrest  M. 

S.  25th  and  Army-Navy  Drive 
Arlington,  V'a. 


Tabor.  Blanche 
3004  Lee  Highway,  Dill 
Arlington,  V'a. 

Tabor,  Sidney  J. 

20  Alton  Parkway 
Portsmouth,  V'a. 

Talbot,  VV'illiam  H. 

1313^  Avondale  Ave. 
Richmond,  V'a. 

Taliaferro.  Isabel 
1200  E.  Broad  St. 
Richmond,  Va. 

Taliaferro,  R.  M. 

908  Floyd  St. 

Lynchburg,  Va. 

Taliaferro,  VV'm.  L. 

743  \V'.  Princess  Anne  Road 
Norfolk,  V'a. 

Talley,  D.  D.,  Jr. 
Professional  Bldg. 
Richmond,  V'a. 

Talley.  Daniel  D..  Ill 
501  E.  Franklin  St. 
Richmond,  Va. 

Tankard,  James  W'. 

100  Hopkins  St. 

Hilton  Village  Branch 
Newport  News,  Va. 

Tanner,  G.  G. 

Grottoes,  Va. 

Tappan,  Frank  E. 

Berryville,  Va. 

Tavenner,  Michael  C. 

607  Medical  .Vrts  Bldg. 
Norfolk,  V'a. 
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Taylor,  Arthur  H. 

58  N.  Main  St. 

Suffolk,  Va. 

Taylor,  Francis  N. 

603  Medical  Arts  Bldg. 
Petersburg,  Va. 

Taylor,  G.  S.,  Jr. 

1210  Brunswick  Ave. 
Norfolk,  Va. 

Tayloe,  Gordon  B. 

240  N.  Blake  Road 
Norfolk,  Va. 

Taylor,  Harry  B. 

1500  Westover  Ave. 
Norfolk,  Va. 

Tavlor,  Harry  B.,  Jr. 

R.  F.  D.  3, 'Norfolk,  Va. 
Taylor,  Helen  W. 

746  Graydon  Ave. 
Norfolk,  Va. 

Taylor,  W.  L. 

Virginia  Beach  Hospital 
Virginia  Beach,  Va. 
Taylor,  Wm.  W. 

319  VVainwright  Bldg. 
Norfolk,  Va. 

Teague,  F.  B. 

Box  904 

Martinsville,  Va. 
Terrell,  E.  H. 

Tuckahoe  Apts. 
Richmond,  Va. 

Terrell,  Robert  V. 

Medical  Arts  Bldg. 
Richmond,  Va. 

Terry,  William  P. 

Main  and  High  Sts. 
Farmville,  Va. 

Terry,  William  S. 

1100  Hamilton  Ave. 
Portsmouth,  Va. 
Thaxton,  J.  F. 

Tye  River,  Va. 
Thiemeyer,  John  S.,  Jr. 

343  Wainvvright  Bldg. 
1509  Magnolia  Ave. 
Norfolk,  Va. 

Thomas,  C.  W. 

Floyd,  Va. 

Thomas,  G.  June 
3738  Williamson  Road 
Roanoke,  Va. 

Thomas,  Gordon  C.  G. 

21  Broad  St. 

Stamford,  Conn. 
Thomas,  J.  H. 

Greenville,  Va. 

Thomas,  J.  Warwick 
2031  Monument  Ave. 
Richmond,  Va. 

Thomas,  Philip  R. 

Chuckatuck,  Va. 
Thomason,  Rudolph  C. 
Professional  Bldg. 
Richmond,  Va. 
Thompson,  Acors  W. 

2020  Nigh  Road 
Falls  Church,  Va. 
Thompson,  W.  Basil 
6843  Lee  Highway 
Arlington,  Va. 
Thompson,  F.  N. 

212  James  River  Drive 
Warwick,  Va. 

Thompson,  H.  Glenn 
804  Prince  St. 
Alexandria,  V'a. 
Thompson,  Girard  V. 

Box  407 
Chatham,  Va. 


Thompson,  James  .\.,  Jr. 

Main  St. 

Marion,  Va. 

Thompson,  J.  A.  M. 

VA  Hospital 
Swannanoa,  N.  C. 

Thompson,  Lloyd  L.,  Jr. 

Richlands.  Va. 

Thompson,  Ralph  M. 

3111  Circle  Hill  Road 
.Alexandria,  Va. 

Thompson,  W.  N. 

Stuart,  Va. 

Thompson,  W.  Taliaferro,  Jr. 

4602  Sulgrave  Road 
Richmond,  Va. 

Thompson,  William  W. 

8th  and  Randolph  Sts. 

Radford,  Va. 

Thomson.  James  L. 

405  Wainvvright  Bldg. 

Norfolk.  Va. 

Thorn,  Donald  S. 

P.  O.  Box  185 
Annandale,  Va. 

Thornhill,  Paige  E. 

316  Medical  Arts  Bldg. 

Norfolk,  Va. 

Thornhill,  R.  F. 

Box  735 
Pulaski,  V’a. 

Thornhill,  T.  M.,  Jr. 

Virginia  Baptist  Hospital 
Lynchburg,  Va. 

Thornton,  John  L. 

820  W.  Franklin  St. 

Richmond,  Va. 

Thornton.  V.  A. 

Stony  Creek,  Va. 

Thornton,  Walter  F. 

605  Allied  Arts  Bldg. 

Lvnchburg,  Va. 

Thornton,  \Villiam  N.,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Thorup,  Oscar  A.,  Jr. 

1711  Yorktown  Drive 
Charlottesville,  Va. 

Thrasher,  Robert  H. 

1 102  Colonial  Ave. 

Norfolk,  Va. 

Thrift,  George  N. 

512  Medical  Arts  Bldg. 

Richmond,  Va. 

Thweatt,  James  A. 

1610  Berkley  Ave. 

Petersburg,  \'a. 

Tice,  William  P. 

317  Carlton  Terrace'Bldg. 
Roanoke,  Va. 

Tiernan,  A.  M. 

649  Roland  Drive 
Norfolk,  Va. 

Tiernay,  Gerald  Miles 
5170  37th  Road,  N. 

Arlington,  Va. 

Tingle,  Norman  R. 

Nuttsville,  Va. 

Tipton,  J.  W. 

-Arcade  Bldg. 

Danville,  Va. 

Tirone,  Antonio  P. 
nil  W.  Franklin  St. 

Richmond,  Va. 

Tittle,  Joe  Evan,  Capt. 

USAF  (AIC),  6210th  USAF  Dis- 
pensary, -APO  928,  c/o  Post- 
Master 

San  Francisco,  Calif. 


Titus,  Frederic  P. 

719  Prince  St. 

.Alexandria,  Va. 

Todd,  James  W. 

Virginia  Beach  Hospital 
Virginia  Beach,  Va. 

Todd,  .John  W. 

437  College  Circle 
Staunton,  Va. 

Todd,  M.  H. 

Veterans  Hospital 
Coral  Gables,  Fla. 

Todd.  Thomas  C. 

.3-K  Doctors  Bldg. 

Bristol,  Tenn 
Toms,  Paul  B. 

7 Stratford  Court 
Martinsville,  Va. 

Toone,  Elam  C.,  Jr. 

-Medical  College  of  Virginia 
Richmond,  Va. 

Topham,  B.  E. 

2129  Maiden  I^ane 
Roanoke,  Va. 

Totin,  Vincent 
-McKenney,  Va. 

Townes,  Charles  H. 

Virginia  State  College 
Petersburg,  Va. 

Townsend,  H.  L. 

Box  15 

Marshall,  Va. 

Trattner,  Sidney 

1210  Confederate  -Ave. 

Richmond,  Va. 

Travis,  Thomas  R. 

Box  91 

Montross,  Va. 

Traynham,  -A.  P. 

-Andrew  Rounds  Memorial  Home 
Sweet  Spring,  W.  Va. 

Trice,  C.  C. 

.306  W.  Franklin  St. 

Richmond,  Va. 

Trice,  E.  R. 

701  Professional  Bldg. 

Richmond,  Va. 

Trice,  Roliert  P. 

210  Medical  -Arts  Bldg. 
Richmond,  Va. 

Trigg,  Frank  R. 

705  Reservoir  Ave. 

Norfolk,  Va. 

Trivett,  W.  B.,  Jr. 

680  Mentor  Road 
-Akron,  Ohio 
Troland,  Charles  E. 

1200  E.  Broad  St. 

Richmond,  Va. 

Trout,  Hugh  H.,  Jr. 

1301-21  Franklin  Road 
Roanoke,  Va. 

Trout,  Philip  C. 

Jefferson  Hospital 
Roanoke,  Va. 

Trow,  W.  G. 

Box  184 

Warrenton,  Va. 

Trower,  Clarence  B.,  Jr. 

413  Aledical  Arts  Bldg. 

Norfolk,  Va. 

Troxel,  George  E. 

117  W.  Boscawen  St. 

Winchester,  Va. 

Troxel,  James  R. 

117  W.  Boscawen  St. 

Winchester,  Va. 

Truesdell,  Frank  B. 

11  E.  Franklin  St. 

Richmond,  Va. 
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Tuck.  S.  A. 

Pembroke.  Va. 

Tucker.  G.  H..  Jr. 

\'A  Hospital 
Roanoke,  Va. 

Tucker.  H.  St.  George 
Medical  College  Hospital 
Richmond.  Va. 

Tucker.  James  T. 

401  Medical  Arts  Bldg. 
Richmond.  Va. 

Tucker.  Jesse  M.,  Jr. 

Route  2 

Huddleston.  Va. 

Tucker.  J.  R. 

Box  382 

Williamsburg.  Va. 

Tucker,  Weir  M. 

5605  Grove  Ave. 

Richmond.  Va. 

Tucker.  William  T. 

1 Malvern  Ave..  Apt.  2 
Richmond,  Va. 

Tudor.  Thomas  J. 

. 6th  and  Oak  Sts. 

Norton.  Va. 

Tuggle.  Stuart  Wilson 
Box  24 

Keysville.  Va. 

Tureman,  G.  R..  Jr. 

101  Longstreet  Ave. 

Highland  Springs.  Va. 

Turman.  John  W. 

2422  Grove  Ave. 

Richmond.  Va. 

Turner,  Allen  K. 

200  Solar  St. 

Bristol.  Tenn. 

Turner,  Franklin  C. 

2622  Detroit  St. 

Portsmouth.  Va. 

Turner.  Harold  T. 

Box  533 

Pearisburg,  Va. 

Turner,  Xeilson 
101  N.  2nd  St. 

Richmond,  Va. 

Tusing.  Thomas  W. 

P.  O.  Box  96 
Vienna,  Va. 

Tuthill,  Camilla  R. 

Fox  Memorial  Hospital 
Oneonta.  X.  Y. 

Twvman.  James  B. 

Physicians  and  Surgeons  Bldg. 
Charlottesville,  Va. 

Tyler,  Gilman  R. 

810  W.  Franklin  St. 

Richmond.  Va. 

Tyroler,  Sidney  A. 

1123  John  Marshall  Drive 
Falls  Church,  Va. 

Tyson.  W.  R. 

1010  Covington  Lane 
Norfolk,  Va. 


Unger,  Allan  M. 

340  Lexington  Road 
Richmond.  Va. 
Upchurch.  Roy  W. 

811  Masonic  Temple 
Danville,  Va. 
I’rbach.  Howard 
1311  Grove  Ave. 
Richmond,  Va. 


Vaden,  Edwin  B. 
304  Young  Bldg. 
Lynchburg,  Va. 


Vaiden.  J.  Bolling 
Lawrenceville,  Va. 

Valz,  E.  V. 

7112  Lincoln  Drive,  Mt.  Airy 
Philadelphia,  Pa. 

Vance.  Douglas  Doriot 
250  Central  Bldg. 

Bristol.  Tenn. 

Van  Den  Branden,  F.  M., 

Box  26 

3136  Warwick  Road 
Denbigh,  Va. 

VanderHoof.  Douglas 
5501  Cary  Street  Road 
Richmond.  Va. 

VanHom.  Charles  X..  Jr. 

921  Rockbridge  Ave. 

Norfolk,  Va. 

Vann,  Foy 
Medical  Arts  Bldg. 

N’orfolk.  Va. 

Vann.  John  A. 

Medical  Arts  Bldg. 

Norfolk,  Va. 

Van  Name,  A.  L.,  Jr. 

L’rbanna,  Va. 

Varden,  Leo  C. 

200  S.  Ivy  St. 

-Arlington,  Va. 

Vareska.  George  J. 

216  W.  31st  St. 

Norfolk,  Va. 

Varner,  William  D. 

1421  Eberhart  Ave. 

Columbus.  Ga. 

Vaughan,  David  D. 

201  W.  Franklin  St. 

Richmond.  Va. 

Vaughan.  Edwin  D. 

200  Professional  Bldg. 
Richmond,  Va. 

Vaughan,  George  D. 

206  Professional  Bldg. 
Richmond,  Va. 

Vaughan,  John  H. 

Medical  College  of  Virginia 
Richmond.  Va. 

Vaughan,  Judson  T. 

.\shland,  Va. 

Venner.  Robert  B. 

Cavalier  Drive  and  Holly  Road 
Virginia  Beach,  Va. 

Vermilya.  George  D. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Vermilya.  W.  E. 

Clifton  Forge,  Va. 

Vest.  Samuel  A. 

University  Hospital 
Charlottesville,  Va. 


Vitsky,  Maurice  S. 

2024  Monument  Ave. 
Richmond.  Va. 

Vitsky,  Meyer 
2024  Monument  Ave. 
Richmond,  Va. 

Volpe,  James,  Jr. 

Box  929 
Yuma.  Ariz. 

Waddell.  R.  L. 

Galax,  Va. 

Waddell,  W.  W.,  Jr. 

1825  Wayside  Place 
Charlottesville.  Va. 
Waddill,  J.  Franklin 
606  Wainwright  Bldg. 
Norfolk,  Va. 

Wade.  Frank  A. 

McGuire  VA  Hospital 
Richmond,  Va. 

Waff.  Joseph  J. 

Shenandoah,  Va. 

Wagner,  William  F. 

State  Office  Bldg. 
Richmond,  Va. 

Walke.  John  T. 

303  Washington  Ave. 
Roanoke,  Va. 

Walker,  Harry 
1200  E.  Broad  St. 
Richmond,  Va. 

Walker.  Thomas 
1200  E.  Broad  St. 
Richmond,  Va. 

Wall.  H.  A. 

310  Medical  Arts  Bldg. 
Norfolk.  Va. 

Wallace.  A.  McG. 

Gate  City,  Va. 

Wallace.  K.  K. 

5224  Powhatan  Ave. 
Norfolk,  Va. 

Wallenbom,  Peter  A.,  Jr. 

209  Medical  Arts  Bldg. 
Roanoke,  Va. 

Wallerstein,  Emanuel 
403  Professional  Bldg. 
Richmond,  Va. 

Walls.  Fred,  Jr. 

Medical  College  of  Virginia 
Richmond,  Va. 

Walters,  J.  W. 

107  Lee  Circle 
Lynchburg,  Va. 

Walton,  William  W. 

36  N.  6th  St. 

Pulaski,  Va. 

Ward.  C.  Harper 
Montross.  Va. 

Ward.  O.  W. 

15  S.  Mallory  St. 

Phoebus,  Va. 

Ward,  O.  W.,  Jr. 

Phoebus,  Va. 

Ware.  Earle  R. 

1006  Prince  Edward  St. 
Fredericksburg,  Va. 

Ware,  H.  Hudnall 
816  W.  Franklin  St. 
Richmond,  Va. 

Ware,  R.  B. 

Amherst,  Va. 

Wame,  Merna  M. 

R.  F.  D.  1 
Falmouth,  Va. 

Warren,  Charles  W. 

Box  37 

Upperville.  Va. 

Warren.  Hugh 
Smithfield,  Va. 


Vest,  W.  E. 

1st  Huntington  National  Bank 
Bldg..  Suite  700 
Huntington.  W.  Va. 

Via.  Cary  E. 

236  Granby  St. 

Norfolk.  Va. 

Viccellio.  Asa  W. 

Medical  Arts  Bldg. 

Danville.  Va. 

Vick,  Clyde  W.,  Jr. 

Medical  Arts  Bldg. 

Petersburg.  Va. 

Vingiello,  Ruth 
408  Roanoke  St. 

Blacksburg,  Va. 

Vinson,  Porter  P. 

Medical  College  of  Virginia 
Richmond,  Va. 
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Warren,  J.  E. 

719  Church  St. 
Lynchburg,  Va. 

Warren,  Thomas  N. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 
Warthen,  Harry  J.,  .Jr. 
Medical  Arts  Bldg. 
Richmond,  Va. 
Washington,  James  E. 

624  Church  St. 

Norfolk,  Va. 

Washington,  T.  B. 

923  W.  Franklin  St. 
Richmond,  Va. 

Waters,  George  E. 

Western  State  Hospital 
Staunton,  Va. 

Waters,  L.  Bradford 
715  Church  St. 
Lynchburg,  Va. 

Watkins,  D.  Edward 
453  Wayne  Ave. 
Waynesboro,  Va. 
Watkins,  Thomas 
Drakes  Branch,  Va. 
Watkins,  William  R. 

South  Boston,  Va. 
Watkins,  William  T.,  Jr. 

84  30th  St. 

Newport  News,  Va. 
Watson,  Charles  E. 

Broadway,  Va. 

Watson,  John  C. 

808  Prince  St. 

Alexandria,  Va. 

Watson,  M.  IJ. 

705  Main  St. 

Danville,  Va. 

Wattles,  Waldo  M. 

1101  Church  St. 
Lynchburg,  Va. 

Watts,  T.  Duval 
1001  W.  Franklin  St. 
Richmond,  Va. 

Weaver,  Edgar  N. 

920  S.  Jefferson  St. 
Roanoke.  Va. 

Weaver,  William  J.,  Jr. 

612  Belleview  Blvd. 
•Alexandria,  Va. 

Weaver,  W.  Lawrence 
1500  Brookland  Parkway 
Richmond,  Va. 

Webb,  Clifford  A. 

718  Grand  View  Drive 
Beverley  Hills 
Alexandria,  Va. 

Webb,  John  Q.  A. 

2516  Coiprew  Ave. 
Norfolk,  V^a. 

Webb.  Robert  B.,  Jr. 

1339  Third  .Ave.,  S.  W. 
Rochester,  Minn. 

Weems,  Bliss  King 
453  Wayne  St. 
W'aynesboro,  Va. 

Weems,  Rachel 
Woodrow  Wilson  Rehab. 
Fishersville,  Va. 

Weirner,  C.  J. 

3107  Columbia  Pike 
Arlington,  Va. 

Weinstein,  A.  I. 

147  S.  Colonial  Ave. 
Richmond,  Va. 
Weinstein,  Julian 
3025  Monument  .Ave. 
Richmond,  Va. 


Weinstein,  Samuel 
147  S.  Colonial  Ave. 

Richmond,  Va. 

Weisiger,  Benjamin  B.,  Ill 
McGuire  VA  Hospital 
Richmond,  Va. 

Weisiger,  William  R. 

Medical  Arts  Bldg. 

Richmond,  Va. 

Welburn,  W.  C. 

2170  N.  Glebe  Road 
•Arlington,  Va. 

Welchons,  George  .A. 

Professional  Bldg. 

Richmond,  Va. 

Welebir,  Andrew  J. 

3109  N.  10th  St. 

•Arlington,  Va. 

Wellford,  Beverley  R. 

•Medical  .Arts  Bldg. 

Richmond,  Va. 

Wensel,  Louise  G. 

P.  O.  Box  8 
Fishersville,  Va. 

Wermer,  George  .A. 

Gretna,  Va. 

Werner,  W.  .A. 

Dickinson  Iron  District 
Health  Department 
Iron  Mountain,  Mich. 

Wessel.  H.  Niels 
P.  O.  Box  427 
Harrisonburg,  Va. 

Weyl,  W.  Leonard 
2170  N.  Glebe  Road 
Arlington,  Va. 

Weymouth,  S.  E. 

Oallao,  Va. 

Whaley,  H.  E. 

Victoria,  Va. 

Wheeldon,  Thomas  F. 

318  W.  Franklin  St. 

Richmond,  Va. 

Wheeler,  Clayton  E.,  Jr. 

1869  Field  Road 
Charlottesville,  V'a. 

Wheeler,  Paul  C. 

Lynchburg  Training  School  and 
Hospital 
Colony,  Va. 

Whicker,  Charles  F. 

803  C St. 

North  Wilksboro,  N.  C'. 
W'hipple,  Dorothy  V. 

603  N.  Glebe  Road 
Arlington,  Va. 

Whitacre,  Samuel  N. 

8 S.  Washington  St. 

Winchester,  Va. 

White,  .A.  D.  F. 

1461  Rivermont  Ave. 
Lynchburg,  Va. 

White,  Arthur  E. 

4900  N.  37th  St. 

Arlington,  Va. 

White,  Charles  S. 

1801  I St.,  N.  W. 

Washington,  D.  C. 

Center  White,  Edward  S. 

Bloxom,  Va. 

White,  h'orrest  P. 

1400  Colonial  Ave. 

Norfolk,  Va. 

White,  Fred  D. 

Bluefield  Sanitarium 
Bluefield,  W.  Va. 

White,  J.  A. 

112  Mayflower  .Apts. 

Virginia  Beach,  Va. 


White,  Ijcta  J. 

320  S.  Sycamore  St. 
Petersburg,  Va. 

White,  M.  J.  W. 

Luray,  Va. 

White,  Ruth  M. 

2166  N.  Glebe  Road 
•Arlington,  Va. 

White,  William  J. 

1008  N.  Highland  St. 
•Arlington,  Va. 

Whitehead,  Betty  W. 

Chatham,  Va. 

Whitehead,  David  C. 

1306  Colonial  .Ave. 

Norfolk,  Va. 

Whitehead,  P.  Cary 
Chatham,  Va. 

Whitehead,  W.  M. 

614  Harris  St. 

Juneau,  Alaska 
Whitehill,  M.  Richard 
1202  N.  Shore  Road 
Norfolk,  Va. 

Whitehouse,  Francis  R. 

1378  Rivermont  Ave. 
I-iynchburg,  Va. 

Whitfield,  James  M.,  Jr. 

213  Queen  Charlotte  Road 
Richmond,  Va. 

Whitley,  Ayer  C. 

Palmyra,  Va. 

Whitlock,  S.  B. 

712  Botetourt  St. 

Norfolk,  Va. 

Whitman,  William  R. 
Lewis-Gale  Hospital 
Roanoke,  Va. 

Whitman,  William  R.,  Jr. 
Lewis-Gale  Hospital 
Roanoke,  Va. 

Whitmore,  Charles  W. 

210  Langhorne  Road 
I-,ynchburg,  Va. 

Whitmore,  Claire 

214  Langhorne  Road 
Lynchburg,  Va. 

Whitmore,  Edwin  B.  J.,  Jr. 

Marion,  Va. 

Whitmore,  W.  H. 

1205  Spottswood  Ave. 
Norfolk,  Va. 

Whitmore,  William  H.,  Jr. 
918  W.  Prince.ss  Anne  Road 
Norfolk,  Va. 

Whitticar,  Nancy  S. 

1409  Hanover  St. 
Fredericksburg,  Va. 
Whittle,  Joseph  P. 

119-A  Pickwick  Ave. 
Colonial  Heights,  Va. 
Whitworth,  F.  D. 

Front  Royal,  Va. 
Wiesinger,  Herbert 
2015  Monument  .Ave. 
Richmond,  Va. 

Wild,  William  B. 

P.  O.  Box  26 
Harrisonburg,  Va. 

Wiley,  William  B. 

1516  Colonial  Ave. 

Norfolk,  Va. 

Wilfong,  C.  T. 

1805  Monument  .Ave. 
Richmond,  Va. 

Wilhelm,  Alorton  C. 

206  E.  Market  St. 
Charlottesville,  Va. 
Wilhite,  Philip  A.,  Jr. 

1100  Hamilton  Ave. 
Portsmouth,  Va. 
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Wilkins,  William  B. 

117  Center  Bldg. 

Hvmting  Towers  Apt. 
.\lexandria.  Va. 

Wilkinson.  George  L. 

1104  Charles  St. 

South  Boston.  Va. 

Willard.  Eugene  L. 

2166  X.  Glebe  Road 
Arlington.  Va. 

Williams,  Ann  H. 

610  Brunswick  Ave. 
Blackstone,  Va. 

Williams.  Armistead  D. 

C.  & O.  Hospital 
Clifton  Forge,  Va.  ’ 

Williams,  Carrington 
805  W.  Franklin  St. 
Richmond,  Va. 

Williams.  Carrington,  Jr. 

805  W.  Franklin  St. 
Richmond.  Va. 

Williams.  Charles  L. 

2718  Semmes  Ave. 

Richmond.  Va. 

Williams.  David  H. 

Itmann.  W.  Va. 

Williams.  Ennion  S. 

Life  Insurance  Co.  of  Virginia 
Richmond.  Va. 

Williams.  Fred  M. 

306  Medical  -\rts  Bldg. 
Norfolk.  Va. 

Williams.  George  H. 

106  Franklin  St. 

Petersburg,  Va. 

Williams,  George  Z. 

National  Institutes  of  Health 
Bethesda,  Md. 

Williams.  H.  Joseph 
23  N.  Lewis  St. 

Staunton,  Va. 

Williams,  Henry  W. 

133  Harrison  St. 

Petersburg.  Va. 

Williams.  James  P. 

Richlands.  Va. 

Williams.  John  F. 

Southwestern  State  Hospital 
Marion,  Va. 

Williams.  John  M. 

106  Frimklin  St. 

Petersburg,  Va. 

Williams.  John  S. 

Dade  City,  Fla. 

Williams.  Mark  B. 

8510  Patterson  Ave. 
Richmond,  Va. 

Williams,  Mortimer  H. 

711  Medical  Arts  Bldg. 
Roanoke,  Va. 

Williams,  Pauline 
2035  Monument  Ave. 
Richmond,  Va. 

Williams.  Richard  K. 

2015  Monument  Ave.  - 
Richmond.  Va. 

Williams.  Samuel  H. 
Presidential  Gardens 
.\lexandria.  Va. 

Williams,  T.  Frazier 
3801  N.  Fairfax  Drive 
.\rlington.  Va. 

Williams.  Tom  A. 

Middletown,  Va. 

Williams.  Wesley 
521  Pennsylvania  Ave. 
Norfolk,  Va. 

Williams,  William  C. 

Hillsville,  Va. 


Willis,  Hugh  H.,'Jr. 

Chatham,  Va. 

Willis.  James  G. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Wilson,  Arthur  L. 

117  W.  Boscawen  St. 
Winchester,  Va. 

Wilson,  David  C. 

I'niversity  Hospital 
Charlottesville.  Va. 

Wilson,  Felix  B. 

Tappahannock.  Va. 

Wilson,  Lester  A.,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Wilson.  N.  G. 

1201  Matoaka  St. 

Norfolk.  Va. 

Wilson.  Robert  M.,  Jr. 

104  Professional  Bldg. 
Richmond.  Va. 

Wine.  J.  F. 

170  S.  Main  St. 

Harrisonburg,  Va. 

Wine.  J.  E. 

203  Professional  Bldg. 
Harrisonburg.  Va. 

Wingfield.  R.  Terrell 
Box  183.  University  Ho.spital 
Charlottesville.  Va. 
Wingfield,  William  L. 

1716  Park  .\ve. 

Richmond.  Va. 

Wingo.  Charlie  F. 

2132  Wakefield  Road 
Richmond.  Va. 

Winkfield.  J.  Marshall 
111  Massanutten  St. 
Strasburg.  Va. 

Winn,  Thomas  M. 

Covington,  Va. 

Winn,  W.  C. 

303  Stockston  Lane 
Richmond,  Va. 

Winn.  W.  M. 

Clarksville,  Va. 

Winston,  P.  H. 

Clarksville,  Va. 

Winston,  William  O. 

405  Rodman  Ave. 
Portsmouth.  Va. 

Wiseman.  H.  A..  Jr. 

842  Main  St. 

Danville.  \'a. 

Wiseman,  Henry  A.,  Ill 
903  Main  St. 

Danville,  Va. 

Wisoff.  Carl  P. 

Norfolk  General  Hospital 
Norfolk.  Va. 

Wolcott.  James  M..Mr. 

North  Shore  Point 
Norfolk,  Va. 

Wolfe.  Alfred  L. 

609  S.  Jeffereon  St. 

Roanoke,  Va. 

Wolfe.  Frank  B. 

Rocky  Mount,  Va. 

Wolff.  Herbert  D.,  Jr. 

706  Duke  St. 

Alexandria,  Va. 

Wood,  .\melia  G. 

212  W.  Franklin  St. 
Richmond,  Va. 

Wood.  Frances  E. 

Burkeville,  Va. 

Wood,  Henry  W. 

516  Mowbray  Arch 
Norfolk,  Va. 
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Wood,  James  B. 

1459  Rutledge  Ave. 
Charlottes\’ille,  Va. 

Wood.  J.  Edwin,  Jr. 

Box  1668,  LMiversity  Station 
Charlottesville,  Va. 

Wood.  John  T. 

Burkeville,  Va. 

Wood,  William  H.,  Jr. 

401  E.  High  St. 
Charlottesville,  Va, 
Woodhouse.  R.  W. 

Virginia  Beach,  Va. 
Wooding.  Nat 
Halifax,  Va. 

Woods,  Paul  A. 

362  S.  Laurel  St. 
Wa^Tiesboro,  Va. 

Woods,  T.  B. 

Ohio  & Jackson  Sts. 

South  Norfolk,  Va. 

Woodson.  Frederick  G. 

409  Wainwright  Bldg. 
Norfolk,  Va. 

Woodson.  J.  B. 

Lowesville,  Va. 

Woodson.  William  H. 

31st  and  West  Ave. 

Newport  News,  Va. 
Woodward.  Fletcher  D. 

1326  Rugby  Road 
Charlottesville,  Va. 
Woodward,  John  F. 
c/o  F.  A.  Van  Patten 
Virginia  Beach,  Va. 
Woodward.  L.  K..  Jr. 

Box  112 

Woodstock.  Va. 

Womom,  Paul  H. 

3810  Kecoughtan  Road 
Hampton.  Va. 

Wright.  Fletcher  J. 

49  S.  Market  St. 

Petersburg,  Va. 

Wright,  J.  Alex.  Jr. 

Doswell.  Va. 

Wright.  Robert,  Jr. 

Phoebus,  Va. 

Wrye,  John  C. 

Atascadero  State  Ho.spital 
.\tascadero,  Calif. 

Wyatt.  N.  F. 

121  Cherry  St. 

Marion,  Va. 

Wycoff,  Jack  D. 

Johnston  Memorial  Clinic 
.\bingdon,  Va. 

Wylie.  Charles  M. 

20  Shackledell,  Stevenage 
Herts,  England 
Wyman,  Alvin  C. 

312  S.  Washington  St. 
.\lexandria,  Va. 

Wysor,  Edwin  S. 

Mechanicsville,  Va. 

Wysor.  Frank  L. 

Clifton  Forge.  Va. 

Wysor,  W.  G.,  Jr. 

1523  Wilbom  Ave. 

South  Boston.  Va. 


Yaeger.  John  J. 

P.  O.  Box  582 
Lexington,  Va. 

Yates.  Munford  R. 

424  W.  Washington  St. 

Petersburg,  Va. 

Yeatman,  Julian  H. 

Fork  Union,  Va. 

Yirgixi-A.  Medic.41,  Monthly 


Yeatts,  H.  H. 

Vieyles  St.,  Martinez 
Buenos  .\ires,  .\rgentine 
Yeatts,  Willis  C. 

Danville,  Va. 

York,  James  R. 

Hawthorne  House 
Herryville,  Va. 

Young,  Charles  A. 

409  YIedical  Arts  Bldg. 
Roanoke,  Va. 

Young,  Charles  .A,.,  Jr. 

409  Medical  Arts  Bldg. 
Roanoke.  V'a. 

Young,  Charles  G. 

2718  Semmes  ,Ave. 
Richmond,  Va. 

Young,  William  A. 

2915  Grove  Ave. 
Richmond,  Va. 


Youngblood,  W.  P. 

202  Second  Ave. 
Hopewell,  Va. 

Younger,  E.  F. 

1492  Langhorne  Road 
Lynchburg,  Va. 
Yuter,  Daniel 

203  E.  Oxford  Ave. 
-Alexandria,  Va. 


Zacharias,  Charles  M. 

1805  Monument  .Ave. 
Richmond,  Va. 

Zack,  Frank  A. 

2639  Wilshire  .Ave.,  S.  W. 
Roanoke,  Va. 

Zetlin,  Arnold 
301  YIedical  Arts  Bldg. 
Norfolk,  Va. 


Zf.'iss,  H.  S. 

2502  Monument  Ave. 
Richmond,  Va. 

Zfiiss,  I.  S. 

2502  .Monument  Ave. 
Richmond,  V'a. 
Zimmerman,  Wm.  W.,  Ill 
3210  Grove  Ave. 
Richmond,  Va. 

Zinzi,  Francis  L. 

2909  N.  2nd  Road 
Arlington.  Va. 

Ziv,  Louis  B. 

1201  Washington  St. 
Portsmouth,  Va. 
Zylman,  Jacob  D. 

6318  Willston  Drive 
Falls  Church,  Va. 


Physics  Helps  Explain  Atherosclerosis 


The  principle  of  physics  on  which  the  airplane's 
airfoil  and  many  hydraulic  devices  have  been  based 
also  helps  explain  the  development  of  various  cir- 
culatory disorders,  according  to  a New  York  phy- 
sician. In  fact,  the  motion  of  fluids  as  formulated 
in  “Bernoulli’s  theorem'’  is  a primary  factor  in  the 
development  of  atherosclerosis,  one  type  of  harden- 
ing of  the  arteries,  Dr.  Meyer  Texon  of  the  New 
York  University  Post-Graduate  Medical  School  said 
in  the  American  Medical  .Association’s  March  .Ar- 
chives of  Internal  Medicine. 

In  addition,  it  may  help  to  explain  sudden  heart 
attack  deaths  following  exertion  or  emotional  dis- 
turbances, since  hemodynamics — the  technical  term 
for  the  motion  of  blood — plays  a role  in  the  develop- 
ment of  coronary  occlusion  and  coronary  thrombosis. 

.According  to  Bernoulli's  theorem,  fluid  in  motion 
possess  energy  because  of  its  velocity  and  its  pres- 
sure. When  velocity  increases  and  static  pressure 
decreases — as  on  the  inside  of  a curved  tube — a suc- 
tion effect  is  created.  This  principle  of  suction  has 
been  a{){)lied  to  the  airfoil  and  to  many  hydraulic 
devices. 

In  the  circulatory  system,  the  suction  effect  is  pro- 
duced in  abrupt  curves,  at  points  of  branching,  or 


at  points  where  vessels  join.  The  suction  effect 
tends  to  pull  the  inside  of  the  vessel  walls  toward 
the  center  of  the  vessel.  This  causes  the  inner  layer 
of  the  wall  to  thicken  at  this  point.  Continued  ex- 
posure to  suction  stimulates  further  changes  and  the 
typical  atherosclerotic  plaque  develops. 

Eventually  the  inner  layer  of  the  plaque  becomes 
detached,  which  produces  a raw  or  ulcerated  surface 
to  which  blood  elements  become  attached  to  form  a 
thrombus,  or  clot.  This  eventually  occludes,  or  clogs, 
the  vessel.  Sometimes  these  ulcerated  spots  tear 
and  allow  hemorrhaging  of  the  vessel. 

When  stress,  exertion  or  emotional  disturbances 
cause  sudden  increases  in  heart  beat  and  blood 
velocity,  acute  complications  may  occur  in  vessels 
already  damaged  by  the  normal  motion  of  the  blood. 
A thrombus  may  suddenly  form  or  an  ulcerated  sur- 
face may  tear  and  allow  hemorrhaging. 

This  may  be  what  happens  in  some  sudden  deaths 
due  to  “acute  coronary  disease  with  antecedent  pro- 
gressive coronary  atherosclerosis,”  or  in  cases  of 
acute  coronary  occlusion  with  myocardial  infarction 
(a  type  of  heart  attack)  which  follow  strenuous  ex- 
ertion or  extreme  emotional  disturbances. 
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Editorial 
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The  Nursing  Shortage 

IN  SOME  WAYS  the  shortage  of  liurses  is  reminiscent  of  Mark  Twain’s  remark 
about  the  weather — “Everyone  talks  about  it  but  no  one  does  anything  about  it.” 
This,  of  course,  is  not  strictly  true  for  many  efforts  have  been  made  to  better  conditions 
but  the  results  to  date  have  not  been  too  encouraging. 

d'lie  situation  is  nation-wide  and  with  the  possible  exception  of  Norfolk,  every  city 
in  Virginia  is  said  to  have  an  acute  lack  of  nurses.  It  is  reported  that  the  presence 
of  navy  wives  who  are  also  nurses  alleviates  to  some  degree  the  nursing  shortage  in 
that  port  city. 

t)ne  disconcerting  aspect  of  the  problem  has  been  the  impression  conveyed  fnim 
time  to  time,  that  interested  organizations  have  used  the  lack  of  nurses  as  a means 
to  ol)tain  concessions  which  in  turn  has  increased,  rather  than  lessened,  the  shortage. 

lie  that  as  it  may,  the  attrition  that  marriage  and  secretarial  work  in  physician’s 
offices  alone  has  brought  about  has  resulted  in  nurses  practicing  their  profession  an 
average  of  only  three  years  following  graduation.  The  increasing  scope  of  military, 
industrial  and  public  health  nursing  also  has  diverted  many  nurses  from  private  duty 
or  institutional  work.  Civilian  hospitals  in  cities  in  which  Veteran  .Administration 
facilities  are  located  find  the  pay  scale  at  the.se  institutions  difficult  to  match. 

In  an  effort  to  interest  more  girls  in  nursing  as  a career,  a Conference  Planning 
Sub-Committee  has  been  appointed  to  work  with  the  Committee  on  Nursing  of  the  Vir- 
ginia Council  on  Health  and  Medical  Care.  This  group  will  endeavor  to  dramatize 
the  need  for  nurses  and  I he  advantages  of  nursing  training.  Two  meetings  will  be 
held  in  Richmond  on  Monday,  May  1.1.  in  an  effort  to  further  this  end.  .A  day  meet- 
ing is  scheduled  for  hospital  and  professional  personnel  to  discuss  the  more  technical 
aspects  of  nurse  shortage  and  steps  which  may  be  taken  to  offset  this  situation.  An 
evening  program  designed  to  attract  the  public  will  be  held  in  the  evening  when  the 
advantages  of  nursing  as  a career  will  be  emphasized. 

May  the  twelfth  through  the  eighteenth  has  been  designated  as  National  Hospital 
W eek  so  it  is  most  appropriate  that  the  thirteenth  of  May  should  be  devoted  to  the 
greatest  of  hospital  needs. 

It  is  hoped  that  the  medical  profession  and  the  public  generally  will  be  well  repre- 
sented at  these  meetings  for  the  need  is  great  and  the  shortage  of  nurses  is  increasing. 

H.J.W. 
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Calendar  of  Coming  Events 

Virginia  Academy  of  General  Practice — 7th  Annual  Scientific  Assembly — Hotel 
Roanoke,  Roanoke,  Virginia — May  24-26. 

American  Goiter  Association — Hotel  Statler,  New  York  City,  New  York,  May 
28-50. 

American  College  of  Chest  Physicians — Annual  Meeting — Hotel  Commod  ’re. 
New  York  City — May  29-June  2. 

American  Medical  .‘\ssociation — Annual  Meeting — \Valdorf-.\storia  Hotel — New 
York  City,  New'  York — June  5-7. 

d'liE  Me;dical  Society  of  Virginia — .Annual  Meeting — Hotel  Shoreham,  Washing- 
ton, D.  C. — October  27-50. 


New  Members. 

Since  the  list  published  in  the  April  issue  of  the 
Monthly,  the  following  new  members  have  been  ad- 
mitted into  The  Medical  Society  of  Virginia: 

William  Maur)'  Bangel,  M.D.,  Newport  News 
Hiram  Wilson  Davis.  M.D.,  Richmond 
John  L.  f'airly,  Jr.,  M.D.,  Richmond 


Joseph  Humphries  Magee,  M.D.,  Charlottesville 
James  Dunn  Mason,  Jr.,  M.D.,  Petersburg 
Henry  Page  Mauck,  Jr.,  M.D.,  Richmond 
Peter  Joachim  Mette,  M.D.,  Grundy 
Henry  Page  Royster,  M.D.,  Richmond 
.Antonio  Pietro  Tirone,  M.D.,  Richmond 
George  Alexander  Wermer,  M.D.,  Gretna 
Edward  S.  White,  M.D.,  Bloxom 


Meritorious  Service  Award. 

Dr.  J.  Treacy  O’Hanlan,  Waynesboro,  was  re- 
cently honored  by  the  President’s  Committee  on  the 
Employment  of  the  Physically  Handicapfied  with  a 
special  citation  for  his  work  in  this  field.  In  a 
ceremony  attended  by  a number  of  state  and  IcK'al 
dignitaries,  an  award  for  meritorious  service  was 
presented  during  a meeting  of  the  Waynesboro  Ro- 
tary Club  on  March  7. 


From  left  to  right  above  are  Mr.  A.  C.  Arey, 
Local  Superintendent,  Virginia  Employment  Serv- 
ice; Mr.  John  Garber,  .Area  Supervisor,  Vocational 
Rehabilitation,  Shenandoah  Valley  Area;  Dr.  Ra- 
chael Weems,  Director  of  Physical  Medicine,  Wcxxl- 
row  Wilson  Rehabilitation  Center;  Dr.  John  Stire- 
walt.  Physician  in  Charge,  Woodrow  Wilson  Re- 
habilitation Center;  Mrs.  J.  Treacy  O’Hanlan;  Mr. 
John  T.  McChesney,  President,  Rotary  Club  of 
Waynesboro;  Dr.  O’Hanlan;  Mr.  George  T.  Kings- 
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lev.  Governor's  Committee  on  Employment  of  the 
I’hysically  Handicapped  of  the  Virginia  State  Em- 
ployment Service;  Mr.  Sam  Hall,  local  member  of 
the  Committee  on  Employment  of  the  Handicapped 
Dr.  Harold  W.  Miller,  Councillor  for  the  7th  Dis- 
trict, The  Medical  Society  of  Virginia  and  Repre- 
sentative of  Dr.  Hagood;  Mr.  Erank  O.  Eirdsall, 
Supervisor  of  Woodrow  Wilson  Rehabilitation 
Center. 

Dr.  Mabry  Honored. 

The  Newport  Xews-Warwick  Medical  Society 
Woman's  Auxiliary  honored  Dr.  J-  Hughes  Mabry 
on  “Doctor's  Day”  on  March  30th.  The  77-year 
old  physician  was  selected  for  the  honor  because  of 
his  outstanding  service  through  the  56  years  of  his 
medical  practice.  He  has  treated  some  250.000 
patients  and  delivered  several  thousand  Peninsula 
babies,  and  still  sees  patients  in  offices  at  his  home 
in  Newport  News. 

He  was  honor  guest  at  a party  the  wives  gave  for 
doctors  of  the  two-city  group  at  the  Poquoson  cottage 
of  Dr.  and  !Mrs.  T.  C.  Lawford. 

Dr.  Mary  Elizabeth  Johnston, 

Tazewell,  has  been  named  to  the  Board  of  Di- 
rectors of  the  -American  .Academy  of  General  Prac- 
tice. 

Annual  Medical  Golf  Tournament. 

The  -American  Medical  Golfing  .Association  will 
hold  its  Eorty-First  Tournament,  June  3,  at  the 
Westchester  Country  Club,  Rye,  New  Vork.  .As  in 
the  past  few  years,  eighteen  hole  competition  will 
determine  championships  and  will  be  the  basis  for 
awarding  prizes. 

Tournament  play  will  start  at  8:30  .A.M.  Players 
may  tee-off  up  to  2:00  P.M.  Buffet  luncheon,  ban- 
quet, prizes  and  green  fees  are  included  in  the  cost 
of  the  day's  activities.  .All  male  members  of  the 
-American  Medical  -Association  are  eligible  to  par- 
ticipate in  the  tournament.  Players  should  present 
verification  of  their,  home  club  handicap,  signed 
by  their  club  secretary,  otherwise  handicap  is  set 
by  the  .A.M.G..A.  Handicap  Committee. 

Notice  of  further  details  and  advance  registration 
card  may  be  secured  from  Bob  Elwell,  3101  Col- 
lingwood  Blvd.,  Toledo  10,  Ohio. 

Dr.  Walter  B.  Martin, 

Norfolk,  has  been  appointed  as  an  Honorary  Trus- 
tee of  The  Foundation  of  the  Student  American 
Medical  .Association. 


Conference  on  Nursing  Education. 


Featured  speakers  during  the  Conference  on  Nurs- 
ing Education, , sponsored  by  The  Medical  Society 
of  A'irginia  on  February  19,  were  Miss  Mabel  Mont- 
gomery, Secretary-Treasurer  of  the  State  Board  of 
Nurse  Examiners,  and  Dr.  Thomas  Hale,  Jr.,  Di- 
rector of  -Albany  Hospital,  .Albany,  New  York  (2nd 
from  right).  On  the  left  is  Dr.  James  D.  Hagood, 
President  of  The  Medical  Society  of  Virginia,  who 
f>resided  and  on  the  right  is  Dr.  John  R.  Mapp, 
Nassawadox,  who  sujservised  arrangements. 

Dr.  Stafford  Honored. 

Dr.  Frank  B.  Stafford  has  received  the  A'irginia 
Tuberculosis  .Association's  Douglas  Southall  Free- 
man award  for  his  thirty-five  years  of  service  at  Blue 
Ridge  Sanatorium  in  Charlottesville. 

Virginia  Pediatric  Society. 

-At  the  annual  meeting  of  this  Society  held  in 
AA’illiamsburg,  March  22-23,  Dr.  .Armistead  P. 
Bcx>ker,  Charlottesville,  was  elected  president.  Dr. 
Harrv  D.  Cox,  Portsmouth,  vice-president,  and  Dr. 
Robert  H.  Cox,  Jr.,  Lynchburg,  secretary-treasurer. 

Dr.  Charles  P.  Cake, 

-Arlington,  has  been  elected  president  of  the  A'ir- 
ginia Tuberculosis  .Association. 

Dr.  Paul  Halter, 

-Alexandria,  has  been  installed  for  a second  term 
as  President  of  the  Mineralogical  Society  of  the  Dis- 
trict of  Columbia. 

American  College  of  Obstetricians  and  Gyne- 
cologists. 

District  I A'  of  the  College  will  meet  in  AA'ashing- 
ton.  D.  C.,  October  4-5,  1957.  The  states  compris- 
ing this  District  are:  District  of  Columbia,  Florida, 
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Georgia,  Maryland,  North  Carolina,  South  Carolina, 
Virginia,  West  Virginia,  Puerto  Rico  and  the  Virgin 
Islands.  Physicians  of  these  states  are  invited  to 
attend  the  scientific  and  social  functions  of  this 
meeting.  Additional  infoimation  may  be  oljtained 
by  writing  Frank  R.  Lock,  M.I).,  Bowman  Gray 
School  of  IMedicine,  Winston-Salem,  N.  C.,  District 
Chairman,  or  Robert  H.  Barter,  M.D.,  901 -23rd  St., 
N.  W.,  Washington,  D.  C..  Chairman  of  the  Pro- 
gram. 

Dr.  Artie  L.  Sturgeon 

Has  joined  the  staff  of  Saint  Albans  Psychiatric 
Hospital,  Radford.  He  has  recently  been  Staff  Clin- 
ical Psychologist  at  the  Knoxville  (Tenn.)  Mental 
Health  Center.  Dr.  Sturgeon  is  a native  of  Evans- 
ville, Indiana,  and  a graduate  in  medicine  from  the 
University  of  Texas.  He  is  married  and  has  two 
children. 

Dr.  Southgate  Leigh,  Jr., 

Norfolk,  was  guest  speaker  at  the  annual  meeting 
of  the  Georgia  Medical  Association.  April  30th.  He 
was  sponsored  by  the  Georgia  Industrial  Surgeon's 
Association  and  addressed  the  joint  Sections  on  Sur- 
gery and  Industrial  Surgery,  his  topic  being  “Hand 
Injuries — Fundamental  Principles  of  Conservative 
Treatment”. 

Dr.  M.  J.  Hoover,  Jr., 

Department  of  Orthopedics,  Medical  College  of 
Virginia,  addressed  the  Staff  of  the  Northampton- 
Accomack  Memorial  Hospital  at  their  regular  Con- 
tination  Education  program  on  April  3rd.  His  sub- 
ject was  The  Internal  Fixation  of  Fractures. 

Rehabilitation  Center  for  Handicapped  Chil- 
dren. 

The  University  of  Virginia  Rehabilitation  Center 
for  Handicapped  Children  is  scheduled  for  comple- 
tion in  June.  This  is  located  on  the  site  of  the  old 
Rucker  Home,  approximately  two  miles  we.st  of  the 
hospital  on  Route  250  and  will  be  a 30-bed  multi- 
disability unit  to  provide  rehabilitation  and  con- 
valescent services  to  children  referred  through  the 
University  of  Virginia  Medical  Center.  It  is  ex- 
pected the  Center  will  be  equipped  and  staffed  for 
operation  during  the  summer  months  and  ready  to 
receive  patients  in  September. 

The  Rehabilitation  Center  has  a clinical  area  con- 
sisting of  treatment  facilities,  a large  physical  medi- 
cine unit,  an  occupational  therapy  section,  an  ample 
dining  room  and  recreation  room,  consultation  and 


administrative  offices,  a schoolroom,  and  accommo- 
dations for  a resident  jdiysician,  matron  and  cus- 
todian. It  will  be  completely  air  conditioned. 

Virginia  Association  of  Medical  Assistants 

The  second  annual  meeting  of  the  Virginia  Asso- 
ciation of  iMedical  Assistants  was  held  in  Richmond, 
March  9-10.  Mr.  Robert  1.  Howard,  Executive 
Secretary  of  The  Medical  Society  of  Virginia  gave 
the  welcome  address.  The  following  officers  were 
elected : president,  IMrs.  W.  G.  Dove,  Lynchburg, 
vice-president,  Mrs.  Elva  Spain,  Petersburg;  secre- 
tary, Miss  Catherine  Whittle,  Petersburg;  treasurer, 
IMrs.  J.  R.  Reynolds,  Tazewell.  The  chairmen  of 
the  following  committees  are:  finance,  Mrs.  Ruth 
Britts,  Charlottesville;  membership,  Mrs.  N.  IM. 
^loorefield,  Lynchburg;  publicity,  Mrs.  E.  S.  Car- 
wile,  Lynchburg;  nominating.  Miss  Mildred  Phip- 
pen,  Richmond. 

Any  person  employed  by  a medical  doctor  is  eli- 
gible for  membership  and  may  contact  either  the 
president  or  IMrs.  Moorefield. 

Sobering  Releases  Arthritis  Film 

new  16  mm.  color  motion  picture  on  the  uses 
of  steroids  in  the  treatment  of  rheumatoid  arthritis 
has  tjeen  released  for  showing  to  professional  groups 
by  the  research  division  of  Schering  Corporation. 

The  film  reviews  the  chemistry,  physiology  and 
clinical  application  of  the  new  “Meti”  steroid  hor- 
mones in  rheumatoid  arthritis  and  other  collagen 
diseases.  It  presents  the  most  commonl)-  accepted 
theories  of  adrenal  corticosteroid  therapy  and  re- 
flects the  current  knowledge  of  the  subject. 

The  25  minute  film,  which  is  die  fourth  in  Scher- 
ing’s  series  on  hormone  therapy  and  the  endocrines, 
was  produced  by  the  company’s  Clinical  Research 
Division  and  Biochemical  Research  Department. 
Three  leading  rheumatologists  and  endocrinologists 
cooperated:  Dr.  Joseph  Eidelsberg,  Associate  Pro- 
fessor of  Clinical  Medicine  at  New  York  Univer- 
sity’s Post  Graduate  Medical  School  and  Chief  of 
the  Endocrine  Clinic  at  University  Hospital,  New 
York,  Dr.  Abraham  Kolodin,  Senior  Attending  in 
Medicine  at  Mountainside  Hospital,  Montclair,  N.  J. 
and  Dr.  Evelyn  Merrick,  Rheumatologist  at  the 
Orange  Medical  Center,  Orange,  N.  J. 

The  film  is  available  to  medical  and  allied  pro- 
fessional groups  on  loan  without  charge.  “ ‘VIeti’ 
Steroids  in  Rheumatoid  Arthritis”  and  other  Scher- 
ing films  may  be  obtained  by  writing  to  The  Audio- 
Visual  Department,  Schering  Corporation,  Bloom- 
field, N.  J. 
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Obittiaries . . . . 


Dr.  Thomas  Edmond  Hughes, 

Delaplane,  was  killed  April  2nd  in  a two-truck 
crash  near  his  home.  He  was  seventy-three  years 
of  age  and  a graduate  in  medicine  of  the  University 
of  Virginia  in  1910.  Dr.  Hughes  was  an  ear,  nose 
and  throat  specialist  and  was  chief  of  that  depart- 
ment at  St.  Luke’s  Hospital  in  Richmond  for  about 
twenty-five  years.  He  resigned  in  1952  and  moved 
to  Fauquier  County,  with  his  office  in  Front  Royal. 
Dr.  Hughes  had  been  a member  of  The  Medical 
Society  of  Virginia  since  1919. 

His  wife,  a sister  and  four  brothers  sur\’ive  him. 

Dr.  Edwin  Clinton  Bryce, 

Well-known  Richmond  physician,  died  April  15th, 
at  the  age  of  seventy-two.  He  was  a graduate  in 
medicine  of  the  former  University  College  of  Medi- 
cine, Richmond,  in  1910,  having  previously  graduated 
in  pharmacy  from  the  same  school.  Dr.  Bryce  was 
in  general  practice  until  1918  when  he  took  special 
training  at  the  Brooklyn  Eye  and  Ear  Hospital.  Since 
then  he  had  specialized  in  diseases  of  the  eye,  ear, 
nose  and  throat.  Dr.  Bnixe  had  been  a member  of 
The  Medical  Societv  of  Virginia  for  forty-five  years. 

His  wife,  a daughter  and  a foster  son  survive  him. 

Dr.  Fred  Jacob  Wampler, 

Bridgewater,  died  .\pril  6th,  having  been  in  ill 
health  for  the  past  year.  He  was  seventy-four  years 
of  age  and  a graduate  of  the  University  of  Chicago 
Medical  School  in  1913.  Dr.  Wampler  served  as 
a medical  missionary  in  China  for  the  Church  of 
the  Brethren,  returning  to  the  United  States  in  192’6 
when  he  was  with  the  Public  Health  Service  in  the 
Eastern  Shore  area.  In  1928,  he  became  professor 
of  p>reventive  medicine  and  director  of  the  outpatient 
clinic  at  the  Medical  College  of  Virginia.  He  also 
served  as  state  medical  director  of  the  WP.\  program 
and  chairman  of  the  Richmond  Health  Council.  In 
1944,  Dr.  ^^'ampler  became  health  director  of  a 
Baltimore  steel  firm  and  in  1946  was  health  officer 


for  the  Page-Warren-Shenandoah  health  district. 
In  1954  while  serving  as  health  officer  of  Granville 
County,  N.  C.,  he  was  presented  the  Reynolds 
Medal  for  outstanding  achievement  in  the  field  of 
public  health  in  North  Carolina.  Dr.  Wampler  has 
been  a member  of  The  Medical  Society  of  Virginia 
for  twenty-six  years. 

His  wife,  a son,  a stepson,  and  a stepdaughter 
survive  him. 

Dr,  William  Edwin  Dickerson, 

Prominent  eye,  ear,  nose  and  throat  specialist  of 
Danville,  died  March  28th  after  an  illness  of  sev- 
eral days.  He  was  fifty-nine  years  of  age  and  a 
graduate  of  the  Medical  College  of  Virginia  in  1923. 
Dr.  Dickerson  {)racticed  for  a short  time  in  Prince- 
ton and  \\’elch.  West  Mrginia,  before  locating  in 
Danville.  He  was  a veteran  of  World  War  II.  Dr. 
Dickerson  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  for  twenty -two  years. 

His  wife  and  a son  survive  him. 

Dr.  Lawrence  Bernard  Kelleher, 

Richmond,  died  March  30th,  at  the  age  of  fifty- 
four.  He  graduated  from  the  Medical  College  of 
Virginia  in  1926.  Dr.  Kelleher  was  prominent  in 
fraternal  and  charitable  activities.  He  was  a Fourth 
Degree  Knight  of  Columbus,  a member  of  the  ^^'est 
End  Catholic  Men's  .Association  and  St.  Mary's 
Beneficial  and  Social  Union.  He  had  Ijeen  a mem- 
ber of  The  Medical  Society  of  Virginia  since  1935. 

Dr.  Kelleher  is  survived  by  four  daughters. 

Dr.  Richard  Phillips  Bell. 

The  Editors  of  the  Alonthly  regret  the  error  in 
the  notice  of  the  death  of  Dr.  Bell  in  the  March 
issue.  It  was  stated  that  he  was  a graduate  of  the 
former  University  College  of  Medicine,  Richmond, 
in  1902.  Dr.  Bell  was  a graduate  of  the  Medical 
Schcx)l  of  the  F’niversity  of  Virginia,  class  of  1905. 
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CONFIRMED  THERAPEUTIC  UTILITY 


Pro-Banthine!.. 


A Primary  Drug  in  Peptic  Ulcer 


motility 

inhibited  consistently 


secretion  decreased 
effectively 


Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  foremost.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a singularly  valuable  agent 
when  used  in  conjunction  with  diet,  antacids, 
sedation  and  psychotherapy  as  required. 
Lichstein  and  his  associates*  report  that 
Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain,  in  de- 
pressing gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.  The 


incidence  of  side  effects  was  minimal.  . . 

The  therapeutic  utility  and  effectiveness  of 
Pro-Banthine  in  the  treatment  of  peptic  ulcer 
are  repeatedly  confirmed  in  the  medical  lit- 
erature. Dosage:  One  tablet  with  each  meal 
and  two  tablets  at  bedtime.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.:  Pro- 
Banthine  in  the  Treatment  of  Peptic  Ulcer.  A Clinical 
Evaluation  with  Gastric  Secretory,  Motility  and  Gastro- 
scopic  Studies.  Report  of  60  cases.  Am.  J.  M.  Sc.  232:156 
(Aug.)  1956. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call.  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 


Surgery: 

A.  Stephens  Gr.aham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  ^Dchaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 


Obstetrics  and  Gj-necology : 

Wm.  Durwood  Suggs.  M.D. 
Spots  WOOD  Robins.  M.D. 

David  C.  Forrest,  M.D. 

Orthopedics : 

Be^’erley  B.  Clary.  M.D. 
James  B.  Dalton,  Jr.,  M.D. 

Pediatrics : 

Ch.arles  P.  Mangum.  M.D. 
Edward  G.  Davis,  Jr..  M.D. 

Ophthalmology,  Otolarj-ngology : 
W.  L.  Mason,  M.D. 

Anesthesiology 

William  B.  Moncure.  M.D. 
Heth  Owen,  Jr.,  M.D. 


Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology : 

Fred  M.  Hodges,  M.D. 

L.  0.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D 
William  C.  Barr.  M.D. 

Pathology: 

Jasies  B.  Roberts.  M.D. 

Physiotherapy : 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 


If  ' If  f Established  1916 

HppamCfjian  Hall  • Ashevme,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  .APPALACHIAN  H.ALL,  Asheville,  N.  C. 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 
William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 

Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters 
Dr.  George  S.  Fultz,  Jr. 


Dr.  James  Asa  Shield 
Dr.  Amelia  G.  Wood 


Dr.  Weir  M.  Tucker 
Dr.  Robert  K.  Williams 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Haspital  Assaciation.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  7 955  H.N.  Alford,  Atlanta,  Go. 
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^^tablislted  IQJI 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


•Sfo// 


PAUL  V.  ANDERSON,  M.D.,  President 

REX  BLANKINSHIP,  M.D.,  Medicnl  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 


THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 


R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  J'iews  Sent  On  Request  - P.  O.  Box  1514  - Phone  5-3245 


SAINT  ALBANS 

A PRIVATE  PSYCHIATRIC  HOSPITAL 


RADFORD.  VIRGINIA 


James  K.  Morrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS: 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 

Medical  Consultant 

Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 
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Professional  ISursing  Care 

TERRACE  HILL 


Comfortable  Lounges 


Each  Guest  Under  Care  of  Own  Doctor. 

Professional  care  supervised  by  trained  nurse.  Doctors  orders 
carefully  follovued.  No  parking  problem.  Regularly  inspected 
by  City  Health  Department.  For  additional  information 

Write  or  Call  Superintendent 


Part  View  of  Park  Grounds 

TERRACE  HILL  was  specifically 
built  for  a Nursing  Home.  Superb  24 
hours  daily  Ccme.  Under  supervision 
of  a Registered  Nurse  and  Resident 
Exteme.  Quiet  atmosphere.  Trained 
Dietitiaui.  Accommodates  SO  guests 
Private  and  semi-private  rooms  with 
lavatories  Rates  $45.00  to  $75.00 
weekly  for  room,  board  and  general 
nursing  care.  Your  inspection  invited. 


Nursing  Home,  Inc. 

“1/ nderstanding  Care** 

2112  MONTEIRO  AVE.,  RICHMOND,  VA. 


Around  the  Clock 

NURSING  CARE 


Convalescents 
Chronic  Cases 
Elderly  People 


TERRACE  HILL  NURSING  HOME,  Dial  3-3993 


Wide,  Long  Hallways 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 


STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 

HOUSTON  L.  BELL,  M.D. 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND,  M.D. 

CHARLES  E.  LEBLANC 

DORIS  L.  JAMES,  B.S.,  O.D. 

(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


34 


ViRGiNi.\  Medical  Monthly 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 


ST.  LUKE’S  HOSPITAL 


75th  ANNIVERSARY 
1882  - 1957 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE,  M.D. 


McGUIRE  CLINIC 

General  Surgery 

WEBSTER  P.  BARNES,  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE.  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR.,  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  ElSENBERG.  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 

Free  Parking  for  Patrons 
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The  . . . 

FOR  EXCDEPTIONAL 
CHILDREN 

Thompson 

Homestead 

School 

Year  round  private 
home  and  school  for 
infants,  children  and 
adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

ITrite  for 

booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

FREE  UNION 

VIRGINIA 

California  Career  Opportunities 

For 

Physicians  and  Psychiatrists 

Employment  available  as  a result  of  interview  only. 


Assignments  in  State  hospitals,  juvenile  and  adult 
correctional  facilities,  or  a veterans  home.  Three 
salary  groups:  §10,860-12.000;  $11,400-12.600;  $12,600- 
13.800.  Salary  increases  being  considered  effective 
■July  19.57.  Citizenship,  possession  of.  or  eligibility 
for  California  license  required. 

Write: 

Medical  Recruitment-  Unit,  Box  A 

State  Personnel  Board 

801  Capitol  Avenue,  Sacramento  14,  California 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


ADDRESS : JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12lh  Street 
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At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

€md 

SERVICE  TO  PHYSICIANS 


FATTEWDNS 

XAFE  lERVtCE  PgUC  STORES 


Prescription  Specialists 

Lynchburg,  Va.  Martinsville,  Va. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N.  C. 


It  s easy  to 


If  it’s  Sunday  or  night  time 
or  if  you  are  out  of  town, 
you  can  still  do  your  banking 
with  F & M at  your 
newest  mailbox.  Keep 
an  F & M "Bank- 
by-Mail”  envelope  on 
hand  — it’s  mighty 
convenient. 


MCHBCR  rEOCRAL  DEPOSIT  INSURANGC  CORPORATION 


MEDICINE  IN  VIRGINIA 

17th,  18th  and  19th  Centuries 

By  Wyndham  B.  Blanton,  M.D. 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

3 Volumes  for  $5.75 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
P.  0.  Box  5085  Richmond  20,  Va. 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  June  12,  1957. 
The  examinations  will  be  held  in  the  same  hotel 
June  13,  14,  and  15,  1957,  inclusive.  All  appli- 
cations and  other  documents  pertaining  to  the 
examinations  or  to  matters  to  be  discussed  by 
the  Board  must  be  on  file  in  the  Secretary’s 
office  on  or  before  May  28,  1957.  The  Secretary 
of  the  Board  is  Dr.  K.  D.  Graves,  631  First 
Street,  S.W.,  Roanoke,  Virginia. 


KEELEY 

INSTITUTE 


447  W.  Woshhigfoii  St. 
GREENSBORO. 
NORTH  CAROLINA 


Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Associatian 
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ANNOUNCING 

A Completely  New  and  Timely  Addition 
to  the  Year  Book  Series 


The  Year  Book  Of 

CANCER 

Edited  by  Randolph  Lee  Clark,  Jr.,  M.D.,  and  Russell  W. 
CuMLEV,  Ph.D.,  University  of  Texas  iM.  D.  Anderson  Hospital  and 
Tumor  Institute.  With  the  assistance  of  an  editorial  board  of  26 
and  93  consulting  editor-authorities. 

The  Year  Book  of  Cancer  brings  together  under  one 
cover,  and  for  the  first  time  in  any  language,  detailed 
abstracts  (with  illustrations  and  editorial  comments) 
of  the  best  international  journal  articles  on  all  aspects 
of  the  cancer  problem.  Presented  in  the  concise,  terse 
style  for  which  the  Year  Book  Series  is  so  widely  used 
and  appreciated,  the  truly  significant  work  in  research 
and  clinical  management  now  becomes  available  in  a 
compact,  convenient  quick-reference  format  never 
before  obtainable.  Ready  June.  Approx.  475  pages, 
190  illustrations.  Approx.  S7.50. 

FIELDS  & SEED’S 

Clinical  Use  of  RADIOISOTOPES 

Just  Ready — A simplified,  working  manual — not  a 
tome  intended  exclusively  for  those  with  specialized 
interests. 

Principal  emphasis  is  on  established  applications  of 
isotopes  in  diagnosis  and  treatment — Thyroid  Evalu- 
ation, Treatment  of  Toxic  Goiter,  Therapy  of  Blood 
Diseases,  Cancer  and  Cardiac  Therapy,  etc. 

Additional  discussions  deal  with  the  radioisotope 
laboratory,  materials,  apparatus,  radiation  safety,  glos- 
sary of  terms,  signs,  symbols,  etc. 

By  17  Authorities.  Edited  by  Theodore  Fields,  Af.5., 
Assistant  Director  Radioisotope  Laboratory,  VA  Hospital, 
Hines,  Illinois,  and  Lindon  Seed,  Al.D.,  Clinical  Associate 
Professor  of  Surgery,  College  of  Aiedicine,  University  of 
Illinois.  384  pages;  illustrated.  $9.50. 


THE  YEAR  BOOK  PUBLISHERS,  INC. 

200  E.  Illinois  St.,  Chicago  11,  III. 

11-5-7 

Please  send  for  1 0 days'  examination. 


I I Year  Book  of  Cancer approx.  $7.50 

[~1  Clinical  Use  of  Rodioisotopes 9.50 


YearBook 

PUBLISHERS 


Name. Street. . • • 

Oty  Zone State 


I 


I 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  OpticrU 
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"DOCTOR" 

Give  Us  Your  Transportation  Worries 

OUR  BENEFITS 

TO  YOU  ARE 

WE  COVER 

YOU  WITH— 

COMPLETE 

RELEASE  OF  CAPITAL 

New  Automobiles 

Any  Make 

PIEDMONT 

PLAN 

LIABILITY  INSURANCE 

of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

No  Worries  Over 

Toxes-Fees 

Service  Cost 

Insurance 

FOIt  THE 

MEDICAL 

You  Are  Protected 

With  100%  Coverage 

On  Collision,  Fire 

and  Theft  Insurance 

Repairs 

License  Fees 

PROFESSION 

If  Your  Car 

Is  Out  of  Service,  You 

Towing  Cost 

Anti-Freexe 

EXCLUSIVELY 

Are  Provided  With  a 

Replacement 

Battery  Replacements 

All  Repairs,  Tire  & 

Battery  Replacement  Are 

Purchased  In  Your 

Tire  Replacements 

Inspection  Registration 

For  Most  of  You,  All 

This  Is  100%  Tax  Deductable 

Fees 

Home  Town 

We  are 

OS  near  as  your  Telephone! 

1#  You  Would  Like  lo  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 

On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 

P.O.  BOX  427 

212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA 

PHONE  2-3905 

G.  B.  Griffith,  President 
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.give  real  relief: 


A.RC.'"'‘Demeror 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (2V2  grains) 

Caffeine  30  mg.  (V2  grain) 


Demerol  hydrochloride  . 30  mg.  (V2  grain) 


1 or  2 tablets. 


Narcotic  blank  required. 


Potentiated  Pain  Relief 


i 


WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-13  15  North  Fourteenth  Street  RICHMOND,  VIRGINL4 
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PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHTS 


r 

Insole  extension  and 
heel  where  support  is  most 

• The  patented  arch  support  construction  is  guaran« 
teed  not  to  break  down. 

# Innersoles  guaranteed  not  to  crack  or  collapse. 

* Foot-sO'Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

* Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.P.U.  specifications. 

^ We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Wrjfe  for  free  booklet  on  Foot-so  Port  Shoes  or 
contact  your  local  FOOT«SO-PORT  Shoe  Agency. 

Refer  ^o  your  Classified  Telephone  Direcfory. 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Compony 

V / 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

In  3 Volumes 
Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.75 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


in  its  completeness 


PI  LLS 


Digitalis 

(Dsviea.  Rom) 

0.1  Gram 

faMtlL  1 V4  (rKiiu) 
CAUTION:  Pnisral 
law  prohibits  dlspeiu- 
tnK  wHfaoot  pcMcrtp- 
tion* 


U»ia,  MS  t M..  IM. 
Ihss..l  S.t 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Ciinical  samples  sent  to 
physicians  upon  request. 


.y 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass, 
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more  than  hope . . . 

When  the  contents  of  Pandora’s  Box  were  released, 

Hope  alone  remained.  To  the  allergic  patient, 

faced  with  a veritable  Pandora’s  Box  of  discomforts, 

‘Perazir  offers  far  more  than  hope.  It  gives 
abiUty  to  withstand  allergens,  without  reactions. 

PEBAZir 

brand  Chlorcyclizine  Hydrochloride 

long-lasting  action  • exceptionally  little  side  effect 

For  children  and  adults:  sugar-coated  tablets  of  25  mg. 

SCORED  (uncoated)  TABLETS  OF  50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  EVC., 


Tuckahoe,  New  York 
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prevents  nausea, 
dizziness,  vomiting 
of  motion  sickness 
in  minutes 

♦Trademark 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 


John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


PREM  ARIN: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y • Montreal,  Canada 
5645 
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Meat . . . 

Good  Nutrition  and  the 
Metabolic  Changes  of  Adolescence 

The  sharp  increase  in  nutritional  requirements  during  adolescence 
is  ascribed  to  the  rapid  growth,  restless  activity,  high  basal  metabolism, 
and  increased  rate  of  organ  development  during  this  period. 2 Nutri- 
ent needs  during  adolescence  are  higher  than  at  any  other  period  of 
life2  except  for  pregnancy  and  lactation. 

In  order  to  satisfy  these  extremely  high  nutritional  requirements, 
“protective”  foods  supplying  liberal  amounts  of  protein,  vitamins,  and 
minerals  should  predominate  in  adolescent  diets. 3 Such  foods  include 
meat,  poultry,  fish,  milk,  eggs,  vegetables  and  fruits,  and  whole-grain 
or  enriched  cereals  and  enriched  bread.  Accessory  foods  commonly 
eaten  by  adolescents  to  satisfy  emotional  needs  may  provide  energy, 
but  are  commonly  responsible  for  obesity  and  should  not  take  the  place 
of  the  “protective”  foods. 

Meat  contributes  much  toward  making  the  daily  meals  of  adoles- 
cents appetizing,  ample,  and  satisfying  as  well  as  adequate  in  protein, 
B vitamins,  iron,  phosphorus,  potassium,  and  magnesium.  Its  complete 
protein  functions  in  all  physiologic  mechanisms  utilizing  protein — tissue 
growth  and  replacement,  fabrication  of  enzymes,  hormones,  and  anti- 
bodies, and  maintenance  of  the  body’s  fluid  balance.  Its  B vitamins 
and  minerals  take  part  in  many  processes  of  intermediate  metabolism 
important  in  body  development. 

1.  Toverud,  K.  U.;  Stearns,  G.,  and  Macy,  I.  G.:  Maternal  Nutrition  and  Child  Health.  An  Inter- 
pretative Review,  Washington,  D.C.,  National  Research  Council,  National  Academy  of  Sciences, 
Bull.  No.  123,  1950,  p.  if 5. 

2.  Proudfit,  F.  T.,  and  Robinson,  C.  H.;  Nutrition  and  Diet  Therapy,  ed.  11,  New  York,  The 
Macmillan  Company,  1955,  p.  271. 

3.  Martin,  E.  .A.:  Roberts’  Nutrition  Work  with  Children,  Chicago,  The  University  of  Chicago 
Press,  1954,  pp.  231-236 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

.American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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How  +o  win^-frie«cl 


The  Best  Tasting 
Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 

25i  Bottle  of  48  tablets  (13^  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18.  N.  Y. 
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e only  one  of  its  kind" 


I 6IEATEI  HiTlllfiTIC  AISOBPTIOII 1 FASTER  BROAD-SPECTRUM  ACTION 


hemically 

conditioned 
>r  greater  clinicai 
efficiency 


ACHROMYCIN  V admixes  sodium  metaphosphate  with 
tetracycline,  achromycin  v provides  greater  antibiotic 
absorption /faster  broad-spectrum  action  and  is  indicated  for 
the  prompt  control  of  infections,  seen  in  everyday  practice, 
hitherto  treated  with  other  broad-spectrum  antibiotics. 
Available:  Bottles  of  16  and  100  Capsules. 

Each  Capsule  (pink)  contains: 

Tetracycline  equivalent  to  tetracycline  HCI..  250 mg. 

Sodium  metaphosphate 380  mg. 

ACHROMYCIN  V dosage:  6-7  mg.  per  lb.  of  body  weight 
per  day  for  children  and  adults. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 

•Reg.  U.  S.  Pot.  Off. 


Specializing 

in  your  patients’  HOSPITAL,,  SURGICAL  and  MEDICAL 
insurance  problems  makes  the  local  AMERICAN  HEALTH 
AGENT  a valued  ^‘Doctor’s  Aide.” 


Complete 
Local  Service 
In 

Your  State 


Because  he  is  a specialist  who  focuses  his  attention  on 
Health  Insurance,  the  local  American  Health  Agent  has  won  a 
position  of  friendship  and  trust. 

As  a career  agent  in  his  chosen  field,  it  is  his  purpose  to  serve 
both  Doctor  and  patient  as  a true  “friend  in  need”  at  all  times, 
with  prompt  settlements,  efficient  service,  and  a sympathetic 
understanding  of  the  problems  of  the  medical  profession. 

American  Health 

INSURANCE  CORPORATION 

FIRST  NATIONAL  BANK  BUILDING,  BALTIMORE  2,  MD. 
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Equally  Important  in 


REDUCING  Diets 


ihe  maintenance  of  an  optimal  nutritional  state  in  the  face  of  a sharp 
curtailment  of  caloric  intake  makes  it  mandatory  that  the  daily  diet  satisfy 
all  requirements  for  protein,  vitamins,  and  minerals.  Thus  all  foods  present 
in  normal  diets,  including  meat,  poultry,  fish,  eggs,  dairy  products,  vege- 
tables, fruits,  and  enriched  and  whole  grain  products,  may  be  represented 
in  the  reducing  diet. 

The  enrichment  nutrients  of  enriched  bread  are  selected  qualitatively 
and  quantitatively  because  of  their  importance  in  everyday  nutrition. 

These  nutrients  have  proved  especially  important  in  restricted  diets. 

Though  relatively  low  in  calories  (only  63  per  slice),  enriched  bread  con- 
tributes noteworthy  amounts  of  biologically  valuable  protein,  the  B vita- 
mins thiamine,  riboflavin  and  niacin,  the  minerals  iron  and  calcium. 

The  average  contribution  per  shce — protein  2 Gm.;  thiamine  0.06  mg.; 
riboflavin  0.04  mg.;  niacin  0.56  mg.;  iron  0.6  mg.;  calcium  21  mg. — merits 
the  inclusion  of  enriched  bread  in  the  reducing  diet,  and — through  the 
number  of  slices  included — helps  in  assuring  adequate  intake  of  these 
essentials. 

Fresh  or  toasted,  or  in  sandwiches,  enriched  bread  affords 
eating  satisfaction  so  essential  for  making  any  reducing 
regimen  tolerable  over  the  long  term  usually  required. 


THE  VIRGINIA  BAKERS  COUNCIL 

In  co-operation  with 

THE  AMERICAN  BAKERS  ASSOCIATION 


/The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  by  the  Council  on  Foods  and 
Nutrition  of  theAmericanMedicalAssociation  and  found 
consistent  with  current  authoritative  medical  opinion. 
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an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula. 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  V2  teaspoonful 
contains : 

Pentylenetetrazol.  .100  mg. 
Nicotinic  Acid SO  mg. 

1.  Levy,  S.,  JAMA..  153:1260,  1953 

2.  Thompson,  L.,  Procter  R. , 

North  Carolina  M.  J.,  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med.,  3:325,  1956 


CONFUSION  . . . 


to  A 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOI. 

DRUG  SPECIAI.TIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL.  capsules  and  literature  on 
NICOZOL.  for  senile  psychoses. 

Sole  distributors  in  California; 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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Iiighly  effective— clinically  proved 


irovides  added  certainty  in  antibiotic  therapy  particularly  for 
bat  90%  of  the  patient  population  treated  in  home  or  office. . . 


Jilti-spectrum  synergistically  strengthened 
ijiMAMYClN  provides  the  antimicrobial  spectrum  of 
tracycline  extended  and  potentiated  with  oleandomy- 
c to  include  even  those  strains  of  staphylococci  and 
c tain  other  pathogens  resistant  to  other  antibiotics. 

i,>plied:  Sigmamycin  Capsules  — 250  mg.  (oleandomycin  83  mg., 
t -acycline  167  mg.),  bottles  of  16  and  100;  100  mg.  (oleandomy- 


cin 33  mg.,  tetracycline  67  mg.),  bottles  of  25  and  100.  Sigmamycin 
FOR  Oral  Suspension — 1.5  Gm.,  125  mg.  per  5 cc.  teaspoonful 
(oleandomycin  42  mg.,  tetracycline  83  mg.),  mint  flavored,  bottles 
of  2 OZ.  *Trademark 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 


for  your  complete  insurance  needs  . . . 

^ PROFESSIONAL 
^ PERSONAL 
^ PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE:  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  1 11  W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 


INDEX  TO  ADVERTISERS 
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St.  Luke’s  Hospital  35 

St.  Paul  Insurance  Companies,  The  52 

Stuart  Circle  Hospital 30 

Terrace  Hill  Nurring  Home,  Inc. 34 
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Something  J^eally^  NEW! 


S.C.A.  TABLETS 


The  oldest  idea  in  analgesic  combinations  in  a distinctive, 
difFerent  NEW  formula  ...  as  modern  as  tomorrow. 


It  long  has  been  an  accepted 
idea  that  a combination  of  anal- 
gesics produces  smoother  anal- 
gesia than  either  would  accom- 
plish alone.  Now  . . . with  S.C.A. 
TABLETS,  this  old  idea  is  retained 
. . . but  with  the  advantage  of 
utilizing  newer,  less  toxic  agents. 

In  S.C.A.  TABLETS,  aspirin  is 
omitted  in  favor  of  salicylamide. 
This  enhances  the  analgesic  and 
anitpyretic  activity  . . . with  no 
chance  of  stomach  irritation  from 
liberation  of  free  salicylic  acid. 

Phenacetin  (Acetophenetidin),  in 
S.C.A.  TABLETS  has  been  .re- 


"ii. » ^'! 


placed  by  Acetyl  p-aminophenol, 
eliminating  the  danger  of  met- 
hemoglobin  formation. 

S.C.A.  TABLETS  are  indicated  in 
the  relief  of  pain  and  discomfort 
of  the  common  cold,  headache, 
grippe,  sciatica,  dysmenorrhea, 
bursitis,  neuritis,  myositis,  and 
kindred  conditions. 

Literature  on  clinical  tests  and 
bibliography  on  S.C.A.  TABLETS 
upon  request  . . . the  oldest  idea 
in  analgesics  brought  up  to  date 
. . .in  white,  compressed  tablets, 
monogrammed  with  PP  for  ready 
identification. 


EACH  S.C.A.  TABLET  CONTAINS: 


SALICYLAMIDE  S'/z  gr. 

ACETYL-P-AMINOPHENOL  2'/2  gr. 

CAFFEINE  CITRATE  ..  '/z  gr. 


PRODUCTS  CO., INC. 

PETERSBURG,  VIRGINIA 


CLINICAL  SAMPLES  AND  LITERATURE  ON  REQUEST 


\ 
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YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORMERODRIN  ne.a  mg.  or  3.chloromcrcuri-2-methoxy-propylurca 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN^  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 
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can  you  read  this  thermometer, 


doctor? 


Naturally  not.  Missing  calibration  makes  it  worthless. 

Equally  useless  and  dangerous  is  a "quantitative”  urine-sugar  test  that  does  not 
quantitate  dependably,  or  omits  readings  in  the  critical  range. 

Enzyme  urine-sugar  tests  are  sensitive  and  specific  for  glucose  — excellent  “yes” 
or  "no”  tests  but  undependable  for  quantitation.  King  and  Mainline, ^ after  testing 
1,000  urines,  found  an  enzymatic  urine-sugar  test  unable  to  distinguish  in  the 
important  range  between  Vz  per  cent  and  2 per  cent  or  more  of  urinary  glucose. 
Leonards,^  in  a report  on  4,020  tests,  revealed  that  “...in  502  out  of  804  tests 
the  wrong  interpretation  was  made.”  He  concluded  that  enzymatic  urine-sugar 
testing  “...as  a quantitative  procedure  is  unsatisfactory  and  can  lead  to  serious 
error  in  the  interpretation  of  a patient’s  clinical  condition. 

Failure  to  recognize  this  limitation  of  enzyme  tests  may  result  in  incorrect 
insulin  dosage,^  and  may  lead  to  diabetic  complications. 

(1)  King,  J.  W.,  and  Mainline,  A.,  Jr.:  Commercial  Glucose  Oxidase  Preparations  for  the  Detection  of 
Glucose  in  Urine,  Cleveland  Clin.  Quart.  23:212,  1956.  (2)  Leonards,  J.  R.:  Evaluation  of  Enzyme  Tests 
for  Urinary  Glucose,  J.A.M.A.  163:260  (Jan.  26)  1957. 


reliable  readings  throughout  the  critical  range- 
does  not  omit  ^4%  (++)  and  1%  (+  ++) 


a 15  year  “standard”  in  urine-sugar  testing 


AMES  COMPANY,  INC  • ELKHART,  INDIANA  . Ames  Company  of  Canada,  Ltd.,  Toronto 
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a new  dosage  form 


Compazine 


Ampuls 


for  immediate  control  of  nausea  and  vomiting 
when  oral  administration  is  not  feasible 

> In  98%  of  cases  treated  with  ‘Compazine’  Ampuls  during 

- • clinical  trials,  a single  intramuscular  dose  completely 

stopped  nausea  and  vomiting  or  reduced  its  severity 
enough  to  permit  tablet  administration 
Dosage : An  initial  dose  of  5 to  10  mg.  (i  to  2 cc.)  should 
be  injected  deeply  into  the  upper  outer  quadrant  of  the 
buttock.  This  may  be  repeated  if  necessary  at  intervals  of 
3 to  4 hours. 

For  further  information,  see  S.K.F.  literature. 

Available:  2 cc.  (10  mg.)  ampuls  in  boxes  of  6 and  100. 
5 mg.  tablets  in  bottles  of  50  and  500. 


Compazine 


a potent  antiemetic 
with  minimal  side  effects 


Smith,  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prodorperazine,  S.K.F. 
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relief 
for  your 
patients 


who  develop  nasal  congestion 
on  reserpine  therapy 


SANDRILc 


(Reserpine,  Lilly) 


(Pyrrobutamine,  Lilly) 


About  50  percent  of  all  patients 
experience  this  annoying  side-effect. 

'Sandril'  c Tyronil'  relieves  75  percent 
of  those  affected. 

TABLETS  of  0.25  mg.  'Sandril'  plus  7.5  mg.  ‘PyroniL’ 


Annual  Meeting 

The  Medical  Society  of  Virginia 
Washington,  D.  C.,  October  27-30,  1957 


JUNE,  1957 


now. . . 

to  complete  the  Parke-Dav, 


CELONTIN  Kapseals  (Methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 


Dl  L.ANTI  N®  Sodium  (Diphenylhydantoin  Sodium,  Parke-Davis) 


is  supplied  in  a variety  of  forms— including 
Kapseals  of  0.03  Gm.  and  0.1  Gm.  in  bottles  of  100  and  1,000. 
M I LONTI N®  Kapseals  (Phen.suximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000. 
MILONTIN  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 
PH  ELANTI N®  Kapseals  (Dilantin  100  mg.,  phenobarbital 
30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100. 


• • 


binily  of  anticonvulsants 

a new  antiepileptic  for  petit  mal 
and  psychomotor  seizures 


CELONTIN 


(methsuximide,  Parke-Davis) 


Kapseals*^ 


Clinical  experienced  "’^  with  CELONTIN  indicates  that  it: 

• provides  effective  control  with  minimal  side  effects  in  the 
treatment  of  petit  mal  and  psychomotor  epilepsy; 

• frequently  cheeks  seizures  in  patients  refraetory  to  other 
medications; 

• has  not  been  observed  to  increase  incidence  or  severity  of 
grand  mal  attaeks  in  patients  with  combined  petit  and  grand 
mal  seizures. 

Optimal  dosage  of  CELONTIN  should  be  determined  by  individual  needs 
of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Gm.  Kapseal  daily 
for  the  first  week.  If  required,  dosage  may  be  increased  thereafter  at 
weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks,  to  maximum 
total  daily  dosage  of  four  Kapseals  (1.2  Gm.). 

1.  Zimmerman,  E T,  and  Burgemeister,  B.:  Arch.  Neurol,  ir  P.^ychiut.  72:720,  19.54. 

2.  Zimmerman,  E T,  and  Burgemeister,  B.:  J.A.M.A.  157:1194,  1955. 

•3.  Zimmerman,  E T. ; Arch.  Neurol,  ir  P.sychiat.  76:6-5,  1956. 
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Functional  and  Organic  Control 


Gastro-Intestinal 
Irritability  and  Tension 


MONODRAl* 

■"‘MEBARAl' 

TABLETS 

ANTISECRETORY  . ANTICHOLINERGIC  • SEDATIVE 


Each  tablet  contains: 

Monodral  bromide  5 mg. 
Mebaral  32  mg. 

Dependable  control  of  hyperacidity  and  hyper- 
motility. Spasmolysis.  Prompt  and  prolonged 
pain  relief.  Tranquillity  without  drowsiness. 

Peptic  ulcer,  1 or  2 tablets  three  or  four  times 
daily.  Other  gastro-intestinal  disorders,  1 tablet 
three  or  four  times  daily. 

Bottles  of  1 00  tablets. 


Monodral  (brand  of  penthienate) 
and  Mebaral  (brand  of  mephobarbital), 
trademarks  reg.  U.S.  Pat.  Off. 


Protective  coating  and  mild 
astringent  effect  of  CREAMALIN 
promote  healing  of  peptic  ulcer. 


CREAMALIN 


Inhibition  of 
vagus  nerve  by 
MONODRAL  with 
MEBARAL  results  in 
reduction  of  acidity 
and  hypermotility 


CLIP  THIS  AD  AND  SHOW  IT  TO  YOUR  WIFE  TONIGHT 


it’s  time  for  the  vacation  you 

...in  a luxurious,  new  apartment-hotel, 
offering  all  the  privacy  and  comforts  of  home, 
with  an  abundance  of  recreational  facilities  for  you 
and  your  family.  A complete  resort  city— restaurant, 
shops,  niteclub,  cocktail  lounge,  pool-cabana  area, 
solaria,  sun  ’n  sea  sports.  In  the  heart  of  incom- 
parable Palm  Beach,  a vacationland  always 
"in  season.”  14  golf  courses  nearby  and  the 
finest  fishing  anywhere.  Your  prescription 
for  relaxation  and  fun  as  you  want  it... 
to  be  filled  at  the  palm  beaoK 

100%  AIR- 
CONDITIONED 

Magnificently  furnished  efficiencies,  one  and  two 
bedroom  apartments  — all  with  private  loggias. 

Complete  hotel  service.  Write  for  beautiful,  informative, 
full  color  brochure  and  low  summer  rotes, 
see  your  favorite  travel  agent,  or  phone  Alex  Murphy 
IMgr.)  at  Temple  3-5761  (we'll  deduct  cost  from  your  billl. 


deserve! 


PALM  BEACH,  FLORIDA 
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for  "the  butterfly  stomach 


ft 


Pavatrine^  with  Phenobarbital 


125  mg. 


15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 
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for  relief  that  lasts -longer 


tendons 

without 

need 

for  surgery 


A/-* 


Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 


Collateral  ligament 


Radiculitis 

Osteochondritis 


■'4 


j£-< 


Anti-inflamniatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Dosage:  the  usual  inrra-articular. 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend* 
ing  on  location  and  extent  of 
pathology. 

Supiriied:  .Suspension  'hydeltka'- 
T.B.A. — 20  mg./cc.  of  predniso- 
lone i^rttary-butylacctatc,  in 
5-cc.  vials. 

MERCK  SMARR  R DOHMB 

DIVISION  OF  MERCK  k CO.. INC. 
FHILAOECPHIA  I.  PA. 
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Phenobarbital  'A  gr. 

W’arning— May  be  habit  forming. 

Acetyl-para-aminophenol  2Vi  gr. 

Salicylamide  3*A  gr. 

Hyoscyamine  Sulfate  0.0004  gr. 

Atropine  Sulfate  0.00002  gr. 

Scopolamine  Hydrobroinide  .0.00008  gr. 


-rapid  acting,  sustained  effect .... 

Anadol  Tablets  are  designed  to  provide  the  maximum  relief  from  pain  possible  without 
resorting  to  the  opiate  drugs.  The  analgesic  effect  of  Anadol  is  achieved  by  a unique 
combination  of  acetyl-para-aminophenol  and  salicylamide.  Together  they  form  a team 
that  produces  a smooth  analgesia  lasting  longer  than  either  diug  would  provide  alone. 
Phenoharbital  is  included  in  order  to  potentiate  the  analgesic  effect*  and  to  provide  a 
moderate  degree  of  sedation.**  The  central  effect  of  the  pheno- 
barbital is  augmented  by  the  inclusion  of  hyoscyamus  alkalo  ds, 
thus  contributing  to  the  allaying  of  tension  which  is  often  a 
factor  to  be  reckoned  with  when  pain  is  present  in  any  degree. 

BIBLIOGRAPHY 

‘Goodman.  L..  and  Gilman.  A.:  The  Pharacological  Basis  of  Therapeutics, 

1941,  p.  244. 

“Beckman,  Harry  : Pharmacology  in  Clinical  Practice,  1952,  p.  465. 


PRODUCTS  CO.,INC. 

PETERSBURG,  VIRGINIA 


ALSO 

AVAILABLE 
WITH 
14  AND  14 
GRAIN 
CODEINE 

100 

TABLETS 

1000 

TABLETS 


CLINICAL  SAMPLES  AND  LITERATURE  ON  REQUEST 
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* Orand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use:  in  Vi  02.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/a  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y, 


’OL.  84,  Ju.'.E,  1 957 
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Traumatic  periarticular  fibrositis  is  a com- 
mon penalty  for  those  who  go  beyond  their 
physical  capacity.  Early  and  adequate  therapy 
with  SiGMAGEN  prevents  the  development  of 
ligamentous  calcification,  periarthritis  and 


its  painful,  sometimes  irreversible,  results. 
SiGMAGEN  provides  doubly  protective  corti- 
coid-salicylate  therapy  — a combination  of  * 
Meticorten®  (prednisone)  and  acetylsalicylic  y 
acid  providing  additive  antirheumatic  benefits 
as  well  as  rapid  analgesic  effect.  These  benefits 
are  supported  by  aluminum  hydroxide  to  coun- 
teract excess  gastric  acidity  and  by  ascorbic 
acid,  the  vitamin  closely  linked  to  adrenocorti- 
cal function,  to  help  meet  the  increased  need 
for  this  vitamin  during  stress  situations. 


Therapy  should  be  individualized.  Acute  con- 
ditions:  2 or  3 tablets  4 times  daily.  Follow- 
ing desired  response,  gradually  reduce  daily 
dosage  and  discontinue.  Subacute  or  chronic 
conditions:  Initially  as  above.  After  satisfac- 
tory control  is  obtained,  gradually  reduce  the 
daily  dosage  to  minimum  effective  mainte- 
nance level.  For  best  results  administer  after 
meals  and  at  bedtime. 


for  patients  who  go  beyond  their 
physical  capacity. ..protective  cor- 
ticoid-salicylate  therapy 


corticold-analgesic  compound  fgihletS 

Prednisone 0.75  mg.  Aluminum  hydroxide .75  mg. 

Acetylsalicylic  acid 325  mg.  Ascorbic  acid 20  mg. 


Precautions:  Because  SIGMAGEN  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this  steroid 
apply  also  to  the  use  of  SIGMAGEN.  t<i-j~4s7 


"DOCTOR" 

Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 
TO  YOU  ARE 
COMPLETE 

RELEASE  OF  CAPITAL 

New  Automobiles 
Any  Make 

No  Worries  Over 

Taxes-Fees 

Service  Cost 

Insurance 

Repairs 

License  Fees 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

Tire  Replacements 

Inspection  Registration 
Fees 


PIEDMONT 

PLAN 
FOR  THE 

MEDICAL 

PROFESSION 

EXCLUSIVELY 

For  Most  of  You,  All 
This  Is  100%  Tax  Deductable 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coverage 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 
Purchased  In  Your 
Home  Town 


We  are  as  near  as  your  Telephone! 

If  You  Would  Like  to  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 


P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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designed  t( 


Control  anxiety 

in  Arthritis,  Asthma,  Allergic  Dermatoses 


the  original  tranquilizer-corticoid 

Htaraxoid 

prednisolone  and  hydroxyzine ; 

provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications* 


■■'P:  - - 


Ataraxoid  now  written  as 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


and  now  available  as  NEW  II 

1 1 ^ - • ■ . i 

2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


FTTTTnP 


a7id  NEW 


Htaraxoid  u 

1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 


1.  Personal  communications 


•Trademark 


PFIZER  LABOR ATOR I E S Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


stands  for— 


greater  antibiotic  absorption 


earlier  therapeutic  blood  levels  • faster  broad- 


spectrum  action. 


Achromycin  V Capsules  are  the  new,  rapid- 


acting,  oral  form  of  Achromycin*  Tetracycline — offering  | 


your  patients,  on  the  average,  twice  the  antibiotic  | 
1 absorption  in  half  the  time  required  by  older  preparations. 


I 


REMEMBER  THE  V WHEN  SPECIFYING 


ACHROMYCIN' 


^etracycline  Buffered  with  Phosphate 


CAPSULES— Each  capsule  fpink)  contains  tetracycline  equivalent  to  250  mg.  of 
tetracycline  HCI,  phosphate-buffered.  Bottles  of  16  and  100  capsules. 


SYRUP— Each  teaspoonful  (5  cc.)  of  orange-flavored  syrup  contains  125  mg.  of 
tetracycline  HCI  activity,  phosphate-buffered.  Bottles  of  2 and  16  fl.  oz. 


I 


ACHROMYCIN  V 


and  adults. 


dosage:  6-7  mg.  per  lb.  of  body  weight  per  day  for  children 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMIO  COMPANY.  PEARL  RIVER.  N.  Y. 
*Reg.  U.  S.  Pat.  Off. 


—like  some  drugs— can  cause  side  effects  that 
may  force  your  patient  to  discontinue  treatment 


A reducing  regimen  that  is  dependent  on  diet  alone 
is  frequently  complicated  by  psychic  side  effects — 
irritability,  psychogenic  weakness  and  fatigue. 

The  smooth  normalizing  effect  of  ‘Dexamyl’  on  extremes 
of  mood  can  encourage  your  overweight  patient  to 
practice  the  dietary  discipline  necessary  for  weight 
loss.  Furthermore,  because  of  its  Dexedrine* 
component,  ‘Dexamyl’  exerts  a specific  inhibitory 
effect  on  appetite. 


DEXAMYL* 


tablets — elixir — Spansule^  capsules 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Each  ‘Dexamyl’  Tablet  or  teaspoonful  (5  cc.)  of  the  Elixir  supplies: 
‘Dexedrine’  (dextro-amphetamine  sulfate,  S.K.F.),  5 mg.;  amobarbital,  gr. 

‘Dexamyl’  Spansule  capsules  are  available  in  two  strengths:  (1)  ‘Dexedrine’,  10  mg.; 
amobarbital,  1 gr.  (2)  ‘Dexedrine’,  15  mg.;  amobarbital,  1J4  gr. 

*T.M.  Reg.  U.S.  Pat.  Ofif.  IT.M.  Reg.  U.S.  Pat.  Ofif.  for  sustained  release  capsules,  S.K.F. 
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kids  really  like.,. 


SQUIBB  IRON.  B CO.MPLEX  AND  B12  VITAMINS  ELIXIE. 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality^ 
the  Priceless  Ingredient 


tRUBRATON'®  IS  A SQUIBS  TRADEMARK 


Each  teaspoonful  f5  cc.)  supplies: 

Elemental  Iron  38  mg, 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated) 

Vitamin  B12  activity  concentrate 4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Alcohol  content:  12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply : Bottles  of  8 ounces  and  1 pini . 
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Steroid-Nutritional  Therapy 
Is  Constructive  Approach  for  the 
First  Signs  of  Aging 


Emphasis  on  Early  Treatment  Before  '^Damage'  Is  Done 


The  first  subtle  suggestions  of  physiologic  de- 
terioration should  not  be  dismissed  if  serious 
somatic  and  metabolic  disorders  are  to  be 
avoided.  Prompt  institution  of  steroid-nutri- 
tional therapy  may  forestall  and  even  reverse 
premature  '"damage”  and'help  prolong  the  ac- 
tive life  of  the  patient. 

Some  of  the  most  common  symptoms  of  de- 
clining gonadal  function  and  nutritional  insuffi- 
ciency are  vague  pains  in  the  bones  and  joints, 
easy  fatigability,  decreased  muscular  tone,  loss 
of  appetite,  chronic  mental  fatigue  and  general 
malaise.  In  older  patients,  these  complaints  are 
frequently  indicative  of  degenerative  processes 
when  they  cannot  be  attributed  to  a specific 
cause. 

The  comprehensive  formula  of  “Mediatric” 
is  specifically  designed  to  provide  three  thera- 
peutic services:  1.  protect  general  metabolic 
integrity;  2.  preserve  physiologic  efficiency;  3. 
prevent  premature  damage. 

“Mediatric”  supplies  estrogen  and  androgen 
in  small  amounts  to  exert  a favorable  influence 
on  bone  and  protein  metabolism.^  restore  mus- 
cle tone  and  coordination,^  and  increase  the  ten- 
sile strength  of  the  skin.^  The  two  steroids  ap- 
pear to  have  an  additive  metabolic  effect,  while 
their  opposing  action  on  sex-linked  tissue  min- 
imizes the  incidence  of  untoward  reactions. 

Dietar\'  supplements,  including  essential  B 
vitamins  and  ascorbic  acid,  ensure  adequate 
nutrition,  prevent  moderate  anemias,  and  main- 
tain efficient  enzvme  svstems.  The  mood  elevat- 


ing effect  of  a mild  antidepressant  helps  restore 
emotional  stability  and  increases  mental  alert- 
ness. 

Recommended  dosages:  Male  — 1 tablet  or  1 
capsule  (or  3 teaspoonfuls)  daily,  or  as  re- 
quired. Female  — 1 tablet  or  1 capsule  ( or  3 
teaspoonfulsj  daily,  or  as  required,  taken  in 
21  day  courses  witli  a rest  period  of  one  week 
between  courses. 

Bibliography  on  request. 

“Mediatric”®  Tablets  and  Capsules 


Each  capsule  or  tablet  contains: 

Conjugated  estrogens  equine 

(■‘Premarin”®  ) 0.25  mg. 

Methyltestosterone 2.5  mg. 

Vitamin  C (ascorbic  acid) 50.0  mg. 

Thiamine  mononitrate  (Bj)  5.0  mg. 

Vitamin  B12  with  intrinsic 

factor  concentrate V6  U.S.P.  Unit 

Folic  acid  U.S.P 0.33  mg. 

Ferrous  sulfate  exsic 60.0  mg. 

Brewers’ yeast  (specially  processed) 200.0  mg. 

d-Desoxyephedrine  HCl 1-0  mg. 


Tablets— No.  752— bottles  of  100  and  1.000. 
Capsules — No.  252 — bottles  of  30.  100.  and  1,000. 

“Mediatric”  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 


Conjugated  estrogens  equine 

("Premarin”®)  0.25  mg. 

Methyltestosterone 2.5  mg. 

Thiamine  HCl  (Bj)  5.0  mg. 

Vitamin  Bjo 1.5  meg. 

Folic  acid  U.S.P 0.33  mg. 

d-Desoxyephedrine  HCl 1.0  mg. 


Contains  alcohol 

No.  910— bottles  of  16  fluidounces  and  1 gallon. 

Ayerst  Laboratories 

New  York,  N.  Y.  • Montreal.  Canada 
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'^MEDIATRIC”  will  promote  better  health  and  vigor 

when  the  patient  complains  of ..  . easy  fatigability  . . . vague 
pains  in  the  bones  and  joints 


These  symptoms  may  be  the  first  signs  of  degenerative  changes  in  patients 
over  40.  “Mediatric”  supplies  small  doses  of  estrogen  and  androgen,  important 
dietary  supplements  and  a mild  antidepressant  to  forestall  or  even  correct  the 
“damage”  of  premature  aging. 

“Mediatric’®- steroid-nutritional  compound,  available  in  tablets,  capsules 
and  liquid. 


Ayerst  Laboratories  • New  York,  N.  Y.  • Montreal,  Canada 


Postpartum  breast  engorgement  was  satisfactorily  prevented  in  96  per  cent  of  a series  of 
267  patients  who  received  "Premarin"  with  Methyltestosterone  promptly  after  delivery. 
No  serious  side  effects  were  noted,  and  the  absence  of  mental  depression  in  the  puer- 
perium  was  notable.  (Fiskio,  p.w.:  gp  ii-.jo  (May)  1955.) 

"'PREMARIN « WITH  Methyltestosterone 

for  combined  estrogen-androgen  therapy 

n 

Ayerst  Laboratories  • New  York,  N.  Y.  • Montreal,  Canada 


individualized 


R a u va I 


® 


(Rauwolfia  Serpentina) 


Rauprote 

(Rauwolfia  ■ Trademark 


Serpentina  and 
Protoveratrines 
A and  B 
Combined) 


Serpate 

(Reserpine)  ■ Trademark 


use  of  rauwolfia  in 
the  management  of 
hypertension 


contains  all  the  therapeutically  ac- 
tive alkaloids  of  whole  powdered 
Rauwolfia  serpentina  (double-as- 
sayed) to  provide  a unique  balance 
of  hypotensive  and  sedative  bene- 
fitsd  Bottles  of  100  and  1000  sugar- 
coated  tablets:  50-mg.  red  and 
100-mg.  pink  tablets. 


clinically  proved  combination  for 
moderate  or  severe  hypertension. 
Each  agent  appears  to  potentiate 
the  other’s  hypotensive  activity  and 
produce  beneficial  vasodilatation, 
tranquilization,  and  sedative  re- 
sponses with  a minimum  of  risk.^ 
Bottles  of  100  and  1000  tablets,  each 
containing  50  mg.  Rauwolfia  ser- 
pentina and  0.2  mg.  protoveratrines 
A and  B. 


presents  the  principal  crystalline 
alkaloid  of  rauwolfia... reduces  the 
“psychic  magnitude’’  of  everyday 
stresses  in  patients  with  mild  or 
labile  hypertension.®  Bottles  of  100, 
500,  and  1000  scored  tablets: 

0. 1 -mg.  white,  0.25-mg.  yellow,  and 
1.0-mg.  orange  tablets. 

1.  Wilkins.  R.  W. : Ann.  New  York  Acad.  Sc.  59:36, 

1054.  2.  Meilman,  E. : Circulation  13:596,  1956, 

3.  Wolferth,  C.  C.:  Pennsylvania  M.  J.  59:327,  1956. 


THE  VALE  CHEMICAL  CO.,  INC. 
pharmaceuticals 

Allentown  Pennsylvania 
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an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula.  12, 3, 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  V2  teaspoonful 
contains: 

Pentylenetetrazol . .100  mg. 
Nicotinic  Acid 50  mg. 

1.  Levy,  S..  JAMA.,  153:1260,  1953 

2.  Thompson,  L.,  Procter  R. , 

North  Carolina  M.  J.,  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med.,  3:325.  1956 


CONFUSION... 


to  a 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOL 

DRUG  SPECIALTIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  psychoses. 

Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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years  of 

documented 

experience 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORMERODRIN  (ie.3  mg.  of  3-chloromercuri-2-metmoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON*IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


0215$ 
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the  power  of  gentleness 

allays  anxiety  and  tension 

without  depression,  drowsiness,  motor  incoordination 

Nostyn  is  a calmative— not  a hypnotic-sedative— unrelated  to  any  available 
chemopsychotherapeutic  agent  • no  evidence  of  cumulation  or  habituation  • does 
not  increase  gastric  acidity  or  motility  • unusually  wide  margin  of  safety 
— no  significant  side  effects 

dosage : 1 50-300  mg.  (Vi  to  1 tablet)  three  or  four  times  daily, 
supplied:  300  mg.  scored  tablets,  bottles  of  48  and  500. 

♦Ferguson,  J,  T,  and  Linn,  F.  V.  Z.:  Antibiotic  Med.  & Clin.  Therapy  5:329,  1956. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA  ^sos? 

AMES  COMPANY  OF  CANADA,  LTD.,  TORONTO 
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VlRC.INT-A.  MF-DICAI.  ^IoNTHLY 


a penetrant  emulsion 
lor  chronic 
constipation 


(PLAIN) 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeales  ihe  hard,  slubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss . . . 
makes  it  more  movable 


**butks  it  up**  makes  it  more  movable 


KONDREMUL  (Pfain;— Pleasant-lasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pi. 

KONDREMUL  (With  Cascara}— 0.66  Gm.  nonbilter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenoiphthalein) — 0.13  Gm. 
phenolphlhalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pi. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  GO.  — stoneham,  Massachusetts 
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KONDREMUL  / PATCH 


AFTER  ALMOST 
FIVE  YEARS  OF 
INVESTIGATION 
AND  EXTENSIVE 
CLINICAL  USE 
(MILLIONS  OF 
PRESCRIPTIONS) 
THERE  HAS  NOT 
BEEN  A SINGLE 
REPORT  OF 
A SERIOUS  OR 
FATAL  REACTION 
TO  ERYTHROCIN 


This  remarkable  safety  record  stands  un- 
paralleled in  systemic  antibiotic  therapy 
today.  In  addition  to  being  an  unusually 
well-tolerated  drug  . . . erythrocin  (com- 
pared to  most  other  commonly-used  anti- 
biotics) is  virtually  free  of  side  effects. 

Still,  with  this  virtual  freedom  from  tox- 
icity, ERYTHROCIN  is  effective  in  the  great 
majority  of  common,  bacterial  respiratory 
infections.  In  speaking  of  pneumonia,  Her- 
rell  said,  “the  lack  of  toxic  manifestations 
folloiving  administration  of  erythromycin 
today  actually  favors  its  use  over  that  of 
the  hroad-spectrum  antibiotics  in  the  treat- 
ment of  this  infection.”  ‘ 

While  discussing  purulent  cellulitis  and 
sepsis  due  to  staphylococci,  Eastman,  et  al., 
mentioned  erythromycin  as  a dimg  of  first 
choice  in  treating  these  conditions. - 


Meanwhile,  Solomon  and  Johnston  stated, 
“in  the  staphylococcic  and  streptococcic  in- 
fections, other  than  pneumonias,  ivithout 
exception  the  results  of  treatment  xvith  ery- 
thromycin were  excellent.”^ 

IN  ANTIBIOTIC  THERAPY 

You,  too,  can  have  these  same  good  results 
in  your  everyday  practice— plus  the  assur- 
ance of  prescribing  a drug  proved  to  be 
exceptionally  well-tolerated  in  almost  five 
years’  use.  Filmtab  ERYTHROCIN  Stearate 
(100  and  250  mg.),  in  bottles  of  25  and  100. 


^L^VstEARATE  (Erythromycin  Stearate,  Abbott) 


1,  HerreH,  W.  E.,  Erythromycin,  Antibiotics  Mono- 
graphs, No.  1,  p.  34,  New  York,  Medical  Encyclopedia 
Inc.,  1955.  2.  Eastman.  G.,  Cook,  E.  and  Bunn.  P,, 

N.Y.  State  J.  Med.,  56:241.  1956.  3.  Solomon,  S.  DO  ^ 

and  Johnston,  B.,  Amer.  J.  Med.  Sc.,  230:660, 1955. 


— Film-sealed  tablets.  Abbott;  pat.  applied  for. 


port 


Wafer. 


IMFIED  i MODIFIED  (HILK 


Baker’s  Modified  Milk  is  a complete 
infant  food,  easy  to  prescribe  and  pre- 
pare in  hospital  and  home. 

Available  in  liquid  and  powder  forms, 
both  are  made  exclusively  from  Grade  A 
Milk  (U.S.P.H.S.  Milk  Code).  Both  con- 
tain all  requirements  for  complete 
infant  nutrition. 

Baker's  Liquid  — generally  preferred  for 
its  greater  ease  of  preparation. 

Baker's  Powder  — particularly 
adaptable  for  feeding  prematures 
and  for  use  as  complemental 
and  supplemental  feedings. 
Both  forms  are  extremely 
low  in  price,  costing  less 
than  a penny  per 
ounce  of  formula. 
Furnished  to  hos- 
pitals without 
charge,  of  course. 


Liquid 


Powder 


BAKER  S MODIFIED  MILK 

THE  BAKER  LABORATORIES,  INC. 

/HU/k.  ^ t/ti, /HmUcoL 

Main  Office:  Cleveland  3,  Ohio  e Plant:  Eait  Troy,  Wisconsin 
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Baker’s  Modified  Milk  is  a complete 
infant  food,  easy  to  prescribe  and  pre- 
pare in  hospital  and  home. 

Available  in  liquid  and  powder  forms, 
both  are  made  exclusively  from  Grade  A 
Milk  (U.S.P.H.S.  Milk  Code).  Both  con- 
tain all  requirements  for  complete 
infant  nutrition. 

Baker's  Liquid  — generally  preferred  for 
its  greater  ease  of  preparation. 

Baker's  Powder  — particularly 
adaptable  for  feeding  prematures 
and  for  use  as  corriplemental 
and  supplemental  feedings. 
Both  forms  are  extremely 
low  in  price,  costing  less 


) 


than  a penny  per 
ounce  of  formula. 

Furnished  to  hos- 
pitals without 
charge,  of  course. 
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BAKER'S  MODIFIED  MILK 

THE  BAKER  LABORATORIES,  INC. 

^ t/wMfdcoal 

Mailt  Offic*:  Clevalanii  3,  Ohio  • Plant:  lait  Troy,  Wlwonsiit 
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•TRAOEMAKK 


• RECiSTEReo  TRADEMARK  FOR  TRlDlHEZETNTL  IODIDE  LEDERiC 


PATHIB 


combines  Meprobamate  {4oo  mg.): 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients. 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.'’^’? 

with  Path  i Ion  (25mg.): 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  comphcations,  and  few  recurrences.** 


Now. . . with  PATH  I BAM  ATE . . .you  can  control  disorders  of  the 
digestive  tract  and  tiie  ‘‘emotional  overlay^^  so  often  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dramatic  response  to  PATH  I BA  MATE  therapy: 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 


I 


ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on  PATHIBAM  ATEyrow  clinical  investigators 


ferences:  l.  Borrus,  J.  C.:  M.  CUn.  North  America, 
press,  1957.  2.  Gillette,  H.  E.:  Jnternat.  Rec.  Med.  & G.  P. 
n.  169:453, 1956.  3.  Pennington,  V.  M.:  J.A.M.A., 
aress,  1957.  4.  Gayer,  D.:  Prolonged  Anticholinergic 
5rapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1 : 30 1-309 
ly)  1956.  5.  McGlone,  E B.:  Personal  Communication  to 
ierle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
mmunication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 

1 McGavack,  T.  H. : Personal  Communication 

-ederle  Laboratories.  . j., 

xv 

Ipplied:  Bottles  of  100  and  1000 

iministration  and  Dosage:  i tablet  three  times  a day 
nealtimes  and  2 tablets  at  bedtime.  Full 


• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”^ 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  I BAM  ATE  . . .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”^ 

• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”^ 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


PiTRirilH  / ^ Electric  product 

lUlIllljlJil/  in  step  with  your  progress 


Low'Cost  way  to  multiply 
youf  professional  efficiency 


Yes,  the  broad  diagnostic  versatility  that  is 
yours  with  the  G-E  Patrician  opens  new 
possibilities  for  your  practice.  Now,  at  a price 
competitive  with  low-power,  limited-range 
apparatus,  you  can  get  comprehensive  radio- 
graphic  and  fluoroscopic  facilities  — 200-ma, 
100-kvp,  full- wave  power. 

Consider  these  three  possibilities : 

• You  want  to  add  x-ray  sersice  for  your  patients 
but  have  been  deterred  by  the  capital  outlay  you 
thought  was  required  for  modem  apparatus. 

• Your  patient  load  has  swamped  your  present 
x-ray  machine,  but  not  to  an  extent  that  justifies 
a large  added  investment. 


Tigress  Is  Our  Most  Important  T^oduct 

GENERAL^  ELECTRIC 


• Your  diagnoses  are  handicapped  by  a slow,  in- 
flexible, under-powered  unit. 

If  your  situation  parallels  one  of  these  three, 
it  will  pay  you  to  get  the  complete  stoty  on  the 
Patrician.  Use  this  coupon  or  ask  your  G-E  x-ray 
representative,  who  can  also  give 
you  the  facts  on  General  Elec- 
tric’s convenient  financing  plans. 


X-RAY  DEPARTMENT 
GENERAL  ELECTRIC  CO. 

Milwaukee  1,  Wis. 

O Send  your  16-page  PATRICIAN  bullelin 
r~l  Focts  obout  deferred  payment. 
r~l  MAXISERVICES  rental  plan. 


Nome 

Address.. 
Gty 


..Zone Stote.. 


Direct  Factory  Branches ; 

RICHMOND  — 3423  West  Leigh  St.  RO.WOKE  — 202  S.  Jeflferson  Street 

B.4LTIMORE  — 3012  Greenmount  Ave.  WASHINGTON,  D.  C.  — 806  loth  St.,  N.W. 
NORFOLK  — 218  Flatiron  Building 
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ASSOmOPAK 


with  wider  variety... more  "freshness  protection” 


6 NEAT 
1-OUNCE 
PACKAGES 


NEW 

HIGH  PROTEIN  * 
CEREAL 


ZIP-TAB 

OPENING 


'i  MIxwl 
Cereal 


\ High 
- Profein 
Cereal 


KEEPS  CEREAL 

mteaiia  r«i 

FRESH 


NOW  WITH 
THIS  MONEY-SAVING 
COUPON  FOR  YOUR 
PATIENTS 


WONDERFUL 

FLAVOR 

VARIETIES 


PABLUM  IS  THE  ONLY  i-oz. 

baby  cereal  package  with  the  convenient 
pour  spout. 

All  flavors  in  this  Assorted  Pak  are 
made  to  Pablum’s  high  pharmaceutical 
standards,  prepared  with  that  smooth 
texture  Baby  loves. 


RE-SEALABLE  POUR  SPOUT 


YOU  know  the  im- 
portance of  variety  in 
Baby’s  diet.  Here’s 
another  Pablum  im- 
provement to  help 
make  the  mother’s 
feeding  job  a little 
easier. 


PoMum/  P/ukIucJa, 


DIVISION  OF  MEAD  JOHNSON  & CO..  Evansville,  Ind.,  Mfrs.  of  nutritional  and  pharmaceutical  products 
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Paris,  too,  knows  and  uses  Pentothal... 


GEORGE  SUYEOKA 


reflecting . . . a pattern  of  clinical  usage 
followed  the  world  over 

Pentothal  Sodium  has  been  in  constant  use  for 
23  years.  In  that  time  more  than  2500  reports 
have  been  published  on  Pentothal,  covering 
nearly  every  type  of  surgical  procedure — making 
Pentothal  unmistakably  the  world's  most  widely 
studied  intravenous  anesthetic.  Reflected  in  these 
years  of  use  and  volumes  of  reports  is  a record 
unsurpassed  for  safety,  effectiveness  and  versa- 
tility of  use  in  intravenous  anes-  n n 
thesia.  Do  you  have  the  literature?  vJJMjOtC 


PENTOTHAL®  Sodium 
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(Thiopental  Sodium  for  Injection.  Abbott) 
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new 

PANTHO-F  0.2%  cream 

0.2%  hydrocortisone  with  2%  pantothenyloi 

PANTHO-F  0.2%  provides  less  costly  treatment  of  extensive  skin 
areas,  or  when  therapy  is  long  continued  . . . 


regular 

PANTHO  "F  cream 

1%  hydrocortisone  with  2%  pantothenyloi 

PANTHO-F  regular  for  the  more  severe  and  more  stubborn  dermatoses. 


. . . provide  the  dramatic  anti-inflammatory  action  of  hydrocortisone 
(free  alcohol)  plus  the  notable  antipruritic,  healing  power  of 
pantothenyloi,  in  water-miscible,  pleasant  cream  base 

both  PANTHO-F  0.2%  ...and  PANTHO-F  regular 


eczemas 

(infantile,  lichenified,  etc.) 

dermatitis 

(atopic,  contact,  eczematoid) 

neurodermatitis 


pruritus  ani 

pruritus  vulvae 

lichen  chronicus  simplex 


PANTHO-F  0.2%  in  tubes  of  15  Gm.  and  2 oz.;  1 lb.  jars. 

PANTHO-F  (regular)  in  5 Gm.  and  20  Gm.  tubes. 

Samples  and  literature  on  request. 

u.  s.  vitamin  corporation  • pharmaceuticals 

(Arlington-Funk  Laboratories,  division)  • 250  East  43rd  Street,  New  York  17,  N.  Y. 
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How  Vagisec  jelly  and  liquid 

explode  trichomonads  in  seconds 

, _) 


VAGINAL  trichomoniasis  quickly  yields  to 
Vagisec®  liquid  and  jelly.'"^  These  unique 
trichomonacides  explode  flagellates  after  15 
seconds’  contact.  Following  a Vagisec  douche, 
Vagisec  jelly  maintains  trichomonacidal  ef- 
fectiveness ’round-the-clock.  With  this  new 
approach,  therapy  succeeds  in  more  than  90 
per  cent  of  cases.'* 

Research  proves  effectiveness  — In  hundreds 
of  tests  with  slide  preparations,  mixtures  of 
Vagisec  jelly  and  vigorous  cultures  of  Tricho- 
monas vaginalis  have  been  examined  under  a 
phase-contrast  microscope.^-®  The  trichomon- 
ads explode  and  disperse  within  15  seconds 
after  contact  with  jelly  — exactly  like  those  in 
a Vagisec  douche  solution.^'® 

Explosion  succeeds  — V KGis^c  liquid  and  jelly 
penetrate  rapidly  to  trichomonads  covered  by 
vaginal  mucus  and  cellular  debris  and  explode 
them,  avoiding  post-treatment  flare-ups.^'® 
Vagisec  therapy  often  rids  stubborn  clinical 
cases  of  “trich”  even  after  other  agents  fail. 

Why  parasites  explode  — A wetting  agent,  a 
detergent  and  a chelating  agent,  combined  in 
balanced  blend  in  Vagisec  liquid  and  jelly,®'® 
act  to  weaken  the  parasites’  cell  membranes, 
remove  waxes  and  lipids,  and  denature  the 
protein.  Then  the  trichomonads  imbibe  water, 
swell  and  explode  into  fragments  ...  all  within 
15  seconds. 

The  Davis  technique^  — XTc.  Carl  Henry  Davis, 
co-discoverer  of  Vagisec,  recommends  a com- 
bination of  office  treatments  with  Vagisec 


liquid  and  ’round-the-clock  home  therapy  with 
the  liquid  and  jelly.®  This  regimen  halts  vagi- 
nal trichomonal  infections  and  ensures  con- 
tinuous controX  until  all  trichomonads  are  gone. 
For  a small  percentage  of  women  who  have 
an  involvement  of  cervical,  vestibular  or 
urethral  glands,  other  treatment  will  be  re- 
quired.'®'® 

Re-infections  can  and  do  occur  from  the  hus- 
band^'^-'^’^  — Prescribing  RAMSES®,  high  qual- 
ity prophylactics,  as  protection  against  con- 
jugal contagion  ensures  husband  cooperation. 
Most  of  them  know  and  prefer  RAMSES  — 
the  one  with  “built-in”  sensitivity.  RAMSES 
are  superior,  transparent  rubber  prophylactics, 
naturally  smooth,  very  thin,  yet  strong.  At  all 
pharmacies. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene 
nonyl  phenol,  Sodium  ethylene  diamine  tetra-acetate, 
Sodium  dioctyl  sulfosuccinate.  In  addition,  Vagisec 
jelly  contains  Boric  acid,  Alcohol  5%  by  weight. 

References:  1.  Decker,  A.,  and  Decker,  W.  H.:  Practical 
Office  Gynecology,  Philadelphia,  F.  A.  Davis  Company, 
1956.  2.  McGoogan,  L.  S.:  J.  Michigan  M.  Soc.  55:682  (June) 
1956.  3.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7, 
pp.  23-33.  4.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 
5.  Davis,  C.  H.:  J.A.M.A.  757:126  (Jan.  8)  1955.  6..  Molo- 
mut,  N.,  Port  Washington,  N.  Y.:  Personal  communication 
(Jan.)  1957.  7.  Draper,  J.  W.:  Internat.  Rec.  Med.  768:563 
(Sept).  1955.  8.  Feo,  L.  G.,  et  al.:  J.  Urol.  75:711  (Apr.) 
1956. 

JULIUS  SCHMID,  INC. 

gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 

Vagisec  and  RAMSES  are  registered  trade-marks  of  Julius  Schmid,  Inc. 
tPat.  app.  for 
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for  anxiety 
and  tension  in 
everyday  practice 


■ well  suited  for  prolonged  therapy 

■ well  tolerated,  relatively  nontoxic 

■ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 

■ chemically  unrelated  to  phenothiazine  compounds  and  rauwolfia  derivatives 

■ orally  effective  within  30  minutes  for  a period  of  6 hours 


For  treatment  of  anxiety  and  tension  states  and  muscle  spasm 


THE  ORIGINAL  MEPROBAMATE 


l~methyl~2-n-pr<ypyl^l ,3~propanediol  dicarbamate—U . S.  Patent  2,72Jt,720 


THE  MILTOWN® 
MEPROBAMATE  MOLECULE 


New 


Tranquilizer  vMh  muscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 

BY\^/  WALLACE  LABORATORIES, 

SUPPLIED:  (Bottles  50  tablets) 

JfOO  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 
USUAL  DOSAGE  : One  or  two  400  mg.  tablets  t.i.d. 


Literature  and  Samples  Available  on  Request 


CM.; 


Relaxes 
without  impairing 

mental 
or  physical 
efficiency 

. . . well  suited 
for 

prolonged  therapy 


1 


2 

3 

4 


“The  primary  finding  of  these  studies  is  that] 
meprobamate  [‘Miltown’]  alone  . . . produces] 
no  behavioral  toxicity  in  our  subjects  as 
measured  by  our  tests  of  driving,  steadiness 
and  vision.” 

Marquis,  D.  G.,  Kelly,  E.  L.,  Miller,  J.  G., 
Gerard,  R.  W.  and  Rapopm-t,  A.:  Ann. 

New  York  Acad.  Sc.  ^:701,  May  6, 1957. 

“Since  it  [meprobamate— ‘Miltown’]  does 
not  cloud  consciousness  or  lessen  intellectual 
capacity,  it  can  be  used  . . . even  by  those 
busily  occupied  in  intellectual  work.” 

Keyes,  B.  L. : Pennsylvania  M.  J.  60 :177, 

Feb.  1957. 

“. . . the  patient  never  describes  himself  as 
feeling  detached  or  ‘insulated’  by  the  drug 
[‘Miltown’].  He  remains  completely  in 
control  of  his  faculties,  both  mental  and 
physical . . .” 

Sokolof,  O.  J. : A.M.A.  Arch.  Dermal.  & Syph. 
1^:393,  Oct.  1956. 

“It  [‘Miltown’]  . . . does  not  cloud  the 
sensorium,  and  has  a helpful  somnifacient 
effect  devoid  of  ‘hangover’.” 


Kessler,  L.  N.  and  Barnard,  R.  D. : M.  Times 
MU31,  April  1956. 

5 “In  anxiety  and  tension  states,  meprobamate 
relaxes  without  dulling  cortical  function 
to  the  same  extent  as  the  commonly-used 
barbiturates.” 


Rbidskopf,  W.,  Ravreby,  M.,  Gutenkauf,  C. 
and  Sands,  S.  L. : J.  Iowa  M.  Soc.  47  ;57, 
Feb.  1957. 


2-methyl*2-n-propyl-l,  3-propanediol  dicarbamate — U.S.  Patent  2,724,720 


TRANQUILIZER  WITH  MUSCLE-RELAXANT  ACTION  SUPPLIED : .400 mgr. scored 

200  mg.  sugar-coated  tablets 

USUAL  DOSAGE : One  or  two  400  mg.  tablets  t.i.d. 


Literature  and  samples  available  on  request 
’®WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


each  in  10  Gm.  tubes 


Meti-Derm,*  brond  of  prednisolone  topical. 
Meticortelone,®  brand  of  prednisolone. 


Meti-Derm  cream  0.5% 


water  washable  — stainless 


(Meticortelone,  free  alcohol) 


Meti-Derm  ointment  0.5% 


5 mg.  Meticortelone  and  5 mg.  Neomycin  Sulfate 
4 for  comprehensive  topical  therapy 


with  Neomycin 


Abates  pain  and  itch,  protects  against  sun's  rays 
LOTION 


S U R FA  D I L 

(Cyclomethycaine  and  Thenylpyramine,  Lilly) 

Formulated  to  insure  patient  acceptance 


Lotion  ‘Surfadir  is  available 
in  an  attractive  plastic  con- 
tainer (75  cc.)  at  retail  phar- 
macies everywhere.  Also  sup- 
plied in  1 -pint  bottles  and  as 
a cream  in  1-ounce  tubes  and 
1 and  5-pound  jars. 


Lotion  'Surfadir  combines  the  highly  effective  topical  anes- 
thetic, 'Surfacaine’  (Cyclomethycaine,  Lilly);  an  antihistamine, 
'Histadyl’  (Thenylpyramine,  LUly);  and  the  protective  adsorb- 
ent, titanium  dioxide.  It  provides  prompt  and  prolonged  rehef 
from  contact  dermatitis  caused  by  poison  ivy,  oak,  or  sumac.  It 
is  also  valuable  for  eczema,  insect  bites,  heat  rash,  and  sunburn. 

Lotion  'SurfadU’  is  skin  tone  in  color  and  \'irtually  odorless; 
does  not  readily  rub  off  but  washes  off  easily. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

761007 
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The  Current  Status  of  Surgery  for 
Cardiovascular  Disease 

A DVANCES  IN  CORRECTIVE  surgery  for  many  cardiovascular  deformities  have 

^ been  so  rapid  since  Vorld  War  II  that  it  is  necessary  to  pause  from  time  to  time 
for  an  objective  appraisal  of  the  status  of  this  field.  The  use  of  hypothermia  with 
venous  inflow  occlusion  and  more  recently,  the  application  of  the  extracorporeal  heart- 
lung  apjiaratus  have  made  possible  the  correction  of  intracardiac  malformations  for 
which  only  palliative  procedures  were  heretofore  used. 

Corrective  operations  have  long  been  carried  out  for  patent  ductus  arteriosus  with 
excellent  results  and  a mortality  rate  of  1 to  2 per  cent.  With  certain  exceptions, 
operation  is  recommended  when  the  diagnosis  is  made.  In  the  instance  of  intermit- 
tent or  persistent  reversal  of  blood  flew,  or  a high  degree  of  pulmonary  hypertension, 
the  mortality  rate  is  increased. 

The  diagnosis  of  coarctation  of  the  aorta  is  indication  for  operation  in  patients 
under  35  or  40  and  in  infants  with  cardiac  failure  which  cannot  be  controlled  by 
medical  means.  The  narrowed  segment  of  the  aorta  is  excised  and  the  cut  ends 
are  reanastomosed.  If  the  segment  is  excessively  long,  insertion  of  a graft  or  pros- 
thesis is  necessary  to  re-establish  continuity.  In  most  instances,  the  blood  pressure 
is  reduced  to  normal  or  near  normal  and  the  mortality  rate  is  less  than  10  per  cent. 

The  procedure  of  choice  in  most  clinics  for  tetralogy  of  Fallot  is  a systemic  pul- 
monary artery  anastomosis  rather  than  excision  of  the  stenotic  infundibulum  or  val- 
vulotomy as  advocated  by  Brock.  IMore  recently,  an  open  heart  technique  employing 
an  extracorporeal  apparatus  is  being  used  for  repair  of  the  ventricular  defect  and 
correction  of  the  stenotic  area.  The  mortality  rate  is  25  to  50  per  cent  as  opposed  to 
14  to  16  per  cent  using  systemic  pulmonary  artery  anastomosis.  Although  palliative, 
the  shunt  procedure  affords  a relatively  normal  life  and  will  probably  continue  to  be 
used  until  further  experience  with  the  open  heart  method  reduces  the  mortality  rate. 

Operation  for  isolated  valvular  pulmonary  stenosis  is  associated  with  a low  mor- 
tality rate  and  affords  excellent  relief  of  symptoms.  The  Brock  method  of  inserting 
a valvulotome  through  the  right  ventricular  wall  to  incise  the  stenotic  valve  has  been 
satisfactorily  performed;  however,  hypothermia  and  venous  inflow  occlusion  is  being 
employed  with  increasing  frequency  to  open  the  valve  under  direct  vision  because 
of  frequent  failure  to  lower  the  pressure  gradient  across  the  valve  with  the  closed 
method. 

Many  satisfactory  procedures  have  been  developed  for  closure  of  the  septum  secundum 
type  of  interatrial  septal  defect.  The  Gross  atrial  well  method,  the  Bailey  atriosepto- 
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pexy  and  the  Craaford-Sondergard  circumclusion  procedure  are  closed  methods 
associated  with  a mortality  rate  usually  under  5 per  cent.  It  may  be  slighter  higher 
with  the  direct  visual  method  utilizing  hyperthermia  and  venous  inflow  occlusion  and, 
at  j)re.sent,  is  significantly  higher  when  an  extracorporeal  system  is  used.  Operation 
is  advised  in  most  instances  even  though  the  patient  may  be  asymptomatic.  Partial 
closure  might  be  helpful  if  tliere  is  considerable  pulmonary  hypertension,  but  when 
cyanosis  is  present,  the  risk  greatly  increases  and  there  is  considerable  question  that 
the  defect  can  be  closed. 

Septunr  primum  defects,  usually  jrroducing  severe  symptoms  early  in  life  and 
often  associated  with  a deformed  mitral  valve  leaflet,  generally  necessitate  repair  using 
a pump  oxygenator  and  the  risk  is  greater  than  in  the  uncomplicated  secundum  defect. 
Atriovcntricularis  communis,  a seemingly  irreparable  deformity,  has  been  repaired 
on  a few  occasions  by  placing  a plastic  polyvinyl  sponge  in  the  r perring  between  the 
auricles  and  the  ventricles. 

Congenital  interventricular  septal  defects  are  being  corrected  with  increasing  fre- 
quency employing  a heart-lung  apparatus.  In  clinics  where  large  numbers  of  these 
patients  are  undergoing  operation,  the  mortality  rate  is  18  to  20  per  cent.  The  tech- 
nical procedure  becomes  less  difficult  when  one  employs,  in  addition  to  the  bypass, 
a cardio])kgic  drug  such  as  potassium  citrate  or  acetylcholine.  A compressed  poly- 
vinyl sponge  prosthesis  may  be  sutured  to  the  edges  to  close  large  defects;  in  smaller 
defects,  the  edges  may  be  apj)roximated  with  sutures.  One  of  the  chief  difficulties 
following  repair  of  this  defect  is  interference  with  the  cardiac  conducting  system 
resulting  in  complete  atrioventricular  dissociation.  This  may  be  due  to  placement 
of  sutures,  or  may  develoj)  as  edema  in  the  septum  progresses.  Some  have  thought 
that  certain  metabolic  changes  are  also  contributory.  The  operative  risk  is  consid- 
erably increased  if  the  preoperative  j)ulmonary  artery  pressure  approaches  systemic 
jrressure.  Early  operation  should  be  carried  out  on  these  patients  because  of  the 
development  and  progression  of  pulmonary  vascular  changes  resulting  in  a high 
fixed  j'ulmonary  resistance  which  greatly  increases  the  operative  risk. 

.A.t  present,  definitive  operation  cannot  be  carried  out  when  the  ventricular  septum 
is  absent  resulting  in  an  anatomic  single  ventricle;  however,  sporadic  attemjrts  have 
been  made  to  create  a new  septum.  The  chief  consideration  in  these  patients  is 
control  of  high  output  failure  during  the  first  few  months  of  life  and  prevention  of 
])ulmonary  vascular  changes  later  on.  By  placing  a band  about  the  main  pulmonary 
artery  and  constricting  it  to  about  one-third  of  its  original  size,  the  pulmonary  artery 
pressure  and  blood  flow  may  be  reduced  to  control  cardiac  failure  and  prevent  the 
j)rogression  of  pulmonary  vascular  changes.  This  palliative  procedure  may  be  used 
in  most  defects  where  there  is  a physiologic  single  ventricle  and  when  definitive  opera- 
tion is  unfeasible.  At  a later  date,  corrective  surgery  may  be  carried  out. 

Anomalies  of  venous  return  are  not  uncommon  and  are  often  associated  with  in- 
teratrial septal  defects.  When  partially  transposed,  the  veins  can  sometimes  be  rerouted 
from  the  Tight  to  the  left  side  when  the  septal  defecd  is  closed.  With  complete 
anomalous  drainage  into  the  right  auricle  or  one  of  its  tributaries,  the  use  of  an 
extracorporeal  circulation  may  be  required  to  accomplish  drainage  into  the  left  auricle 
and  closure  of  the  defect. 

Transposition  of  the  aorta  and  pulmonary  artery,  one  of  the  most  common  mal- 
formations associated  with  cyanosis,  still  presents  a great  problem  in  treatment.  Oper- 
ations designed  to  retranspose  the  arteries  or  to  completely  transpose  the  venous 
return  have  met  generally  with  poor  success.  Greatest  benefits  have  been  derived 
by  increasing  the  communication  between  the  two  circulations  usually  by  creating  a 
large  interauricular  septal  defect  or  by  partially  transposing  the  venous  return. 

In  Eisenmeng^rr’s  complex,  the  high  interventricular  septal  defect  may  be  closed 
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under  direct  vision  excej  t when  cyanosis  and  a high  fixed  pulmonary  resistance  are 
l^resent. 

Tricusjiid  atresia  can  best  be  treated  by  anastomosing  a systemic  artery  to  the 
pulmonary  arterial  system.  It  seems  unlikely  that  a corrective  operation  can  be 
developed  because  of  the  absence  of  the  tricuspid  valve  and  a resulting  rudimentary 
right  ventricle. 

Because  of  the  frecjuent  occurrence  of  accjuired  mitral  stenosis  and  its  associated 
disability,  the  development  of  a corrective  jrrocedure  has  been  most  rewarding.  The 
finger  is  introduced  into  the  left  auricle  and  its  commissures  are  torn;  however,  in 
20  to  40  ]:i€r  cent,  the  valve  is  considerably  thickened  and  deformed  and  the  com- 
missural fusion  lines  must  be  cut.  Young  people  with  minimal  symptoms  generally 
have  excellent  results  but  dramatic  improvement  has  been  observed  in  patients  up  to 
the  age  of  60.  The  mortality  rate  is  less  than  5 per  cent  unless  the  disease  and 
associated  signs  and  symptoms  are  far  advanced. 

Mitral  insufficiency  still  presents  a difficult  problem  in  surgical  management.  The 
Davela-Glover.  procedure  of  constricting  the  annulus  of  the  valve  with  a ta])e  is 
probably  the  most  successful  to  date  and  these  surgeons  rej^ort  encouraging  results. 
Attempts  are  being  made  to  repair  the  valve  using  a cardiac  bypass  apparatus  and 
ultimately  this  will  probably  be  the  procedure  of  choice. 

Acquired  aortic  stenosis  presents  greater  difficulties  in  management  than  does  mitral 
stenosis.  Transventricular  or  retrograde  aortic  operations  are  most  commonlv  used. 
'I'he  use  of  the  pump  oxygenerator  or  hypothermia  does  not  seem  justified  at  this 
time  when  one  considers  how  tremendously  deformed  and  calcified  the  valve  may  be, 
and  when  satisfactory  relief  can  be  obtained  in  most  instances  with  a closed  procedure 
at  lower  risk.  Open  operation  will  be  more  justified  wdien  such  a valve  can  be 
replaced  by  prosthesis  or  a valve  of  homologous  or  autogenous  tissues.  If  congenital 
aortic  stenosis  is  present  one  should  use  an  open  procedure  so  that  the  commissural  fusion 
lines  can  be  carefully  divided,  or  a bicuspid  valve  can  be  created  to  produce  a min- 
imum of  insufficiency.  Cardiac  failure  and  marked  cardiac  enlargement  greatly  en- 
hance the  surgical  risk  and  early  operation  offers  the  greatest  benefit. 

Patients  with  aortic  insufficiency  who  cannot  be  managed  medically  have  been 
helped  by  insertion  of  the  Hufnagel  plastic  valve  immediately  distal  to  the  left  sub- 
clavian artery.  This  has  been  lifesaving  in  many  instances  even  though  insufficiency 
still  persists  because  approximately  30  per  cent  of  the  circulating  blood  volume  is 
proximal  to  the  valve.  Considerable  work  on  development  of  a valve  placed  proximal 
to  the  coronary  ostia  should  facilitate  a definitive  procedure  in  the  not-too-distant 
future. 

Although  significant  progress  has  been  made  during  the  past  few  years,  .some  of  the 
greatest  jwoblems  yet  to  be  solved  concern  a more  satisfactory  understanding  of  factors 
associated  with  the  use  of  extracorporeal  circulation,  methods  of  preventing  lieart 
Idock  during  these  procedures,  and  the  nature  of,  and  better  methods  of  controlling 
and  treating  ventricular  fibrillation.  Certainly  one  of  the  foremost  challenges  is 
the  problem  of  atherosclerotic  vascular  disease  and  especially  elucidation  of  methods 
for  its  i)revention  and  treatment.  A clearer  understanding  of  the  development  of,  and 
factors  influencing  reversibility  of  pulmonary  vascular  changes  associated  with  many 
forms  of  heart  disease  will  contribute  to  more  satisfactory  therapy.  The- tremendous 
interest  and  enthusiastic  effort  in  the  research  laboratory  to  evaluate  patients  with 
these  diseases  will  unquestionably  shed  much  light  on  more  definitive  modes  of 
management. 

William  H.  Muller,  Jk.,  M.D. 

Editor’s  Note:  Dr.  Muller  is  Professor  and  chairman  of  the  Department  of  Surgery,  Uni- 
versity of  Virginia,  Charlottesville. 
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Cervical  Spine,  Shoulder  and  Arm  Pain 

Diagnosis  and  Treatment 


IN  RECENT  YEARS,  attention  has  been  focused 
on  the  cervical  spine,  shoulder  and  arm  syndrome 
especially  with  respect  to  its  surgical  aspects.  This 
includes  consideration  of  the  cervical  disc  symptom- 
complex  (even  more  precise  than  its  lumbar  spine 
counterpart),  the  cervical  rib  and  or  scalene  muscle 
compression  syndrome,  the  so-called  whiplash  type 
of  cervical  spine  trauma,  cervical  spine  trauma  with 
or  without  concomitant  cord  injury,  spondylosis 
with  associated  nerve  root  compression,  and  other 
lesions.  The  differential  diagnosis  will  also  be 
stressed,  and  clinical  findings  and  simple  laboratory 
tests  utilized  in  the  study  of  these  cases,  including 
oil  myelography,  will  be  emphasized.  Certain  op- 
erative findings  in  these  conditions  will  also  be 
described. 

The  differential  diagnosis  of  the  syndrome  will 
first  be  considered: 

1.  The  scalene  muscle  compression  syndrome 
and  or  cervical  rib:  This  has  been  known  for  a 
long  time  and  consists,  as  a rule,  of  unilateral  arm 
pain  beginning  above  the  clavicle  and  e.xtending 
down  the  arm  to  the  ulnar  side  of  the  hand,  occa- 
sionally to  the  median  nerve  side.  These  lesions  are 
more  often  than  not  found  in  thin,  long-necked 
individuals.  Moderate  pressure  over  the  anterior 
scalene  muscle  above  the  clavicle  aggravates  the  pain 
down  the  arm  which  may  also  extend  upward  to  the 
scapular  region  and  across  to  the  precordial  area 
thus  simulating  a cardiac  lesion,  if  on  the  left 
side.  X-ray  examination  of  the  thoracic  inlet  and 
shoulder  on  the  painful  side  will  reveal  a cervical 
rib  (Fig.  1)  if  present.  In  our  experience,  it  is 
necessary  to  remove  this  anomalous  rib  in  addition 
to  dividing  the  anterior  scalene  muscle  if  complete 
relief  is  to  be  obtained.  Occasionally,  a symptom- 
less cervical  rib  is  present  in  an  individual  or 
bilateral  ribs  are  present  with  pain  only  on  one  side. 
2.  Cervical  protruded  disc  is  due  to  a postero- 
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Fig.  1 — Chest  film  showing  bilateral  cervical  ribs  (ar- 
rows). These  usually  have  to  be  removed  surgically 
when  disabling  pain  in  the  appropriate  extremity  de- 
velops along  with  section  of  the  anterior  scalene  muscle. 

lateral  extrusion  of  a herniated  disc,  practically  all 
of  them  occurring  at  C-5,  C-6  or  C-7  interspaces; 
occasionally  C-4  interspace  is  involved  with  lateral 
shoulder  pain  and  sensory  loss  only.  The  relief  of 
pain  post-ojieratively  is  often  more  dramatic  and 
complete  and  earlier  than  in  some  of  the  lumbar 
disc  cases.  The  lesion  is  usually  seen  in  stocky, 
broad-shouldered  individuals.  The  symptom-com- 
plex is  very  similar  to  the  cervical  rib-anterior 
scalene  compression  syndrome,  but  the  tenderness 
in  the  disc  cases  is  chiefly  in  the  cervical  spine  inter- 
spaces when  firm  pressure  is  made  over  them  by 
the  examiner's  thumb,  such  pressure  typically  caus- 
ing tingling  down  to  forearm  and  fingers  or  thumb. 
The  pain  is  also  aggravated  by  retraction  of  the 
head  backward  with  the  occiput  toward  the  painful 
shoulder  and,  with  this  maneuver,  the  patient  often 
complains  of  numbness  or  tingling  in  one  or  more 
fingers  of  the  hand.  The  biceps  or  triceps  tendon 
jerk  is  usually  definitely  diminished  on  the  painful 
side  compared  to  the  normal  side.  When  these 
findings  are  combined  with  a definitely,  although 
only  rather  slightly  narrowed  interspace  seen  on  the 
lateral  x-ray  film  (Fig.  2)  one  can  proceed  with 
operation  without  a previous  oil  study  (Fig.  3),  in 
our  opinion,  with  the  expectation  of  finding  either 
a soft,  removable  disc  or,  in  the  older  individuals, 
a hard  bony  arthritic  spur  compressing  the  appro- 
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Fig.  2 — Lateral  view  of  the  cervical  spine  showing  definite 
narrowing  of  the  sixth  cervical  interspace  (arrow).  The 
adjoining  cervical  interspaces  are  considerably  wider, 
this  patient  having  a large  disc  at  the  sixth  cervical 
interspace  causing  pain  and  tingling  in  the  index  and 
middle  fingers  on  one  side  only. 

priate  nerve  root.  Removal  of  the  soft  disc  or  nerve 
root  decompression  in  the  latter  case  is  almost 
immediately  followed  by  dramatic  relief  of  pain  in 
the  shoulder,  arm  and  hand.  Undoubtedly,  years 
ago,  before  cervical  discs  were  clinically  recognized, 
many  anterior  scalene  muscles  were  divided  for  the 
relief  of  pain  actually  and  primarily  due  to  cervical 
protruded  discs,  with  secondary  spasm  of  the  homo- 
lateral anterior  scalene  muscle. 

3.  (a)  Cervical  arthritis,  (b)  spinal  malignant 
metastases,  and  {often  unsuspected)  (c)  cervical 
spine  trauma  (Fig.  4)  are  other  causes  of  neck, 
shoulder  and  arm  pain.  X-ray  examination,  of 
course,  is  essential  for  the  diagnosis  of  these  lesions. 
Skull  traction  with  the  Crutchfield  tongs  in  severe 
cases  of  cervical  spondylitis  will  often  produce  def- 
inite relief  and  marked  widening  of  the  cervical 
spine  interspaces  as  seen  on  portable  lateral  x-ray 
films  made  while  the  traction  is  in  place.  It  sep- 
arates the  vertebral  interspaces  and  therefore  relieves 
pressure  on  the  nerve  roots;  after  a week  or  more  of 
such  traction,  marked  recession  of  the  pain  may  be 
obtained. 

4.  Cervical  and  upper  thoracic  cord  tumor,  es- 
pecially if  unilateral  and  extramedullary  and  in- 
volving the  lower  or  even  upper  cervical  region  (Fig. 
5),  can  closely  simulate  a scalene  syndrome,  cervical 
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Fig.  3 — Myelogram  ( pantopaque) , A.P.  view  of  the  cer- 
vical spine.  A large  unilateral  defect  is  visible  at  the 
fifth  cervical  interspace  (arrows)  showing  a typical 
defect  caused  by  a cervical  protruded  disc  on  one  side 
causing  unilateral  shoulder,  arm,  hand,  finger  or  thumb 
pain.  4'hese  patients  are  usually  extremely  tender  on 
firm  pressure  over  the  involved  cervical  interspace. 


Fig.  A — Lateral  view  of  the  cervical  spine  showing  marked 
fracture-dislocation  with  complete  break  in  the  lamina 
of  the  axis  which  is  displaced  forward  on  the  third 
cervical  vertebra  (arrows).  Occasionally,  patients  will 
be  ambulatory  with  such  a lesion  and  it  is  found  by 
x-ray  examination  weeks  or  even  months  after  trauma. 
In  such  cases,  disabling  pain  will  develop  and  the  pa- 
tient will  usually  hold  his  head  in  an  eccentric  position. 
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Fig.  5 — Myelogram  (pantopaque)  showing  a rather  large 
intradural  neurofibroma  at  the  level  of  C-2-3  vertebrae 
(arrows)  which  had  caused  severe  neck  pain.  The 
tumor  was  largely  in  front  of  the  cord.  The  patient 
held  her  head  tilted  far  to  one  side  with  pain  extend- 
ing down  into  the  shoulder  and  arm  on  the  left  side 
and  partial  paraplegia  was  present;  complete  recovery 
followed  its  removal. 

rib,  or  a cervical  disc  so  far  as  the  peripheral  mani- 
festations of  pain  are  concerned.  We  have  had 
several  cases  of  proved  cervical  cord  tumor  in  the 
last  few  years  in  which  unilateral  shoulder,  arm 
and  hand  involvement,  not  necessarily  always  with 
pain,  has  been  very  difficult  at  first  to  ascribe  to  a 
surgical  spinal  lesion.  In  one  patient  who  even- 
tually proved  to  have  such  a tumor,  a peculiar  motor 
involvement  of  the  arm  was  being  treated  by  a psy- 
chiatrist for  a period  of  time  as  a "hysterical 
phenomenon".  Spinal  puncture  and  a Quecken- 
stedt  test  should,  of  course,  aid  very  effectively  in 
the  diagnosis  of  mass  lesions  of  the  cord  at  what- 
ever level.  If  the  spinal  fluid  protein  at  the  lumbar 
level  is  elevated  above  45  mgm.  per  cent,  or  a par- 
tial or  complete  subarachnoid  block  is  present  on 
the  Queckenstedt  test,  then  a myelogram  (panto- 
paque) study  should  be  carried  out.  Bilateral  jugu- 
lar compression  in  the  patients  with  extramedullary 
cord  tumor  usually  induces  severe,  radiating  pain 
in  the  dermatomes  of  the  involved  posterior  nerve 
roots  either  unilaterally  or  bilaterally  especially  if 
a neurofibroma  is  present.  A Horner's  syndrome 


may  also  occur  in  certain  cervical-upper  thoracic 
cord  tumors  or  in  superior  pulmonary  (Pancoast) 
tumors  of  the  lung  (carcinoma)  (Fig.  6). 


Fig.  6 — Chest  x-ray  showing  distinct  haziness  in  the 
right  lung  (arrows)  in  the  apex  due  to  a superior  sulcus 
(pulmonary)  carcinoma  (Pancoast  tumor).  This  lesion 
will  produce  very  disabling  and  constant  pain  in  the 
homolateral  shoulder,  arm  and  hand,  often  associated 
with  a Horner's  syndrome,  sometimes  many  weeks 
before  demonstrable  roentgen  evidence  of  the  chest 
tumor  appears. 

5.  Subacromial  bursitis.  In  these  cases,  there  is 
often  exquisite  pain  over  the  deltoid  muscle,  the 
locale  of  the  subdeltoid  bursa.  X-ray  examination 
may  disclose  calcification  in  the  bursa  itself  but 
this  is  not  always  present.  Xovocaine  injection  of 
the  bursa,  diathermy  applications,  x-ray  treatment, 
and  excision  of  the  inflamed  sac  by  the  orthopedist 
(in  severe,  intractable  cases)  affords  relief  if  not 
complete  cure;  manipulation  of  the  shoulder  joint 
(if  fixed  and  "frozen”)  under  anesthesia  may  be 
necessary  in  a few  cases.  In  the  acute  phase,  this 
lesion  is  extremely  painful  but  because  of  its  lateral 
upper  arm  location  with  not  very  great  radiation 
down  into  the  lower  arm,  forearm  or  hand,  it  is 
not  often  confused  with  lesions  discussed  at  the 
beginning  of  this  paper.  If  the  bursitis  is  severe, 
limitation  of  movement  of  the  shoulder  and  pain 
are  most  noticeable  when  the  shoulder  is  abducted 
from  the  chest  wall  or  the  arm  is  rotated  internally, 
or  the  patient  attempts  to  put  his  hand  on  his  head 
or  in  his  trouser's  pocket. 

6.  Pancoast  tumor  (superior  sulcus  pulmonary 
carcinoma)  or  metastatic  carcinoma  from  any  source 
to  the  axilla  and  brachial  plexus  is  almost  always 
characterized  by  extremely  severe,  constant  and  in- 
tractable pain  in  the  shoulder  above  the  clavicle 
and  often  extending  into  the  upper  chest,  posteriorly 
over  the  scapula  and,  if  the  greater  part  of  the 
brachial  plexus  is  involved  by  the  growth,  into  the 
arm,  forearm  and  hand.  Pancoast  tumor  may  be 
extremely  difficult  to  demonstrate  in  the  early  months 
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of  the  illness,  particularly  by  x-ray  study  of  the 
chest.  We  know  of  no  verified  case  of  Pancoast 
tumor  of  the  lung  (carcinoma)  that  proved  to  be 
resectable  with  a resultant  five-year  (or  more)  cure 
after  operation.  Such  “malignant”  pain  is  relieved 
by  only  three  procedures : ( 1 ) Posterior  rhizotomy 

of  the  brachial  plexus  through  an  extensive  lower 
cervical-upper  thoracic  laminectomy  in  patients  who 
are  still  in  good  general  condition;  (2)  contralateral 
medullary  tractotomy  or  high  cervical  cordotomy  by 
means  of  a posterior  fossa-upp)er  cervical  spine  ap- 
proach; and  (3)  unilateral  or  preferably  bilateral 
frontal  lobotomy.  Often  a combination  of  ( 1 ) and 
(2)  together  is  very  effectual. 

Mention  should  also  be  made  of  the  so-called 
“hand-arm-shoidder  syndrome”  which  occurs  after 
a coronary  occlusion  or  bursitis  or  fracture  of  the 
upper  humerus  or  shoulder  joint  in  which  the  arm 
and  shoulder  have  been  somewhat  or  completely 
immobilized  for  a number  of  weeks.  Incident  to 
this  immobilization,  a very  distressing  and  often 
painful  Sudeck’s  atrophy  develops  in  the  hand  with 
a peculiar,  constant  aching  pain  in  the  hand  and 
forearm.  There  are  often  atrophic  changes  in  the 
bones  of  the  wrist  and  hand  demonstrable  by  x-ray 
examination.  Such  a lesion  is  greatly  relieved  by 
sympathectomy  particularly  if  one  or  two  novocaine 
blocks  of  the  lower  cervical  sympathetic  chain  and 
stellate  ganglion  have  afforded  temporary  but  com- 
plete or  almost  complete  relief  for  the  duration  of 
the  block.  Parenteral  administration  of  cortisone 
or  ACTH,  or  injection  of  compound  F (hydro- 
cortisone) in  the  shoulder  joint  itself  may  also  be 
helpful  in  this  syndrome. 

The  shoulder-arm-hand  syndrome  may  follow  any 
condition  that  produces  pain  in  the  shoulder  for  it 
is  the  pain  that  initiates  the  chain  of  events  making 
up  the  syndrome.  In  addition  to  a coronar}'  occlu- 
sion, such  pain  might  follow  tears  in  the  rotator 
cuff  of  the  shoulder^,  intramedullary  or  extramedul- 
lar) tumors  of  the  spinal  cord,  protruded  cervical 
intervertebral  discs  (see  above)  and  even  disease 
of  the  gall  bladder  or  periarteritis  nodosa.  The 
first  prerequisite  is  pain  in  the  shoulder,  regardless 
of  its  cause.  Stiffness  of  the  shoidder  develops  later. 
This  may  occur  at  the  onset  of  pain  or  it  may  fol- 
low after  varying  periods  of  time.  The  major  cause 
of  the  .stiffness  appears  to  be  disuse.  The  patient 
tends  to  avoid  any  motion  of  the  shoulder  joint  to 
prevent  the  occurrence  or  intensification  of  pain. 
Disuse  and  stiffness  in  turn  lead  to  more  pain  that 


further  intensifies  the  disuse;  thus  a vicious  circle 
is  established. 

Another  cause  of  pain  in  the  shoulder,  arm  and 
hand  is  rheumatoid  spondylitis  which  is  a chronic, 
usually  progressive,  disease.  The  diagnosis  is  made 
usually  by  the  history  of  longstanding  pain  in  the 
lower  part  of  the  back,  the  restricted  tlioracic  ex- 
pansion and  the  characteristic  roentgenological  find- 
ings of  sclerosis  of  the  sacro-iliac  joints  with  mar- 
ginal demineralization,  involvement  of  the  ajwphy- 
seal  joints  of  the  spinal  column  and  calcification  of 
the  paraspinous  ligaments^.  This  pain  may  ver)' 
easily  refer  itself  also  into  the  shoulder,  arm  and 
hand. 

With  further  reference  to  lesions  of  the  spinal 
cord  causing  pain  in  the  shoulder,  arm  and  hand, 
one  must  also  consider  syringo-myelia,  poliomye- 
litis, herpes  zoster  and  metastatic  lesions  of  the 
spinal  canal.  Syringomyelia  is  not,  of  course,  usually 
a painful  disease  but,  rather,  it  comes  on  insid- 
iously with  wasting  of  the  shoulder  girdle  and  small 
muscles  of  the  hand.  However,  there  may  be  dull, 
aching  pain  in  the  shoulders  and  thorax  that  is 
steady  and  may  persist^  It  is  thought  to  be  a 
“central”  type  of  pain.  Poliomyelitis  need  only  be 
mentioned  for  the  diagnosis  is  usually  not  difficult. 
In  the  early,  acute  stage,  however,  severe  neck  and 
shoulder  pain  is  well  known. 

Peripheral  nerve  lesions  or  tumors  of  the  brachial 
plexus  and  even  lower  down  in  the  arm  and  fore- 
arm should  also  be  thought  of  with  reference  to 
unilateral  shoulder,  arm  and  hand  pain.  Certain 
thoracic  and  abdominal  lesions  might  be  considered 
early  in  the  differential  diagnosis  of  shoulder  and 
arm  pain  such  as  pathological  states  of  cardiac,  dia- 
phragmatic and  sternal  location.  Peripheral  vas- 
cular lesions  worthy  of  consideration  in  the  diag- 
nosis of  arm  and  shoulder  pain  are  periarteritis 
nodosa,  Raynaud’s  disease,  phlebitis  and  aneurysm. 

Askey^  in  1941  was  the  first  to  use  the  term 
“shoulder-hand  syndrome”.  At  first,  it  w'as  at- 
tributed, in  Askey’s  report,  only  to  coronary  occlu- 
sion and  the  resultant  immobility  of  the  left  shoulder 
that  follows  that  serious  condition. 

Personality  imbalance  or  “psychiatric  deviation” 
of  the  personality  of  a patient, seems  to  be  important 
also  in  the  production  of  the  painful  shoulder-arm- 
hand  syndrome  in  certain  individuals^;  some  of  them 
are  frankly  of  neurotic  tendencies.  Patients  who 
will  not  start  exercising  the  shoulder  when  asked 
to  do  so  by  their  physician  after  the  initial  illness 
or  trauma  resulting  in  shoulder  and  arm  pain  are 
more  apt  to  develop  it.  There  are  several  step-by- 
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step  phases  of  the  syndrome:  (1)  shoulder  pain; 

(2)  stiffness  in  the  shoulder  if  mobilization  and 
active  and  passive  exercises  are  not  started  in  time; 

(3)  after  a latent  period  (which  varies  from  days 
to  months  in  the  individual  cases)  vasomotor  and 
trophic  changes  may  develop  in  the  hand.  Vaso- 
dilation is  seen  first  with  increased  temp>erature  and 
sweating  of  the  arm  and  hand.  (4)  If  these  latter 
developments  are  unchecked,  then  the  vasodilation 
disappears  and  the  hand  becomes  pale  and  dry, 
sometimes  cyanotic,  the  skin  becomes  stretched  and 
taut  in  the  forearm  and  hand  and  trophic  changes 
appear^.  Finally  (5)  the  small  muscles  of  the  hand 
even  become  atrophic  and  Dupuytren-like  contrac- 
tures of  the  palm  and  fingers  develop  wifh  x-ray  evi- 
dence of  osseous  demineralization  in  the  wrist  and 
hand  bones.  All  of  the  above  five  s>Tnpfom-complexes 
are  phases  of  the  same  syndrome.  Merely  dep>ending 
on  which  phase  the  patient  is  first  seen  in,  he  will 
show  pain,  immobility,  trophic  changes,  atrophy, 
etc. 

Treatment  of  the  underlying  cause  is  also  all- 
important  as  is  the  unraveling  of  the  neurotic  per- 
sonality, if  present,  by  the  psychiatrist  so  that  the 
patient  himself  will  be  willing  to  undergo  passive 
and  active  exercise  and  other  physical  therapeutic 
procedures  necessary  to  restore  the  extremity  toward 
normal. 

In  considering  what  is  capable  of  producing  the 
initial  pain  in  the  shoulder,  which  is  the  real  key 
to  the  diagnosis  and  proper  treatment  of  the  syn- 
drome in  every  case,  it  is  important  to  keep  in  mind 
the  concept  of  intrasegmental  diffusion  of  pain 
within  the  spinal  cord.  A synonym  for  the  syndrome 
is  “reflex  sympathetic  dystrophy”. 

In  summary,  the  sources  of  the  shoulder  and  arm 
pain  are  distributed  from  the  anatomical  standpoint 
into  ten  different  locations  or  diseases^,  (in  part 
already  mentioned  above):  (1)  Diseases  of  the 
diaphragm,  especially  irritative  lesions.  (2)  Car- 
diac-anginal disease.  (3)  Bursitis  and  arthritis, 
fracture  of  the  shoulder  or  upper  humerus,  tumors 
of  the  shoulder.  (4)  Vertebral  lesions:  fractures, 
arthritis,  spondylitis,  cendcal  discs.  If  C-5  root  is 
involved  at  the  fourth  cervical  interspace  by  a disc, 
the  pain  will  be  confined  largely  to  the  region  of  the 
deltoid  with  sensory  loss  over  this  area  without  ex- 
tension down  the  arm  or  hand.  Disc  lesions  are 
rare  at  this  interspace  (C-4)  in  our  experience,  most 
of  them  in  our  clinic  being  at  the  fifth,  sixth  or 
seventh  cervical  interspaces.  (5)  Lesions  of  the 
cord:  Even  in  syringomyelia,  dull  aching  in  one  or 


both  shoulders  will  occur  and  also  in  poliomyelitis 
(early  phase)  severe  aching  in  the  shoulder  muscles 
can  be  experienced.  Herpes  zoster  should  be  men- 
tioned as  involving  the  cord  and  also  various 
tumors  of  the  cord  itself.  (6)  Brachial  plexus  le- 
sions including  trauma  (gunshot  and  stab  wounds) 
traction  injuries,  cervical  rib  and  scalene  syndrome. 

(7)  Peripheral  nerve  lesions  especially  trauma, 
tumors  and  serum  and  virus  peripheral  neuritis. 

(8)  Thoracic  disease:  cardiac-diaphragm  (see  No.  1 
above)  and  sternal  lesions.  (9)  Certain  abdominal 
lesions:  gall  bladder  disease  and  conditions  involv- 
ing the  abdominal  surface  of  the  diaphragm.  (10) 
Peripheral  vascular  disease  including  periarteritis 
nodosa,  Raynaud’s  disease,  aneurysm  and  phlebitis. 

The  sympathetic  supply  to  the  blood  vessels  in 
the  hand  is  derived  from  cell  bodies  situated  in  the 
first  through  the  fourth  thoracic  segments  of  the 
spinal  cord.  The  “internuncial  pool”  first  elaborated 
by  Lorente  de  No  in  1938^  refers  to  the  series  of 
neurones  in  the  gray  matter  of  the  cord  capable 
of  spreading  an  impulse  up  and  down  over  several 
segments  of  the  cord.  These  physiologic  concepts 
are  important  to  keep  in  mind  in  interpreting  the 
cause  of  shoulder  pain  from  a distant  or  remote 
lesion  elsewhere  in  the  body. 

Treatment  of  the  syndrome  with  reference  to  the 
painful  stiff  shoulder  and  the  so-called  “shoulder- 
arm-hand  syndrome”  not  due  to  a primary  surgical 
lesion  ( see  above ) : Good  results  have  been  ob- 
tained with:  (1)  repeated  procaine  blocks  of  the 
stellate  ganglion  on  the  affected  side;  (2)  parenteral 
administration  of  Cortisone  or  ACTH  or  both;  (3) 
injection  of  Compound  F (hydrocortisone)  into  the 
affected  shoulder  joint  itself;  and  (4)  surgical  re- 
moval of  the  stellate  ganglion  and  upper  thoracic 
S}Tnpathetic  chain.  It  is  best  to  try  the  simpler 
non-operative  methods  first.  If  these  do  not  bring 
about  the  desired  relief,  the  other  methods,  such 
as  sympathectomy,  may  be  utilized.  In  some  pa- 
tients who  have  the  shoulder-arm-hand  syndrome,  it 
was  found  that,  on  the  whole,  repeated  sympathetic 
blocks  with  novocaine  gave  somewhat  better  results 
than  did  the  use  of  ACTH  and  cortisone  although 
the  results  of  either  treatment  in  the  early  phases 
was  extremely  good.  Once  the  repeated  novocaine 
blocks  have  given  a satisfactory  response,  main- 
tenance therapy  may  not  be  required,  while  man- 
agement with  ACTH  and  cortisone  will  necessitate 
a longer  period  of  such  therapy  as  a rule.  It  must 
also  be  remembered  that  the  use  of  cortisone  therapy 
may  precipitate  a previously  quiescent  gastric  or 
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peptic  ulcer  or  it  may  mask  an  active  infection  such 
as  pulmonary  tuberculosis  and  reactivate  it  even 
to  the  extent  of  precipitating  tuberculous  meningitis 
in  some  cases  of  quiescent  pulmonary  tuberculosis. 
The  beneficial  effects  of  all  of  these  methods  are 
limited  to  those  patients  who  have  early  changes  in 
the  arm  and  hand,  such  as  vasodilation,  increased 
surface  temperature,  stiffness  and  painful  swelling. 
When  changes  in  the  hand  are  more  advanced  with 
a dr}',  pale  or  cyanotic  extremity  that  shows  begin- 
ning atrophy  of  the  hand  muscles,  the  results  are 
not  so  satisfactory.  However,  novocaine  blocks  of 
the  stellate  ganglion  ai;e  almost  always  a helpful 
procedure  even  in  this  later  phase.  They  may  give 
marked  symptomatic  relief  in  addition  to  their  role 
as  a therapeutic  test.  If  the  novocaine  blocks  give 
partial  or  only  temporary  relief,  surgical  removal 
of  the  stellate  ganglion  and  upper  thoracic  sympa- 
I thetic  chain  is  indicated.  When  repeated  sympathetic 
j novocaine  blocks  are  not  successful,  the  results  to 
be  expected  from  surgical  intervention  (sympathec- 
j tomy)  are  uncertain.  Unfortunately  not  all  of  the 
j sympathetic  innervation  of  the  upper  extremity  is 

( carried  through  the  stellate  ganglion.  Some  of  the 

I fibers  apparently  pass  out  of  the  spinal  cord  by 
^ way  of  the  ventral  roots  of  the  cervical  segments 
of  the  spinal  cord  and  are  intimately  associated  with 
the  peripheral  nerves  through  their  course  to  the 
lower  arm  and  hand.  It  is,  of  course,  not  feasible 
to  attempt  to  interrupt  these  fibers  when  or  as  they 
become  part  of  the  motor  portion  of  the  brachial 
plexus  and  this  may  explain  the  uncertain  results 


following  sympathectomy  of  the  arm.  Most  of  these 
patients  require  salicylates  to  relieve  the  pain  as 
well  as  graduated  and  supervised  physical  therapy 
management  (especially  passive  and  active  exer- 
cise) and  encouragement  by  an  expert.  If  the 
scalene-cervical  rib  syndrome  can  be  ruled  out  and 
the  cervical  disc  syndrome  is  not  too  specific  or 
typical,  or  another  more  serious  intradural  lesion 
of  the  spine  is  suspected,  a pantopaque  (oil)  study 
is  necessary  and  advisable  and  is  the  most  important 
single  test  to  carry  out  together  with  a protein 
determination  of  the  spinal  fluid  and  a Quacken- 
stedt  test  to  be  certain  that  one  is  not  overlooking 
a surgically  remediable  lesion  of  the  cord  or  ver- 
tebral canal  as  the  cause  of  the  shoulder,  arm  and 
hand  pain. 

Finally,  orthopedic  manipulation  of  a stiff  frozen 
shoulder  with  “bursitis-like”  pain  and  limitation  of 
certain  movements,  is  still  very  effective  in  selected 
cases  and  even  occasionally  the  method  of  choice. 
The  operator  must  keep  in  mind,  however,  that  too 
vigorous  manipulations  of  a chronically  stiff  shoul- 
der can  fracture  the  humerus  or  shoulder  joint. 
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Schering  Releases  Arthritis  Film 


A new  16  mm.  color  motion  picture  on  the  uses 
of  steroids  in  the  treatment  of  rheumatiod  arthritis 
has  been  released  for  showing  to  professional  groups 
by  the  research  division  of  Schering  Corporation. 

The  film  reviews  the  chemistry,  physiology  and 
clinical  application  of  the  new  “Meti”  steroid  hor- 
mones in  rheumatoid  arthritis  and  other  collagen 
diseases.  It  presents  the  most  commonly  accepted 
theories  of  adrenal  corticosteroid  therapy  and  re- 
flects the  current  knowledge  of  the  subject. 

The  25  minute  film,  which  is  the  fourth  in  Scher- 
ing’s  series  on  hormone  therapy  and  the  endocrines, 
was  produced  by  the  company’s  Clinical  Research 
Division  and  Biochemical  Research  Department. 


Three  leading  rheumatologists  and  endocrinologies 
cooperated:  Dr.  Joseph  Eidelsberg,  .\ssociate  Pro- 
fessor of  Clinical  Medicine  at  New  York  University’s 
Post  Graduate  Medical  School  and  Chief  of  the  En- 
docrine Clinic  at  University  Hospital,  New  York, 
Dr.  Abraham  Kolodin,  Senior  Attending  in  Medi- 
cine at  Mountainside  Hospital,  Montclair,  N.  J.  and 
Dr.  Evelyn  Merrick,  Rheumatologist  at  the  Orange 
Medical  Center,  Orange,  N.  J. 

The  film  is  available  to  medical  and  allied  pro- 
fessional groups  on  loan  without  charge.  “ ‘Meti’ 
Steroids  in  Rheumatoid  .Arthritis”  and  other  Scher- 
ing films  may  be  obtained  by  writing  to  The  -Audio- 
Yisual  Department,  Schering  Corporation,  Bloom- 
field, N.  J. 
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The  Hypophysectomy  Program  for 
Advanced  Breast  Cancer 

A Preliminary  Report 


IN  1953  Luft  and  Olivecrona^  reported  remission 
of  advanced  breast  cancer  following  hypophysec- 
tomy. Pearson  and  his  group  demonstrated  that  fol- 
lowing hypophysectomy  remission  could  be  attained 
in  oophorectomized  adrenalectomized  patients®.  W’e 
wish  to  report  on  our  preliminary  experience  with 
surgical  ablation  of  the  pituitary  in  patients  with 
advanced  breast  cancer. 

P.\THOLOGIC  PHYSIOLOGY 

Pearson,  West,  Hollander,  and  Treves  demon- 
strated unequivocal  stimulation  of  advanced  breast 
cancer  with  estrogen  by  means  of  the  calcium  bal- 
ance technique’.  Approximately  half  the  patients 
with  breast  cancer  have  tumors  which  are  sensitive 
to  estrogen  and  should  benefit  by  the  removal  of  this 
growth  stimulant.  Oophorectomy  removes  the  major 
estrogen  source  in  the  premenopausual  woman.  The 
adrenal  cortex  is  a significant  source  of  estrogen  in 
the  postmenopausal  patient  or  the  patient  who  has 
relapsed  from  a castration  remission.  Hypojfiiy- 
sectomy  removes  the  source  of  follicle  stimulating 
hormone  and  corticotrophin.  These  pituitar}'  hor- 
mones stimulate  the  ovary  and  adrenal  to  make 
estrogen.  It  is  also  possible  that  removal  of  growth 
hormone,  prolactin,  or  an  unknown  pituitary  factor 
may  be  responsible  for  some  hypophysectomy  remis- 
sions. We  will  report  shortly  on  remission  following 
incomplete  hypophysectomy.  The  study  of  such  par- 
tially ablated  patients  may  be  fruitful  in  elucidating 
the  mechanism  of  remission. 

SELECTION  OE  PATIENTS  EOR 
HYPOPHYSECTOMY 

The  selection  of  patients  for  hypophysectomy  is 
an  unsettled  subject.  One  might  elect  to  defer 
ablative  surgery  as  long  as  possible  and  then  to  do 
adrenalectomy  first,  reserving  hypophysectomy  for 

From  the  Departments  of  Internal  Medicine  and  Neu- 
rologic Surgerj-  and  the  Mclntire  Tumor  Clinic. 
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adrenalectomy  failures  or  relapses.  One  might  elect 
to  do  hypophysectomy  as  the  first  palliative  treat- 
ment for  generalized  disease.  The  optimum  treat- 
ment will  only  be  developed  by  clinical  and  physio- 
logical studies  with  various  sequences^. 

Because  endocrine  ablative  procedures  have  given 
higher  remission  rates  than  treatment  with  exogenous 
steroid  hormone  we  have  reserved  the  latter  for  the 
treatment  of  ablative  relapses.  All  patients  reported 
on  here  had  advanced  progressive  metastatic  disease 
with  symptoms.  Three  of  the  patients  were  premen- 
opausal at  the  time  of  recurrence  and  had  been  cas- 
trated with  uncertain  results.  Table  I summarizes 
the  salient  data. 

METHOD 

Preoperative  care  is  essentially  the  same  as  for 
bilateral  adrenalectomy^.  The  night  before  surgery 
the  patient  is  given  six  intramuscular  injections  of 
50  mg.  cortisone  acetate  at  hourly  intervals.  These 
are  spaced  so  that  the  last  injection  is  given  twelve 
hours  before  surgery.  On  the  morning  of  surgery 
the  patient  receives  100  mg.  cortisone  acetate  by 
mouth  on  call  to  the  operating  room. 

The  operation  is  carried  out  through  a trans- 
frontal  approach  under  endotracheal  anesthesia.  The 
frontal  lobe  is  elevated,  the  stalk  severed  and  the 
pituitary  gland  removed.  Zenker's  solution  is  applied 
to  the  sella  after  thorough  curettage. 

.\fter  surgery,  cortisone  acetate  is  given  intramus- 
cularly in  divided  doses  starting  with  50  mg.  ever}' 
four  hours  on  the  day  of  surgery.  The  dose  of  cor- 
tisone is  decreased  gradually  until  a maintenance 
dose  of  about  50  mg.  daily  is  adequate.  A Eoley 
catheter  is  inserted  at  surgery  and  the  urinary  volume 
measured  every  two  hours.  A continuous  infusion 
of  5%  glucose  in  water  is  started  after  surgery  and 
given  at  a rate  of  100  c.c.  per  hour.  If  significant 
negative  water  balance  should  occur  prompt  admin- 
istration of  pitressin  tannate  in  oil  is  indicated. 
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Usually  1-2  units  is  sufficient  for  a 24-hour  period. 

Usually  the  patient  is  able  to  take  adequate  liquids 
by  mouth  on  the  second  postoperative  day.  Rapid 
resumption  of  activity  is  encouraged.  The  patient 
is  discharged  on  a maintenance  dose  of  cortisone, 
usually  50  mg.  daily.  No  thyroid  medication  is 
given  at  the  time  of  discharge.  It  requires  at  least 
two  months  for  thyroid  insufficiency  to  be  manifest. 
Prior  therapy  is  unnecessary  and  interferes  with 
radioiodine  evaluation  of  thyroid  function.  When 
thyroid  insufficiency  does  become  troublesome,  it  is 
easily  corrected  with  120  mg.  thyroid  substance  daily. 
Obviously,  no  gonadal  hormone  replacement  is  given. 

Permanent  diabetes  insipidus  of  clinical  signifi- 
cance is  unusual  after  surgery.  It  has  not  occurred 
in  our  cases.  When  it  does  occur  it  can  be  con- 
trolled by  insufflation  of  posterior  pituitary  powder. 

STUDIES  OF  PITUITARY  FUNCTION 

Following  complete  hypophysectomy,  patients  suf- 
fer from  adrenal  insufficiency  in  from  two  to  ten 
days  when  cortisone  is  withdrawn.  The  symptoms 
are  similar  to  those  described  when  cortisone  is 
withdrawn  from  adrenalectomized  patients.  During 
this  period  the  plasma  corticoid  and  urinary  keto- 
steroid  is  very  low.  In  patients  maintained  on  cor- 
tisone alone,  my.xedema  will  develop  in  two  to  three 
months.  The  radioiodine  picked  up  by  the  thyroid 
gland  is  less  than  5%.  Follicle  stimulating  hormone 
is  absent  from  the  urine.  Patients  with  some  resid- 
ual pituitary  function  will  show  less  drastic  metabolic 
changes  but  may  still  enjoy  satisfactory  remissions^. 

CASE  HISTORIES 

The  case  histories  of  two  patients  with  striking 
objective  improvement  following  hypophysectomy  are 
presented. 

1.  A thirty-nine  year  old  white  female,  (H.G.), 
was  seen  in  April  1950  for  a mass  in  the  right  breast 
which  had  been  present  for  two  years.  Supra- 
clavicular disease  was  pre.=ent.  Biopsy  revealed  in- 
filtrating duct  carcinoma.  Simple  mastectomy  with 
some  axillary  dissection,  oophorectomy,  and  x-ray 
therapy  were  carried  out.  In  March  1951  severe 
progressive  right  hip  pain  developed.  No  bone  metas- 
tases  were  demonstrated  but  radiotherapy  produced 
considerable  improvement.  She  remained  well  until 
.A.pril  1955  when  a right  Horner’s  syndrome  de- 
veloped. An  ill  defined  mass  was  present  in  the 
right  supraclavicular  space.  Biopsy  showed  car- 
cinoma consistent  with  metastases  from  the  primary 
breast  tumor.  Radiotherapy  produced  transient 
shrinking  of  the  mass  but  within  a few  months  it 


recurred.  -A.  mass  developed  over  the  thyroid  car- 
tilage which  grew  to  6.5  x 2.5  cm.  Radiotherapy  of 
this  mass  jmoduced  little  response.  Nausea  and 
vomiting  developed  late  in  1955  and  an  epigastric- 
mass  was  palpated.  Lajjarotomy  in  January  1956 
revealed  an  abdominal  mass  in  the  region  of  the 
pancreas.  Biopsy  was  compatible  with  the  original 
breast  carcinoma.  .At  this  time  no  jiulmonary  or 
bone  metastases  were  demonstrated  l)Ut  a thirty- 
pound  weight  loss  had  occurred.  The  patient  had 
deteriorated  to  the  stage  of  complete  invalidism. 

Hypophysectomy  was  j)erformed  in  February  1956. 
h'ollowing  surgery  there  was  an  excellent  recovery. 
Nausea  and  vomiting  ceased.  .Appetite  improved 
with  attainment  of  former  Icody  weight.  Within  a 
month  the  abdominal  mass  and  a previously  de- 
scribed supraclavicular  node  were  no  longer  pal- 
pable. The  mass  over  the  thyroid  cartilage  slowly 
shrunk  so  that  in  April  it  was  no  longer  palpable. 
There  was  resumption  of  moderate  activity.  .At  this 
time  she  is  completely  asymptomatic. 

This  patient  is  of  special  interest  because  the 
hypophysectomy  may  have  been  incomplete.  Clin- 
ical myxedema  has  not  appeared  although  thyroid 
function  has  diminished.  FTder  basal  conditions, 
cortisone  may  be  withdrawn  for  ten  days  with  no 
symptoms  of  adrenal  insufficiency.  Detailed  studies 
on  this  patient  will  be  presented  in  a future  publi- 
cation. 

2.  .A  sixty-year  old  white  female,  (M.M.),  had  a 
radical  mastectomy  in  Nov-ember,  1951,  for  infiltrat- 
ing duct  carcinoma.  She  was  well  until  May  1955, 
when  cough,  dyspnoea,  and  weight  loss  occurred. 
.A  chest  film  showed  right  middle  lobe  atelectasis  and 
bilateral  stringy  infiltration  forming  from  the  hilus. 
Bronchoscojiy  demonstrated  endobronchial  tumor  in 
the  middle  lobe  bronchus  and  biopsy  was  consistent 
with  the  ajipearance  of  the  primary  tumor.  No  other 
metastatic  involvement  was  evident.  The  dyspnoea 
and  cough  jirogressed  to  the  point  where  the  patient 
was  incapacitated.  Hypophysectomy  was  carried  out 
in  January  1956.  .Almost  immediately  after  opera- 
tion there  was  considerable  clinical  improvement. 
Withdrawal  of  cortisone  produced  weakness,  hypo- 
tension, and  nausea  within  forty-eight  hours  and 
cortisone  treatment  was  resumed.  She  was  discharged 
on  50  mg.  cortisone  daily.  Within  a month  she  was 
symptom  free  and  was  gaining  weight.  The  signs 
of  myxedema  were  evident.  Radioiodine  uptake  was 
10.3%  in  twenty-four  hours  over  the  thyroid.  She 
was  started  on  thyroid  substance,  120  mg.  daily 
with  relief  of  signs  and  symptoms  of  thyroid  insuf- 
fiency.  In  Februarv’  1956,  her  chest  film  showed 
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no  change  from  preoperative  appearance  but  bron- 
choscopy showed  marked  regression  of  the  tumor. 
The  occurence  of  myxedema,  the  response  to  cor- 
tisone withdrawal,  and  the  postoperative  absence  of 
measurable  urinary  gonadotropin  suggest  the  hypo- 
physectomy  was  complete.  The  excellent  clinical 
remission  continues  up  to  the  time  of  the  present 
writing. 


POSTOPERATIVE  DEATH 

Two  postoperative  deaths  occurred.  In  one  pa- 
tient, M.D.,  the  anatomy  of  the  sella  was  such  as 
to  prevent  adequate  visualization.  As  a result  the 
ablation  w'as  unduly  traumatic.  Death  appeared  to 
be  due  to  hypothalamic  injury.  Should  this  ana- 
tomical difficulty  be  encountered  again,  the  hypo- 
physeal stalk  would  be  cut  and  no  attempt  would  be 
made  to  remove  the  gland.  M.G.  was  an  unusually 
poor  operative  risk.  A metastatic  mass  filled  the 
pelvis.  A hydronephrotic  kidney  produced  by  neo- 
plastic obstruction  of  the  ureter  had  been  removed 
previously  and  the  opposite  ureter  implanted  in  the 
bowel.  Deterioration  was  extreme.  When  surger}’ 
is  performed  on  such  patients  the  operative  risk  is 
great  but  still  may  be  worth  taking  in  individual 
cases. 


DISCUSSION 

Our  results  have  encouraged  us  to  utilize  the  pro- 
cedure as  a major  palliative  treatment  for  advanced 
breast  cancer.  Patients  are  selected  after  consul- 
tation with  the  radiotherapist  so  as  to  reserve  hypo- 
physectomy  for  those  patients  whose  tumor  is  too 
diffuse  or  badly  situated  for  adequate  radiotherapy. 
In  premenopausal  patients  hypophysectomy  is  re- 
served for  oophorectomy  failures  or  relapses.  In 
post  menopausual  patients  hypophysectomy  is  done 
for  diffuse  symptomatic  disease.  Those  patients  who 
have  enjoyed  a favorable  response  to  the  procedure 
have  returned  to  normal  activities.  These  prelim- 
inar}-  results  are  in  accord  with  the  extensive  studies 
of  Pearson^. 


SUMMARY 

Hypophysectomy  has  been  carried  out  in  nine 
patients  with  advanced  breast  cancer.  There  were 
two  postoperative  deaths.  One  patient  failed  to 
respond.  Four  patients  have  achieved  striking  re- 
mission. Two  patients  have  had  striking  pain  relief 
and  will  require  further  objective  evaluation. 

The  procedure  is  a valuable  modality  of  treatment 
for  advanced  breast  cancer. 


5. 


a 


I -r 


£ 

S; 

I 

s 


.1 

s 

£ 

is 

0) 

c. 

S 

,= 


2 

X 

sr 

.5 

£ 


£ 

T 

c 

c 

I- 

c; 

2 

o 

Z 

ig 


— 3 


In 

5 


S'! 

il  I 


.2 

2-  H. 


" II 


Z 


2 £ "S 

i-  w 

c CL  _ 

Z 


c 

Z 


^ 3 


S 


>. 

s 

3 


i.  -r  >-. 

S-c  - - 

M O cj 

7l  i “ 

r- 


— ^ 


§•5 

I 


■§;2 
5 > 

li  41 

‘c 

“8  1..“ 

II 

— 

Cl,  5 

§ 5 

till 

O 5. 

03  -SS 

X i 

- -il 

Is  a 4 

51-  i 5 a 2 


I 


1 

j:: 

i 

3 


a 


X 


o 

Z 


c 

Z 


z 


c5 

’> 

a 


o 

Z 


£ 

o 

o 

z 


c 

o 

Z 


£ CL  '£  CL  £ =.  £ s-  X s-  £ £ £5  £ £ 


ig  2 


X 

C 


X-  - 


288 


ViRGIXLA.  MeDIC-^L  MONTHLY 


Bibliography 

1.  Hollander,  V.  P. ; Endocrine  Control  of  Advanced 

Breast  Cancer.  To  be  published. 

2.  Hollander,  V.  P. ; Crutchfield,  G. ; and  Martinez,  J. 

Remission  of  Breast  Cancer  Following  Incomplete 
Hypophysectomy.  To  be  published. 

3.  Hollander,  V.  P. ; West  C.  D. ; Whitmore,  W.  F.,  Jr.; 

Randall,  H.  T. ; and  Pearson,  O.  H.;  The  Effect  of 
Bilateral  Adrenalectomy  Upon  Neoplastic  Disease 
in  Man.  Cancer  5,  1019,  1952. 

+.  Luft,  R.  and  Olivecrona,  H.;  Experiences  with  Hypo- 
physectomy in  Man.  J.  Neurosurg.  10,  301,  1953. 

5.  Pearson,  O.  H. ; Ray,  B.  S. ; Harrold,  C.  C. ; West, 
D.  C. ; Li,  M.  C. ; Mac  Lean,  J.  P.  and  Lipsett, 


M.  B. ; Hypophysectomy  in  Treatment  of  Advanced 
Cancer;  J.A.M.A.,  161,  17,  1956. 

6.  Pearson,  O.  H.;  Ray,  B.  S. ; West,  C.  D.;  Harrold, 

C.  C. ; Mac  Lean,  J.  P.  and  Li,  M.  C. ; Pituitary 
Somatotropin  as  a Growth  Factor  for  Human  Mam- 
mary Carcinoma.  J.  Clin.  Invest.  33,  956,  1954. 

7.  Pearson,  O.  H. ; West,  C.  D.;  Hollander,  V.  P. ; and 

Treves,  N.  E. ; Evaluation  of  Endocrine  Therapy 
for  Advanced  Breast  Cancer;  J.A.M.A.,  154,  234, 
1954.  Part  1. 


University  of  Virginia 
Charlottesville,  Virginia 


Let’s  Reminisce! 

In  a letter  from  Dr.  Christopher  Tompkins,  (Virginia  Medical  Monthly,  Februarv 
1876)  while  “spending  a short  vacation  in  the  South”  (at  St.  Augustine,  Florida)  he 
speaks  of  Aiken,  S.  C.,  whose  hotels  and  boardinghouses  can  only  accommodate  600 
or  700  guests  and  there  are  1500  visitors  annually,  most  of  whom  are  in  search  of 
health.  Here  “I  saw  in  use  the  ‘respirator’,  not  the  wire  gauze  described  by  the 
books,  but  a handkerchief  or  slip  of  woolen  goods,  tied  over  the  mouth,  warmed  by 
the  breath,  through  which  the  external  air  was  inhaled,  thus  depriving  it,  to  some 
extent,  of  its  cold  and  solid  impurities.” 

‘Tn  travelling  South  you  must  needs  bear  patiently  delays  and  inconveniences  that 
do  not  occur  North.  The  cars  on  some  of  the  railroads,  to  be  plain,  are  simply  devoid 
of  all  comforts  and  many  conveniences;  and  the  eating  furnished  at  the  way  stations, 
though  abundant,  is  badly  cooked,  and  you  must  necessarily  often  carry  your  pro- 
visions with  you,  unless  you  want  that  delicate  and  important  part,  known  as  the 
stomach  and  digestive  canal,  to  revolt  at  the  indignities  offered  it.  . . . The  ocean 
steamers  from  the  North  are  much  patronized,  and  I am  told  are  elegant  in  their 
appointments  and  cheap  in  their  fares.  ...  It  will  be  well  for  the  traveller  to  have 
his  pocket  well  lined  with  money.  Expenses  of  travelling  South  are  in  excess  of  those 
in  the  North,  and  after  arriving  at  your  destination,  if  you  resort  to  private  boarding, 
it  will  cost  about  twice  as  much  as  it  could  be  obtained  for  in  Richmond — all  attend- 
ance, nursing,  etc.,  extra.  But  the  hotels  are  improving,  and  many  now  are  first- 
class,  charging  $4  a day.  Doubtless  in  a few  years  we  shall  have  offered,  during 
the  winter  months,  cheap  tourists’  tickets  for  the  South — just  as,  in  the  North,  they 
are  now  so  abundant  during  the  summer  months.” 
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Urological  Complications  of  Pelvic  Surgery 


Accidental  injury  to  the  urinary  tract  is 
one  of  the  most  serious  risks  of  pelvic  surgery 
in  every  hospital  and  in  the  hands  of  the  most  skilled 
operators.  With  the  increasing  .magnitude  of  pelvic 
operations  in  the  attempt  to  cure  cancer,  the  number 
of  injuries  to  the  urinar}-  tract  is  increasing. 

BLADDER  INJURIES 

Injury  to  the  bladder  is  the  most  common  urologic 
complication  of  jtelvic  surgery.  When  unrecognized, 
a fistula  is  almost  inevitable.  When  recognized  and 
repaired  at  once,  there  is  almost  never  an  unfavor- 
able sequel. 

Bladder  injury  can  occur  while  opening  the  p>eri- 
toneum  when  previous  surgery  has  been  performed 
and  peritoneal  adhesions  bind  the  bladder.  The 
presence  of  large  tumors  under  the  bladder  can  dis- 
tort relationships  and,  certainly,  a full  bladder 
encourages  injure-. 

The  bladder  may  be  injured  during  total  hysterec- 
tomy while  it  is  being  freed  from  the  anterior  wall 
of  the  cervi.x  and  vagina,  especially  when  there  is 
alteration  of  landmarks  by  large  tumors  of  the  uterus, 
cervical  myomata,  pelvic  infections,  endometriosis 
or  previous  p>elvic  surgeiy.  Unless  the  anterior 
vaginal  wall  is  widely  separated  from  the  bladder, 
it  is  very  easy  to  include  and  injure  the  bladder  in 
the  sutures  used  to  close  the  vaginal  cuff  and  in 
peritonealizing  the  pelvic  floor. 

We  have  seen  bladder  injury  in  the  repair  of  in- 
guinal hernias  and  suspect  that  a full  bladder  resulted 
in  its  becoming  a part  of  the  hernial  contents.  \\'here 
fistula  did  not  result,  we  have  seen  stones  form  on 
sutures  that  penetrated  the  bladder  wall.  The  first 
time  we  saw  a stone  -clinging  to  the  bladder  near  its 
dome,  it  was  as  consternating  as  seeing  a man  walk- 
ing head  down  across  the  ceiling — a gross  breach  of 
Isaac  Newton’s  laws  of  gravitation.  A careful  sec- 
ond look,  however,  revealed  it  clinging  to  an  incrusted 
black  silk  suture.  The  suture  was  cut  with  a cysto- 
scopic  scissors  and  was  removed  together  with  the 
stone  by  cystoscopic  rongeur. 

This  leads  directly  to  urologic  advice  on  how  to 
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prevent  bladder  injury  and  to  recognize  it  imme- 
diately should  it  occur.  Since  most  patients  are 
catheterized  before  pelvic  surgery,  it  would  seem 
reasonable  to  use  a Foley  catheter  and  to  leave  it 
indwelling  during  and  for  12  to  24  hours  after 
surgery.  The  catheter  should  be  undamped  and  the 
bladder  emptied  when  the  patient  is  placed  on  the 
operating  table.  .A-bout  15  cc.  of  methylene  blue 
solution  should  then  be  injected  through  the  catheter 
and  it  should  be  clamped  again.  This  procedure  is 
simple  and  offers  the  surgeon  the  following  advan- 
tages : 

1 . It  assures  an  empty  bladder. 

2.  The  palpable  Foley  balloon  is  a landmark  to 
the  location  of  the  bladder. 

3.  Should  the  bladder  be  inadvertently  opened, 
the  escape  of  blue  dye  would  be  observed  at  once. 

4.  Localized  trauma  to  the  bladder  can  be  pre- 
vented from  “breaking  through”  post-operatively  by 
having  the  indwelling  catheter  in  place  to  avoid 
over-distention. 

Vesicovaginal  fistula  following  total  hysterectomy 
generally  occurs  high  in  the  vault  of  the  vagina. 
No  attempt  ought  to  be  made  to  repair  these  for 
several  months  until  the  inflammatory  process  of  the 
area  has  completely  subsided  and  all  induration  of 
the  area  has  disappeared.  Delay  is  advisable  also 
for  the  reason  that  some  of  these  fistulas  close 
spontaneously. 

We  have  no  criticism  of  those  who  repair  these 
fistulas  by  the  vaginal  route  except  to  point  out  that 
the  ureteral  orifices  are  more  easily  visualized  and 
avoided  by  the  suprapubic  route;  also  combined  ure- 
thral and  suprapubic  drainage  adds  to  the  assurance 
that  the  bladder  will  remain  undistended  during  the 
critical  post-operative  period. 

The  suprapubic  approach  is  simple,  direct  and  in 
our  8 cases,  100%  successful.  Certain  points  in 
the  technique,  none  of  them  original,  add  to  the  ease 
and  safety  of  the  procedure. 

The  patient  is  cystoscoped  pre-operatively  and  an 
ureteral  catheter  is  passed  through  the  fistula  into 
the  vagina.  A wire  suture  is  tied  to  the  vaginal  end 
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of  the  ureteral  catheter  and  then  led  into  the  bladder. 
To  the  vaginal  end  of  the  wire  suture  a golf-ball 
sized  sponge  rubber  ball  is  attached  so  that  by  pull- 
ing on  the  bladder  end  of  the  wire  suture  the  rubber 
ball  is  carried  into  the  vagina.  A Foley  catheter 
with  a large  bag  is  passed  into  the  bladder  through 
the  urethra  and  the  bag  is  inflated  to  50  cc.  to  make 
identification  of  the  bladder  easier. 

At  operation,  the  bladder  is  opened  e.xtraperi- 
toneally.  The  urethral  catheter  is  removed.  Trac- 
tion on  the  wire  suture  brings  the  rubber  ball  to 
bear  on  the  vaginal  side  of  the  fistula  and  brings  it 
prominently  into  the  field  of  vision.  The  excision 
of  the  fistula  by  knife  is  aided  immeasurably  by 
traction  on  the  rubber  ball.  After  e.xcising  the  tract, 
the  vagina  and  bladder  are  separated  for  about  1.5 
cm.  around  the  circumference  of  the  fistula.  This 
is  carried  out  carefully,  chiefly  by  blunt  dissection 
and  is  best  performed  with  long,  curved  Metzenbaum 
scissors.  The  vaginal  flaps  are  then  brought  to- 
gether with  interrupted  mattress  sutures  of  double  O 
chromic  cat  gut  in  order  to  invert  the  vaginal  edges 
into  the  vagina.  The  same  is  done  to  the  bladder 
flaps  with  the  edges  inverted  into  the  bladder.  Most 
important  is  closure  without  the  slightest  tension. 
The  sutures  must  not  be  tied  too  tightly.  A supra- 
pubic catheter  of  large  caliber  should  Ije  brought  out 
at  the  highest  point  in  the  bladder  and  an  urethral 
catheter  of  good  size  (F24  Foley — 5 cc.  bag)  should 
also  be  used. 

There  is  no  virtue  in  more  than  two  rows  of 
sutures.  Excessive  suturing  may  lead  to  necrosis. 
Placing  the  vaginal  suture  line  at  right  angles  to 
the  bladder  suture  line,  though  theoretically  advan- 
tageous, requires  more  extensive  dissection  of  layers 
and  has  not  been  done  in  our  cases.  There  is  no 
rational  basis  for  indwelling  ureteral  catheters  or 
for  placing  patients  in  the  prone  position  during  the 
post-operative  period.  Meticulous  avoidance  of 
catheter  blockage  is  essential.  The  suprapubic  tube 
can  be  removed  in  10  days  and  the  urethral  catheter 
about  four  days  later. 

URETERAL  INJURY 

Ureteral  injury  occurs  in  about  2.5%  of  all  pelvic- 
surgery.  It  occurs  often  in  complete  hysterectomies, 
most  often  in  radical  pelvic  surgery  but  we  have 
encountered  it  in  all  types  of  pelvic  surgery  includ- 
ing a retrocecal  appendix,  combined  abdomino- 
perineal resection  and  adnexal  surgery. 

Ureteral  injuries  may  be  unilateral  or  bilateral. 
They  occur  usually  within  1-3  cm.  of  the  uretero- 


vesical junction  but  may  be  as  high  as  the  j)elvic 
brim. 

'Fhe  symptoms  and  signs  may  be: 

(1)  None  at  all  or  minimal. 

(2)  Pain  due  to  obstruction. 

(3)  Sepsis  due  to  infection. 

(4)  Extravasation. 

(5)  Oliguria  or  anuria. 

(6)  Fistula. 

How  then  to  avoid  ureteral  injury?  Certainly, 
in  difficult  cases  the  use  of  inlying  ureteral  catheters 
is  of  inestimable  aid.  How  often  the  surgeon  has 
volunteered  the  comment  that  it  was  fortunate  that 
catheters  were  in  place  during  a particularly  diffi- 
cult case!  If  catheters  are  not  in  place  and  un- 
expected difficulties  are  encountered  or  if  ureteral 
injury  is  suspected,  it  is  an  easy  matter  to  cystocope 
the  patient  on  the  operating  table  before  closing 
the  abdomen  and  to  pass  catheters  through  the  sus- 
pect or  threatened  ureter.  A freshly  injured  ureter 
can  be  repaired  most  easily.  Under  no  circumstances 
should  an  injured  ureter  be  tied  off  in  the  hope  that 
asymptomatic  atrophy  will  follow  unless  one  is  cer- 
tain that  the  opposite  kidney  is  normal.  Merely 
palpating  the  opposite  kidney  is  not  enough. 

It  is  not  inappropriate  to  remind  you  of  the  fre- 
quency of  urological  anomalies.  The  presence  of 
double  or  bifid  ureters  and  the  frequency  of  their 
abnormal  position  may  at  times  lead  to  catastrophe. 
This  brings  to  mind  a recent  case  where  a gyne- 
cologist palpated  a pelvic  mass  and  freed  up  a good 
jjortion  of  it  before  it  suddenly  and  fortunately 
occurred  to  him  that  he  was  dealing  with  a fused 
pelvic  kidney.  Y'here  extensive  surgery  is  contem- 
j)lated,  pre-operative  urologic  and  urographic  studies 
cannot  be  considered  an  extravagance. 

Y’hen  ureteral  injury  is  recognized  at  the  time 
of  surgery,  repair  should  be  undertaken  at  once. 
\Miere  the  ureter  is  ligated  without  clamping,  simple 
deligation  and  an  indwelling  catheter  inserted  from 
below  is  adequate  treatment.  Where  it  has  been 
crushed  with  a clamp  and  ligated,  necrosis  and  extra- 
vasation, or  fibrosis  with  stricture,  is  too  probable  a 
sequel  to  hazard  only  deligation  and  catheter  drain- 
age. If  the  injur}’  is  low  enough,  the  ureter  is  tran- 
sected above  the  point  of  injury  and  anastomosed 
to  as  low  a point  in  the  bladder  as  possible  by  the 
simplest  method.  If  the  injury  is  high  on  the  ureter, 
the  injured  area  is  excised  and  end-to-end  anas- 
tomosis performed.  The  technique  of  Davalos  in 
which  the  ureteral  ends  are  fish-mouthed,  the  angles 
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are  approximated  by  everting  mattress  sutures  and 
then  the  remainder  of  the  anastomosis  is  closed  by 
about  4 more  everting  mattress  sutures  has  proven 
to  be  the  most  satisfactory  method.  This  results  in 
a larger  caliber  of  the  ureter  at  the  point  of  anas- 
tomosis and  prevents  stricture. 

Where  there  is  considerable  loss  in  length  of  distal 
ureter,  a bladder  flap  can  be  utilized  to  form  a tube 
to  which  the  ureter  can  be  anastomosed.  An  almost 
indefinite  length  of  ureter  can  be  replaced  by  an 
isolated  ileal  loop  with  isoperistaltic  anastomosis  of 
ureter  to  the  upper  end  and  bladder  to  the  lower 
end. 

Where  injury-  is  recognized  late — after  24  hours 
— the  problem  is  changed.  Bilateral  ureteral  ob- 
struction must  be  relieved  at  once.  Cystoscopy  and 
passage  of  ureteral  catheters  will  indicate  the  level 
of  the  obstruction.  Minor  obstruction  may  even  be 
overcome  by  catheter.  In  many  instances,  it  is  un- 
wise to  attempt  definitive  repair  in  a patient  who 
has  just  undergone  severe  surgery  and  who  is  in 
poor  condition.  Ureterostomy  in  situ  or  pyelostomy 
bilaterally  as  a life-saving  procedure  is  advisable. 
If  ureterostomy  is  done  at  the  mid-ureteral  level,  the 
presence  of  extravasation  can  be  determined  and  the 
area  is  accessible  and  can  be  drained.  No  attempt 
at  definitive  repair  should  be  made  in  the  presence 
of  extravasation.  It  is  doomed  to  failure.  Only 
renal  drainage  and  penrose  drainage  of  areas  of 
extravasation  should  be  done.  Definitive  repair  by 
the  techniques  described  above  can  be  carried  out 
several  w^eeks  to  2 to  3 months  later  when  infection 
infection  and  induration  have  subsided  and  the 
general  condition  of  the  patient  permits. 

URETHRAL  INJURIES 

'I'he  close  proximity  of  the  prostate,  external  ure- 
thral sphincter  and  bulbous  urethra  to  the  rectum 
makes  an  inlying  Foley  catheter  a great  friend  dur- 
ing abdomino-perineal  recto-sigmoidectomy.  We 
have  been  called  to  the  operating  room  in  one  case 
where  the  prostate  has  been  inadvertently  removed 
en  masse  with  the  rectosigmoid.  Fortunately,  the 
trigone  and  ureteral  orifices  were  intact  and  an 
anastomosis  of  the  urethra  and  vesical  neck  was 
carried  out  as  in  the  radical  perineal  prostatectomy. 
In  another  abdomino-perineal  recto-sigmoidectomy, 
the  bulbous  urethra  was  partially  avulsed.  This 
defect  could  be  only  partially  closed  and  covered 
with  surrounding  soft  tissues.  It  healed  without 
stricture  around  an  indwelling  urethral  catheter. 


These  injuries  would  have  been  avoided  with  in- 
dwelling urethral  catheters  as  landmarks. 

ACUTE  URINARY  RETENTION 
Acute  urinary  retention  following  pelvic  surgery 
can  be  most  aggravating.  All  urologists  have  had 
the  experience  of  being  called  in  to  see  a male  in 
acute  urinary  retention  after  ablation  of  the  rectum. 
In  many  cases,  there  is  prostatic  enlargement  and  the 
removal  of  the  rectum  displaces  the  bladder  suf- 
ficiently to  throw  the  previously  compensated  blad- 
der into  retention.  It  is  always  a help  to  have  an 
opportunity  of  evaluating  these  patients  pre-opera- 
tively  for  often  we  can  predict  the  likelihood  of 
retention,  whether  prolonged  catheter  drainage  may 
alleviate  it  or  wdiether  transurethral  prostatectomy 
will  be  necessary.  Certainly  all  these  patients,  even 
though  they  seem  to  void  well,  should  be  checked 
post-operatively  for  residual  urine. 

The  female  who  goes  into  urinary  retention  after 
pelvic  surgery  is  well-known  to  all  of  us.  She  should 
be  catheterized  before  overdistention  and  atony  set 
in.  If  she  needs  catheterization  more  than  once,  it 
should  be  left  indwelling.  A good  time  to  remove 
the  catheter  is  when  good  peristaltic  bowel  sounds 
can  be  heard  with  the  stethescope.  A patient  with 
ileus,  nausea  and  vomiting  is  most  unlikely  to  void 
spontaneously,  as  is  the  heavily  sedated  patient. 
When  the  catheter  is  removed,  it  should  be  replaced 
before  more  than  400  cc.  of  urine  reaccumulates  in 
the  bladder.  bladder  that  is  allowed  to  over- 
distend may  delay  spontaneous  voiding  for  several 
days.  There  are  a few  women  who  will  not  be  able 
to  void  for  10  days  or  longer.  With  these  patients, 
one  must  be  understanding  and  unperturl>ed.  It 
often  appears  to  the  surgeon  that  these  women  are 
just  perverse.  Patience  and  equanimity  are  usually 
rewarded. 

POST-OPERATIVE  STRESS  INCONTINENCE 
There  is  a group  of  women  who  have  undergone 
vaginal  hysterectomy  and  anterior  colporrhaphy  who 
develop  severe  true  stress  incontinence  which  they 
did  not  have  previously.  These  fail  to  respond  to 
e.xercises  and  are  quite  miserable.  These  have  re- 
sponded very  well  to  the  so-called  “pin-up”  opera- 
tion— suprapubic  suspension  of  the  urethra  to  the 
pubic  symphysis — as  described  by  Marshall  and 
Marchetti. 
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Thrombotic  Thrombocytopenic  Purpura 


Thrombotic  thrombocytopenic  purpura  is  a 
relatively  rare  disease,  and  few  cases  have  been 
diagnosed  during  life.  In  recent  years,  however, 
there  has  been  a growing  literature  on  this  subject, 
and  greater  awareness  of  the  cardinal  clinical  mani- 
festations of  fever,  thrombocMojjenic  purpura,  hemo- 
lytic anemia,  and  bizarre  central  nervous  system 
findings  should  lead  to  more  frequent  recognition 
before  death.  The  literature  has  been  reviewed  by 
Barondess^,  who  describes  all  previously  reported 
cases  and  adds  three  of  his  own.  He  emphasized 
the  many  variations  of  the  disease.  Every  recog- 
nized case  has  ended  fatally.  Adelson  et  aP  in 
July  1954  report  three  cases,  bringing  the  total 
to  forty-nine.  They  suggested  the  term  “thrombo- 
hemolytic  thrombocytopenic  purpura”,  since  the 
more  familiar  name  fails  to  include  any  mention  of 
the  hemolytic  anemia,  always  a prominent  feature 
of  the  disease.  Histologically,  the  fundamental  find- 
ing is  the  presence  of  vast  numbers  of  platelet 
thrombi  in  the  small  arterioles  and  capillaries  of 
almost  all  organs. 

This  case  is  reported  on  the  basis  of  the  rarity  of 
the  disease  and  the  striking  involvement  of  the 
pancreas,  producing  clinical  diabetes  mellitus,  an 
infrequent  finding  in  previous  reports. 

REPORT  OF  CASE 

The  patient  was  a forty  year  old  white  male 
taxicab  operator  who  was  admitted  to  the  hospital 
September  13,  1955,  with  complaints  of  epigastric 
pain,  nausea,  and  vomiting  of  ten  days  duration. 
The  onset  had  been  acute  with  no  preceding  illness, 
and  his  general  health  had  always  been  good.  There 
was  no  history  of  jaundice  nor  of  any  operations. 
He  had  been  taking  “Myracal  Mints”  to  help  him 
stop  smoking  and  “Super-Anahist”  for  a perennial 
rhinitis.  No  other  medication  had  been  taken,  and 
he  had  received  no  recent  injections.  He  used 
alcohol  sparingly.  Shortly  after  the  onset  of  his 
illness  he  had  noted  dark  urine,  yellow  skin,  and 
occasionally  dark  vomitus.  The  stools  remained 
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normal  in  color.  He  had  become  increasingly  weak, 
and  his  wife  had  observed  that  he  sometimes  talked 
at  random. 

On  admission  he  appeared  well-nourished  and 
moderately  ill.  There  was  marked  icterus  of  skin 
and  sclerae.  Mentality  was  clear.  Physical  exam- 
ination was  otherwise  negative  except  for  moderate 
epigastric  tenderness  and  abdominal  distention.  No 
masses  or  organs  were  palpated.  There  were  no 
purpuric  spots.  Temperature  was  99.4  F orally, 
pulse  120,  and  blood  pressure  150/110  mm  Hg. 

.Admission  laboratory  findings  were  as  follows: 
Hgb  5.8  gm%;  R.B.C.  2,240,000;  W.B.C.  13,500 
with  essentially  normal  differential  count.  The  red 
cells  showed  moderate  anisocytosis,  poikilocjiosis,  and 
hypochromia.  A platelet  count  was  not  done,  but 
platelets  were  noted  to  be  adequate  on  one  smear. 
Urinalysis  showed  a specific  gravity  of  1.017,  44- 
albumin,  no  sugar,  and  a negative  microscopic  ex- 
amination. There  was  a slight  trace  of  bile,  and 
the  urobilinogen  was  p>ositive  1 :40.  V.D.R.L.  was 
negative. 

His  course  was  stormy  and  rapidly  downhill. 
Two  days  after  admission  his  temperature  abruptly 
rose  to  103°  F and  continued  to  show  a remitting 
course  thereafter.  He  was  given  citrated  blood  be- 
ginning September  14  for  a total  of  4500  cc.  with 
no  appreciable  benefit.  On  September  19,  after 
3000  cc.  of  blood,  the  Hgb  was  9.0  gm%.  The 
^^'.B.C.  on  this  date  was  16,5000,  and  differential 
count  showed  59%  segmented  forms,  5%  stabs, 
32%  lymphocytes,  and  4%  eosinophiles.  There 
was  marked  polychromasia,  anisocytosis,  poiki- 
locytosis,  “racquet  cells”,  and  48  normoblasts  per 
100  WBC.  There  were  11.2%  reticulocytes.  A 
direct  Coombs  test  was  negative.  Serum  bilirubin 
was  5.4  mg%,  of  which  1.5  .mg%  was  direct.  On 
September  18  the  urine  was  positive  for  porphyrins 
and  strongly  positive  for  hemoglobin.  The  red  cell 
fragility  test  showed  initial  hemolysis  at  0.50%  and 
was  complete  at  .28%  (control  0.42%.  and  0.32% 
respectively).  On  September  20  the  serum  amylase 
was  85  Bodansky  Units  (normal  20-60)  and  blood 
sugar  227  mg%.  Cephalin  flocculation  was  14-. 
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The  patient  was  increasingly  restless  and  dis- 
oriented but  with  no  localizing  neurological  signs. 
On  September  21  he  had  three  generalized  convul- 
sions. A lumbar  puncture  yielded  clear  fluid  under 
slightly  increased  pressure,  with  3 lymphocytes  per 
cu.  mm.  and  protein  of  105  mg^f.  Blood  sugar  the 
same  day  was  384  mg^  and  X.P.N.  62  mg'  i . On 
the  following  day  blood  calcium  was  108  mg'/  and 
Hgb  11.0  gm%  (after  4500  cc.  blood). 

The  diabetes  was  easily  controlled  with  moderate 
amounts  of  regular  insulin.  On  September  21  in- 
tramucular  cortisone  was  begun,  a total  of  600  mg 
being  given  during  the  last  24  hours.  Hydrocorti- 
sone intravenously,  100  mg,  was  given  three  hours 
before  death.  At  the  end  he  became  comatose, 
developed  Cheyne-Stokes  breathing,  went  into  pro- 
found shock,  his  temperature  rose  to  106°,  and  he 
e.xpired  on  September  22,  nine  days  after  admission. 

AUTOPSY  FINDINGS 

Gross  Ex.xmix.atiox  : The  body  was  that  of  a 
moderately  well-developed  and  nourished  middle- 
aged  white  male  showing  no  external  abnormalities 
except  for  a fairly  marked  jaundice  of  the  skin  and 
sclerae.  No  purpura  of  the  skin  was  noted.  The 
lungs  were  moderately  retracted  into  the  chest  cavi- 
ties. Scattered  small  petechiae  were  seen  over  the 
epicardium.  A few  small  atheromatous  placques  were 
present  over  the  intimal  surfaces  of  the  coronary 
arteries,  but  there  was  no  narrowing  of  these  ves- 
sels. There  was  slightly  diminished  cre{)itation  of 
the  lungs  and  the  cut  surfaces  were  dry  and  greyish 
pink  in  color.  Examination  of  the  brain  revealed 
only  slight  edema  of  the  meninges.  Other  than  these 
findings  gross  examination  of  the  bod}'  and  viscera 
was  not  remarkable. 

Microscopic  Ex.xmixatiox  : In  the  heart,  pan- 
creas and  adrenals  numerous  arterioles  occluded  or 
partially  occluded  by  hyaline  masses  were  noted. 
These  vessels  generally  showed  an  irregular  endo- 
thelial proliferation  and  a jaerivascular  infiltrate  of 
lymphocytes  and  a few  neutrophils.  Other  arterioles 
in  these  organs  were  occluded  by  agglutinated  masses 
of  platelets  and  in  these  vessels  the  endothelial 
proliferation  and  perivascular  infiltrate  were  not 
seen.  These  vascular  changes  were  seen  to  a much 
less  extent  in  the  kidneys,  liver  and  brain.  None 
were  seen  in  the  lungs.  In  the  heart,  adjacent  to 
many  of  the  arterioles  occluded  by  hyaline  masses, 
were  small  areas  of  necrosis  of  the  myocardium. 
Very  extensive  inter-  and  intralobular  fibrosis  of 
the  pancreas  was  present  and  this  fibrous  tissue  was 
infiltrated  by  a moderate  number  of  lymphoci'tes. 


The  islets  of  Langerhans  were  infrequently  seen  and 
those  seen  were  distorted  by  fibrosis. 

DISCUSSION 

Anemia  was  the  striking  early  feature  of  this 
case,  and  studies  quickly  pointed  to  an  acquired 
hemolytic  type.  However,  the  epigastric  pain  and 
development  of  diabetes  and  elevated  serum  amylase 
suggested  an  acute  pancreatitis.  Vhat  disease  state 
could  produce  these  two  apparently  unrelated  patho- 
logical entities  was  not  clear  at  that  time.  Later 
in  the  development  of  the  disease  neurological  ab- 
normalities and  mental  deterioration  became  prom- 
inent manifestations. 

At  autopsy  the  microscopic  findings  in  the  pan- 
creas seem  to  explain  the  clinical  signs  of  pan- 
creatitis and  again  point  up  the  variegated  picture 
of  thrombotic  thrombocytopenic  jmrpura,  depending 
on  specific  organ  involvement.  It  is  notworthy  that 
no  purpura  was  present,  and  no  platelet  counts  were 
done  for  this  reason. 

In  retrospect  we  feel  the  diagnosis  of  this  rare 
condition  may  occasionally  be  made,  even  in  the 
absence  of  purpura,  if  the  following  features  of  the 
disease  are  kept  in  mind;  a case  presenting  the 
picture  of  hemolytic  anemia  but  then  showing  dis- 
turbances of  one  or  more  specific  organs  and  with 
non-focal  neurological  symptoms  and  low  platelet 
count. 

The  autopsy  findings  explain  all  of  the  clinical 
manifestations  except  the  pathogenesis  of  the  hemo- 
lytic anemia.  There  was  extensive  involvement  of 
the  arterioles  of  the  pancreas  resulting  in  marked 
fibrotic  changes.  The  heart  and  adrenals  were 
similarly  involved.  These  changes  have  been  well 
described  by  Gore  and  others^-'*’^,  and  the  genesis 
of  the  lesion  is  believed  to  be  first  damage  of  the 
arteriolar  endothelium  followed  by  aggregation  of 
platelets  at  the  site  of  damage  and  subsequent  or- 
ganization and  hyalinization  of  the  thrombus.  In 
the  case  here  presented,  all  the  clinical  manifesta- 
tions except  the  hemolytic  tyj>e  of  anemia  can  be 
ascribed  to  the  formation  of  arteriolar  thrombi. 
Of  particular  interest  was  the  extensive  involve- 
ment of  the  pancreas  with  the  development  of  cer- 
tain features  of  acute  pancreatitis  including  dia- 
betes. 

Steroids  were  used  and  showed  no  beneficial 
effect.  This  is  in  line  with  the  experience  of  Baron- 
dess,  who  used  ACTH  in  one  of  his  cases.  One 
must  note,  however,  that  intramuscular  cortisone  was 
given  only  in  the  terminal  24  hours  and  intravenous 
hydrocortisone  only  three  hours  before  death.  Early 
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and  intensive  steroid  therapy  would  still  seem  to  be 
the  most  logical  approach  if  the  diagnosis  is  sus- 
pected. Since  the  adrenals  may  be  markedly  in- 
volved, as  in  this  case,  steroids  would  seem  prefer- 
erable  to  ACTH. 

We  have  failed  to  find  any  reports  incriminating 
either  of  two  drugs  this  patient  was  known  to  have 
taken  prior  to  his  illness.  “Super-Anahist”  con- 
tains thonzylamine,  ascorbic  acid  and  the  “A.P.C.” 
formula,  and  “Myracal  Mints”  is  composed  of  lobe- 
line sulphate,  none  of  which  is  prone  to  be  anti- 
genic®. Thrombotic  thrombocytopenic  purpura  is 
basically  a disease  of  unknown  etiology. 

SUMMARY 

A case  of  thrombotic  thrombocytopenic  purpura 
is  described,  diagnosed  at  autopsy.  The  clinical 
features  which  may  lead  to  ante-mortem  recognition 
and  possibly  the  early  institution  of  successful 
.steroid  therapy  are  pointed  out. 
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Wider  Use  of  Chest  X-rays 


Wisconsin  radiologist  has  listed  several  reasons 
why  a chest  x-ray  should  Ire  part  of  the  routine 
procedure  when  a patient  enters  a hospital.  Dr. 
Abraham  Malamed  of  Evangelical  Deaconess  Hos- 
pital, Milwaukee,  and  St.  Joseph’s  Hospital,  West 
Bend,  Wis.,  said  in  the  March  2 Journal  of  the 
American  Medical  Association  that  routine  chest 
x-rays  are  performed  in  only  30.1  per  cent  of  all 
the  hospitals  in  the  United  States. 

Routine  .x-rays  should  be  done  in  all  hosjiitals, 
because : 

— They  uncover  many  previously  unsuspected 
cases  of  chest  abnormality  or  disease,  esjaecially 
tuberculosis  and  heart  disease.  Prompt  treatment 
decreases  the  length  of  hospitalization,  lengthens 
life,  and  stops  the  spread  of  communicable  diseases. 

— They  prevent  some  errors  in  diagnosis,  since 
the  films  may  be  used  as  checks  against  other  find- 
ings. 

— They  provide  valuable  information  to  doctors 
preparing  patients  for  surgery  by  showing  the  con- 


dition of  the  patient’s  lungs  and  heart.  In  this 
way  the  x-ray  findings  often  have  a direct  bearing 
on  the  choice  of  an  anesthetic. 

— They  provide  a permanent  record  of  a })atient’s 
chest  condition  during  past  hospitalizations.  This 
helps  make  diagnosis  of  current  conditions  more 
reliable  and  accurate. 

— Since  more  than  20  million  patients  are  an- 
nually admitted  to  hospitals  in  the  U.S.,  x-ray 
films  could  provide  valuable  data  for  the  study  of 
various  diseases,  their  effects,  and  their  incidence. 

— X-ray  films  can  Ije  important  records  in  com- 
pensation and  accident  cases.  They  show  the  con- 
dition of  the  patient  immediately  after  the  accident 
and  can  even  reveal  unsuspected  injury. 

— They  plan  an  important  role  in  the  teaching 
program  of  the  hospital,  by  providing  the  staff  with 
an  opportunity  to  learn  the  appearance  of  average 
or  normal  chest  .x-rays,  which  can  then  be  compared 
with  films  of  diseased  chests. 
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Choriocarcinoma  of  the  Uterus 

With  Report  of  Two  Cases 


HIS  HIGHLY  MALIGNANT  TUMOR  has 
for  years  been  known  as  chorionepithelioma,  but 
according  to  Holman  and  Schirmer^  the  term 
chorinonephithelioma  is  a misleading  one  and  should 
be  discarded.  This  neoplasm  is  in  reality  chorio- 
carcinoma and  depending  upon  the  rapidity  of 
growth,  cell  type,  pattern,  and  invasiveness  should 
be  called  choriocarcinoma  Grade  I to  IV.  This  tumor 
arises  as  a malignant  change  of  the  trophoblastic 
tissue,  and  therefore  may  develop  following  a full- 
term  pregnancy,  a miscarriage,  an  early  abortion, 
or  more  frequently  a hydatidiform  mole. 

It  is  generally  thought  that  approximately  40% 
of  choriocarcinoma  follow  hydatidiform  moles,  35% 
develop  after  abortion,  and  25%  follow  full-term 
pregnancy.  In  a recent  comprehensive  review  of  the 
unparalleled  material  presented  by  the  74  cases  of 
choriocarcinoma  from  the  Mathieu  Memorial  Chori- 
onepithelioma Registry  of  the  American  Association 
of  Obstetricians,  Gynecologists  and  Abdominal  Sur- 
geons, Novak  and  Seah-  presented  the  following 
results : 

Table  I. 

Type  of  Pregnancy  Resulting  in  Choriocarcinoma 

Hydatidiform  Mole 29  (39.2%) 

Abortion  28  (37.8%) 

Full  Term  Pregnancy 17  (23  % ) 

Total  74  Cases 

It  is  now  generally  recognized  that  the  high  in- 
cidence of  incorrect  diagnosis  of  choriocarcinoma  is 
due  largely  to  the  fact  that  so  often  certain  t}*pes 
of  hydatidiform  moles  and  the  so-called  syncMial 
endometritis,  as  well  as  other  benign  trophoblastic 
lesions,  are  mistakenly  diagnosed  as  choriocarci- 
noma. Complete  absence  or  lack  of  proper  hormone 
studies  and  proper  p>ost  operative  follow  up,  as  well 
as  lack  of  a complete  description  of  operative  find- 
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ings,  in  many  cases  have  resulted  in  confusion  and 
frequent  incorrect  diagnosis. 

The  unique  experience  of  the  author  in  encounter- 
ing two  cases  of  this  rare  malignancy  in  private 
practice  within  five  years  prompted  the  following 
brief  review  of  this  condition  and  the  detailed  case 
reports. 

INCIDENCE 

Choriocarcinoma  is  indeed  a rare  disease  and  in 
many  of  the  larger  clinics  no  cases  have  so  far  been 
encountered.  Because  of  the  frequent  difficulty  in 
microscopical  diagnosis  and  misinterpretation  of  the 
pathologic  picture,  many  cases  reported  as  chorio- 
carcinoma are  actually  highly  proliferative  hydatid 
moles.  The  extreme  rarity  of  this  disease  is  in  a 
large  part  responsible  for  the  failue  of  recognition 
and  of  early  diagnosis.  In  proportion  to  the  ante- 
cedent pregnancy  condition,  the  incidence  of  chorio- 
carcinoma following  hydatidiform  mole  is  slightly 
higher,  since  about  40%  of  all  cases  of  choriocar- 
cinoma are  believed  to  follow  vesicular  mole.  The 
incidence  of  hydatidiform  mole  is  generally  agreed 
to  be  about  one  in  2500  pregnancies,  but  it  should 
be  emphasized  that  in  only  a very  small  percentage 
of  hydatidiform  moles — probably  one  to  three  per 
cent — does  this  malignancy  develop. 

CLINICAL  CH.ARACTERISTICS  AND 
SYMPTOMS 

Choriocarcinoma  most  often  arises  following  the 
expulsion  or  evacuation  of  a h}datidiform  mole, 
although  symptoms  may  appear  following  an  appar- 
ently normal  miscarriage,  or  more  rarely,  a normal 
full-term  pregnancy.  The  sATnptoms  appear  within 
a few  weeks,  or  in  some  cases,  many  months  or  even 
years  may  elapse  before  the  appearance  of  symptoms, 
as  will  be  shown  later.  Contrary  to  the  usual  belief 
more  fatal  choriocarcinomata  follow’  abortions  and 
full-term  pregnancies  than  those  following  hydatid 
mole,  since  about  60%  follow  these  two  conditions. 

The  primary,  the  most  frequent  and  the  cardinal 
symptom  of  choriocarcinoma,  is  bleeding.  There- 
fore, any  bleeding  following  miscarriage  or  preg- 
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nancy  in  any  form  should  cause  choriocarcinoma  to 
be  suspected.  The  first  indication  of  the  disease, 
however,  mav  be  the  appearance  of  metastases  in 
distant  organs,  especially  the  lungs,  brain,  vagina, 
or  vulva,  \^'ith  the  extension  of  the  uterine  disease, 
bleeding  become  increasingly  more  profuse,  with  the 
development  of  weakness,  pallor  and  anemia.  Cough 
or  hemoptysis  should  always  lead  to  the  suspicion 
of  pulmonary  metastases,  and  this  is  often  confirmed 
by  x-ray  examination  of  the  lungs.  As  the  disease 
progresses,  there  is  increasing  emaciation  and  weak- 
ness; sepsis  and  cachexia  appear,  finally  terminat- 
ing in  death. 

CLINICAL  APPEARANCE  AND  PATHOLOGY 

This  neoplasm  most  frequently  app>ears  as  a some- 
what circular,  circumscribed  raised  or  nodular  mass 
of  dark,  reddish  hemorrhagic  tissue  of  grumous 
consistency,  involving  some  portion  of  the  uterine 
wall.  It  may  show  extensive  surface  ulceration, 
or  in  some  cases,  present  as  a smooth  slightly  ele- 
vated surface.  In  others,  the  tumor  may  develop 
within  the  wall  of  the  uterus  (intramural  variety) 
and  may  not  be  reached  when  curettement  is  done. 
It  is  in  this  variety  that  the  diagnosis  is  so  often 
missed,  and  therefore  negative  findings  from  curet- 
tage may  be  misleading. 

The  lesion  in  the  uterus  may  be  comparatively 
small  even  in  the  patient  who  dies  rapidly  from 
extensive  metastases.  In  some  cases  the  primary 
uterine  lesion  undergoes  complete  regression,  whereas 
death  occurs  from  widespread  metastases.  There- 
fore, the  extent  of  the  primary  lesion  in  the  uterus 
is  by  no  means  an  index  of  the  clinical  stage  of  the 
disease  nor  of  the  prognosis. 

Microscopically,  it  is  characterized  by  a disorderly 
growth  of  trophoblastic  tissue,  usually  in  alveolar 
fashion,  invading  into  the  uterine  muscle,  wdth  a 
gradual  destruction  of  the  myometrium  and  ex- 
tensive coagulation  necrosis  and  hemorrhage.  The 
villous  pattern  usually  is  soon  lost,  though  slight 
traces  may  remain.  Both  layers  of  the  trophoblast, 
the  Langhans  and  syncytial,  are  involved  in  the 
invasive  process,  but  in  varying  degree.  Those 
tumors,  presenting  a predominence  of  Langhans  ele- 
ments, are  considered  the  more  highly  malignant. 
According  to  Novak^  the  presence  of  large  masses 
of  trophoblastic  cells  of  both  types,  with  mitoses  and 
anaplasia,  especially  in  the  Langhans  cell,  necrosis 
and  hemorrhage  and  the  almost  invariable  absence 
of  villi,  create  a pattern  that  is  unmistakably  chorio- 
carcinoma. 

The  finding  of  well  formed  villi,  even  though 


there  is  exhuberant  trophoblastic  overgrowth,  should 
always  make  one  hesitate  to  diagnose  the  growth 
as  a true  choriocarcinoma.  In  only  one  of  the  seventy 
four  cases  studied  in  the  chorionepithelioma  regis- 
try, one  of  widespread  metastases  and  death,  were 
villi  seen  in  the  microscopic  sections.  Novak  has 
emphasized  however  tliat  the  occasional  finding  of 
villi  does  not  compdetely  exclude  the  diagnosis  of 
choriocarcinoma.  He  also  feels  that  the  cellular 
changes  in  choriocarcinoma  are  less  frequently  im- 
portant in  diagnosis,  but  rather  the  general  in- 
vasive growth  pattern  of  the  tumor. 

It  is  important  to  emphasize  that  clioriocarcinoma 
is  not  a neoplasm  of  the  uterus  per  se,  but  of  the 
embryonic  chorion,  the  uterus  becoming  involved 
through  local  invasion  by  the  tumor. 

EXTENSION  AND  METASTASES 

This  tumor  has  in  general  been  looked  u]xm  as 
“the  most  malignant  and  most  fatal  of  known 
tumors,”  death  occurring  in  from  70  to  80  per  cent 
of  all  cases. 

Although  this  malignant  tumor  may  be  consid- 
ered as  a carcinoma  arising  from  the  chorionic 
epithelium,  in  view  of  many  of  its  pathological 
characteristics,  it  closely  resembles  sarcoma  in  the 
manner  of  its  propagation.  Pelvic  extension  is 
chiefly  through  vascular  invasion,  though  the  lym- 
phatics are  also  involved.  The  broad  ligaments 
are  often  invaded,  as  well  as  the  uterine  tubes  and 
ovaries.  More  characteristic,  however,  is  the  retro- 
grade transport  of  the  tumor  elements  to  the  vagina 
and  vulva.  Vaginal  metastases  occur  in  a large 
percentage  of  cases  and  often  appear  early  in  the 
disease — indeed  they  may  be  the  first  indication  of 
the  presence  of  this  malignancy.  The  vaginal  lesion 
appears  as  a dark,  reddish-blue  nodule  resembling 
a hemangioma,  and  often  produces  extensive  hemor- 
rhage. Such  a complication  occurred  in  one  patient 
operated  ujx)n  by  the  author  in  the  University  of 
Virginia  Hospital  in  1932.  On  the  sixth  post- 
operative day  following  pan-hysterectomy,  an  ex- 
tensive vaginal  hemorrhage  occurred  from  a vaginal 
metastasis,  which  almost  resulted  in  death. 

Metastases  to  the  lungs  is  even  more  frequent  than 
vaginal  metastases,  and  other  distant  organs  that  may 
be  frequently  involved  are  the  brain,  liver  and  kid- 
neys. 

DIAGNOSIS 

Early  diagnosis  of  this  malignancy  is  necessary 
if  any  mode  of  treatment  is  to  be  successful.  Early 
diagnosis  means  diagnosis  soon  after  inception  of 
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the  tumor  and  not  following  the  appearance  of  the 
first  s\'7nptoms.  When  unexplained  uterine  bleeding 
occurs  following  any  of  the  above  enumerated  con- 
ditions associated  with  pregnancy,  the  diagnosis 
of  choriocarcinoma  should  always  be  borne  in  mind. 
A diagnostic  curettement  should  be  done  without 
delay,  but  it  should  again  be  emphasized  that  this 
malignancy  may  be  missed  by  curettement  alone, 
especially  in  the  invasive  or  intramural  t>  pe,  which 
occurs  below  the  endometrial  layer.  It  is  indeed 
unfortunate  that  some  of  the  characteristics  of  this 
tumor,  upon  which  the  diagnosis  of  malignancy  is 
based,  cannot  be  determined  until  after  the  removal 
of  the  uterus,  at  which  time  distant  metatases  may 
have  already  occurred.  In  these  cases  in  which  the 
])roblem  of  preoperative  pathological  diagnosis  is 
based  upon  the  tissue  removed  at  curettement,  the 
decision  as  to  maligancy  may  be  very  difficult. 

Xovak  has  pointel  out  that  the  correct  diagnosis 
may  be  made  at  one  of  several  points,  as  shown 
in  the  following  table. 

T.able  II. 

Poi.VT  AT  tt’HICH  A DEFINITE  Dl.-\GNOSIS  M.AY  BE  M.ADE 


From  Currettings  13 

From  Hysterectom}'  32 

From  Biopsy  of  Metastases 6 

From  Autopsy  14 

\ot  Determinable  9 

Total  - 74 


Holman  feels  that  the  ultimate  clinical  diagnostic 
method  for  choriocarcinoma  is  the  biologic  preg- 
nancy test,  and  if  this  test  is  positive  two  weeks 
after  the  passage  of  a mole  or  pregnancy,  a hysterec- 
tomy should  be  done. 

Following  hydatid  mole,  negative  currettings  mean 
nothing,  and  it  is  felt  that  a hormone  pregnancy 
test  should  be  done  each  two  weeks  for  two  months, 
and  then  monthly  for  one  year  as  a jiroper  follow-U[) 
to  these  cases.  However,  if  on  curettement  micro- 
scoj)ic  evidence  of  large  amounts  of  trojihoblastic 
tissue  is  found  without  evidence  of  villi  and  with 
definite  anaplastic  activity  of  the  trophoblast,  there 
would  be  little  doubt  as  to  the  malignancy. 

In  a large  number  of  cases,  the  first  suspicion  of 
malignancy  occurs  only  after  the  appearance  of 
metastases  in  the  vagina  or  ^'ulva,  or  after  the 
occurrence  of  cough  and  hemoptysis  leads  to  x-ray 
examination  and  diagnosis  of  pulmonary  metastases. 
Roentgen  examination  of  the  lungs  should  always 
precede  hysterectomy  for  choriocarcinoma,  because 
jjulmonary  metastases  are  frequently  present  before 
they  are  suspected  and  may  be  treated  by  x-ray  ther- 


apy, since  choriocarcinomatous  tissue  is  particularly 
susceptible  to  x-ray. 

One  of  the  most  interesting  developments  of  female 
endocrinology  has  been  the  application  of  the  prin- 
ciple of  the  Aschheim-Zondek  and  related  pregnancy 
tests,  in  the  diagnosis  and  prognosis  of  both  hyda- 
tidiform  mole  and  choriocarcinoma.  Excessively 
large  amounts  of  gonadotropic  hormone  are  present 
in  the  blood  and  urine  of  patients  with  these  condi- 
tions. The  amount  of  anterior  pituitary  or  gonado- 
tropic hormone  (Prolan)  excreted  in  cases  of  hyda- 
tidiform  mole  is  usually  much  greater  than  that 
excreted  during  normal  pregnancy.  The  amount 
e.xcreted  in  cases  of  choriocarcinoma  is  likewise  far 
greater  than  in  hydatidiform  moles.  Evans^  states 
that  from  100,000  to  520,000  mouse  units  per  litre 
of  urine  have  been  reported  in  this  malignancy. 

In  one  fatal  case  recently  reported  the  serum 
gonadotropic  titer  rose  as  high  as  1,584,000  units 
per  litre.  This  fact  lead  to  the  use  of  this  test  as 
a quantitative  measure  for  the  differentiation  from 
normal  pregnancy.  In  some  cases,  a quantitative  test 
on  diluted  specimens  of  urine  is  possible  even  in 
dilutions  as  high  as  one  to  one  hundred.  It  is  now 
a well  accepted  fact  that  the  pregnancy  hormone 
tests  are  of  distinct  value  in  the  diagnosis  and  prog- 
nosis of  these  conditions,  and  should  always  be 
used  as  a routine  follow-up  in  all  cases.  A per- 
sistently high  hormone  titre  after  the  evacuation 
of  a mole  is  not  conclusive  evidence  of  choriocar- 
cinoma since  corpus  luteum  cysts  of  ovaries  may 
be  present,  or  the  biologic  test  may  remain  positive 
from  4 to  6 weeks  after  a mole.  But  a persistently 
positive  test  after  operation  for  choriocarcinoma 
makes  it  certain  that  tumor  tissue  is  still  present, 
either  in  the  pelvis  or  in  some  distant  organ,  with 
obviously  a very  unfavorable  prognosis. 

It  should  be  stated  here  that  reports  of  proven 
cases  of  choriocarcinoma  have  shown  that  persist- 
ently negative  hormone  tests  occur  in  a very  small 
number  of  cases.  Therefore,  in  such  cases  the  posi- 
tive diagnosis  of  this  malignancy  must  rest  on  the 
microscopical  findings.  The  clmical  atid  patho- 
logical study  of  each  individual  case  should  be  com- 
bined with  the  pathological  picture  presented,  and 
these  in  turn  combined  with  the  hormone  studies 
and  x-ray  examination,  in  the  proper  follow-up  and 
evaluation  of  metastases  and  in  determmmg  the 
prognosis  in  any  case. 

The  formation  of  bilateral  lutein  cysts  of  the 
ovaries  is  another  frequent  and  suggestive  finding 
in  these  patients,  and  may  be  added  to  the  other 
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clinical  data  in  making  a diagnosis.  However,  when 
j)resent  these  cysts  may  result  in  a persistently  posi- 
tive pregnancy  test  due  to  the  e.xcretion  of  the  gonad- 
atrophic  hormone  retained  within  the  cysts. 

The  insidiousness  of  its  development  and  the  notor- 
iously high  degree  of  malignancy  of  this  disease 
precludes  any  over-enthusiasm  for  any  method  of 
diagnosis  or  treatment. 

TREATMENT 

Early  radical  panhysterectomy  while  the  tumor 
is  still  localized  followed  by  deep  x-ray  therapy  is 
the  only  treatment  of  value.  Hysterectomy  follow- 
ing metastases  is  rarely  of  benefit. 

The  routine  treatment  employed  by  Titus  is  pre- 
liminary irradiation  with  radium  of  2400-3600  mgm. 
hours,  followed  by  hysterectomy  and  adnexectomy  in 
1-4  weeks,  and  then  a subsequent  course  of  deep 
x-ray  therapy. 

This  general  policy  is  still  followed  by  many 
gynecologists,  while  more  recently,  others  have  re- 
sorted to  radiotherapy  alone.  While  choriocar- 
cinoma is  considered  a highly  malignant  disease, 
repeated  observations  of  either  spontaneous  cures, 
or  recovery  after  incomplete  operation,  even  in  the 
presence  of  metastases,  have  been  rei>orted.  Also,  it 
is  known  that  the  primary  uterine  tumor  will  in 
rare  instances  undergo  comjdete  regression,  even 
though  death  occurs  from  metastases  to  other  organs. 

The  apparent  regression  of  metastases  in  the  lungs 
and  elsewhere  which  has  been  noted  by  various 
authors  is  a fairly  large  group  of  cases  also  presents 
one  of  the  mystifying  asjjects  of  this  tumor.  No 
satisfactory  explanation  of  these  unusual  facts  has 
so  far  been  presented. 

Vaginal  metastases  should  be  excised  freely,  prefer- 
ably by  the  electro-surgical  cutting  current,  and  fol- 
lowed by  deep  x-ray  treatment. 

Pulmonary  and  abdominal  metastases  can  be 
treated  by  deep  x-ray  therapy,  and  since  this  tissue 
is  particularly  sensitive  to  irradiation,  massive  deep 
therapy  should  be  undertaken  at  tlie  earliest  pos- 
sible moment  in  the  hope  that  the  malignancy  can 
still  be  combated. 

The  presence  of  a positive  pregnancy  test  after 
removal  of  the  uterus  for  choriocarcinoma  indicates 
the  presence  of  distant  metastases,  which  should  be 
located  as  soon  as  possible  and  treated  by  means 
of  intensive  irradiation. 

Maier  and  Taylor^  in  1947  reported  an  unusual 
case  of  recovery  following  treatment  of  metastatic 
choriocarcinoma  of  the  lung  by  lobectomy,  after 
unsuccessful  radiotherapy  of  the  lung  fields.  In 


their  case,  the  Aschheim-Zondek  tests  became  posi- 
tive three  years  following  removal  of  a hydatidiform 
mole  and  seven  months  following  the  finding  of  pul- 
monary metastases  by  x-ray.  The  day  following 
lobectomy,  the  Aschheim-Zondek  test  was  negative, 
and  five  wrecks  later  a complete  hysterectomy  and 
bilateral  salpingo-oophorectomy  was  performed  and 
no  evidence  of  primary  tumor  could  be  found  in 
careful  examination  of  the  complete  specimen. 

They  concluded  that  lobectomy  is  possible  in  only 
a small  percentage  of  cases  of  pulmonary  chorio- 
carcinoma, and  that  although  radiation  therapy  did 
not  seem  beneficial  in  this  ca.se,  it  should  be  used 
as  a routine  therapy. 

Finally,  it  should  be  stated  that  regardless  of  the 
method  of  treatment,  the  prognosis  is  always  grave, 
the  mortality  rate  being  about  80%  in  this  disease, 
with  death  usually  occurring  within  one  year  of 
onset.  It  should  Ire  emphasized  that  all  suspected 
or  jrroven  cases  of  choriocarcinoma  should  be  re- 
ferred to  the  Albert-Mathieu  Chorionepithelioma 
Registr}'  for  diagnosis  and  classification. 

Case  Report  No.  1 

M.  B.,  a colored  female,  49  years  of  age,  para 
six,  was  admitted  to  the  Lynchburg  General  Hos- 
pital on  February  10,  1947,  for  operation.  This 
j)atient  was  first  seen  on  February  4 because  of 
irregular  vaginal  bleeding  and  presented  the  follow- 
ing history  and  findings: 

For  the  past  two  years,  she  had  a recurrent 
amenorrhea  of  two  to  four  months,  accompanied  b}' 
symptoms  of  the  menopause,  including  increased 
nervous  tension,  insomnia,  vertigo,  and  moderately 
severe  hot  flashes.  The  menstrual  periods  for  (Oc- 
tober and  November,  1946,  did  not  appear,  and  in 
December,  1946,  slight  irregular  vaginal  bleeding 
began  and  continued  at  intervals  for  two  months. 
No  clots  or  tissue  were  passed  and  there  was  no 
lower  abdominal  pain  or  cramps.  Examination  re- 
vealed a firm,,  smooth,  pelvic  tumor  occupying  the 
uterus  and  extending  to  several  centimeters  below  the 
umbilicus.  It  was  felt  that  the  patient  had  a 
fibroid  uterus,  and  in  view  of  the  size  of  the  tumor 
she  was  admitted  to  the  hospital  for  hysterectomy. 

The  past  and  family  histories  w’ere  negative.  The 
patient  had  been  separated  from  her  husband  several 
years.  She  had  had  six  pregnancies,  with  four  liv- 
ing children  and  two  early  spontaneous  miscarriages. 

Physical  examination  revealed  a large  obese  and 
robust  Negro  woman  in  no  pain.  Temperature  99.2, 
pulse  80  min.  There  was  a moderate  amount  of 
dental  caries  present.  The  abdomen  was  large. 
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obese  and  pendulous  with  multiple  striae  gravi- 
darum. The  heart  and  lungs  were  normal,  B.  P. 
130/80.  Pelvic  examination  revealed  a relaxed 
pelvic  outlet,  but  no  cystocele  or  rectocele.  The 
uterus  was  enlarged  to  the  size  of  a four-months 
pregnancy,  firm,  smooth,  and  movable. 

Laboratory  study  revealed  a hemoglobin  of  75%, 
red  blood  count  of  3,880,000,  white  blood  cell 
8,600  and  normal  differential  count.  Catheterized 
urine  showed  4-5  plus  cells,  occasional  epithelial 
cells,  with  no  albumin  or  sugar.  The  Wassermann 
Test  was  negative. 

On  admission  to  the  hospital  500  cc.  of  citrated 
blood  was  given  in  preparation  for  operation  and 
the  usual  pre-operative  preparation  of  the  bowels 
and  genital  tract  completed. 

On  PTbruary  15,  1947,  the  abdomen  was  explored 
through  a midline  incision  under  general  anesthesia. 
Examination  of  the  pelvic  organs  revealed  a large, 
firm  uterus,  the  size  of  a four-months  pregnancy, 
smooth  in  outline  and  of  dark  reddish-blue  color  in 
the  lower  posterior  surface.  The  adnexal  structures 
were  normal,  except  for  some  induration  and  thick- 
ening in  the  bases  of  the  broad  ligament.  Exposure 
of  the  pelvis  was  difficult  due  to  its  depth  and  the 
obesity  of  the  patient.  The  uterus,  both  tubes  and 
ovaries  were  then  excised  in  the  usual  technique  of 
supravaginal  hysterectomy,  and  on  opening  the  bases 
of  the  broad  ligaments,  there  was  encountered  dark, 
hemorrhagic  tissue  lateral  to  the  cervix,  which  had 
the  appearance  of  hemangiomatous  tissues.  The 
uterus  was  then  opened  and  found  to  contain  a solid 
mass  of  dark,  hemorrhagic  grumous  tissue,  obliterat- 
ing the  entire  uterine  cavity  and  invading  the  myo- 
metrium almost  to  the  serosal  surface  in  many  areas. 
Further  search  of  the  pelvic  region  revealed  an 
elliptical  mass  of  similar  tissue  protruding  from  the 
surface  of  the  sigmoid  colon  approximately  7 cm. 
long  and  3 cm.  wide  with  enlargement  of  adjacent 
lymph  nodes  of  the  colonic  mesentery.  Approxi- 
mately five  inches  of  the  colon  was  then  resected, 
the  distal  portion  being  closed  by  inverting  purse 
string  sutures  and  the  proximal  end  forming  a per- 
manent colostomy  through  the  abdominal  wall.  The 
abdomen  was  closed  in  the  usual  manner  after 
exploration  revealed  no  abnormalities  of  the  upper 
abdomen.  1000  cc.  5%  glucose  and  500  cc.  of 
citrated  blood  were  administered  during  the  opera- 
tion. Penicillin  therapy  was  started  immediately 
and  the  usual  postoperative  care  for  colostomy  cases 
initiated. 

Microscopical  examination  of  the  uterine  tumor 


revealed  large  syncytial  and  Langhans  cells  invad- 
ing the  myometrium  with  marked  necrosis  and  hem- 
orrhage and  complete  destruction  of  the  muscle 
tissues.  No  true  chorionic  villi  were  seen.  The 
invasive  pattern  was  very  pronounced.  Sections  of 
this  specimen  were  examined  by  Dr.  Broders  of  the 
Mayo  Clinic  and  a diagnosis  of  a highly  malignant 
choriocarcinoma  was  confirmed.  (Figure  I) 


Fig.  I — Photomicrograph 


The  Friedman’s  test  on  March  1,  1947,  two  weeks 
following  operation,  was  negative.  On  March  3 
x-ray  examination  of  the  lungs  and  skull  was  nega- 
tive, except  for  an  area  of  increased  density  about 
one  inch  in  diameter  in  the  central  portion  of  the 
left  lung,  which  was  thought  to  represent  a metastatic 
malignancy. 

On  IMarch  4 or  nineteen  days  following  hysterec- 
tomy, 30  mgm.  of  radium  were  inserted  into  the 
cervical  canal  and  vaginal  fornicies  by  colpostat, 
and  a total  dosage  of  2880  mgm. /hours  of  irradia- 
tion was  given. 

The  postoperative  convalescence  was  uncompli- 
cated and  die  colostomy  functioned  well.  The  pa- 
tient was  discharged  from  the  hospital  on  March  12, 
the  32nd  post-operative  day,  in  fair  general  condi- 
tion. 

For  follow-up  study,  the  patient  was  re-admitted 
to  the  hospital  on  April  11,  1947,  and  the  Fried- 
man’s test  was  again  negative.  The  patient  revealed 
loss  of  weight  and  beginning  emaciation  was  evi- 
dent. Re-examination  of  the  lungs  by  x-ray  showed 
multiple  areas  of  metastatic  malignancy  in  both 
lungs  and  the  patient  was  then  discharged  with  a 
hopeless  prognosis,  since  irradiation  of  the  lung 
fields  did  not  appear  to  offer  any  hope  in  this  case 
in  the  presence  of  such  extensive  pulmonary  in- 
volvement. 
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Death  occurred  at  home  on  August  16,  1947,  six 
months  following  the  original  diagnosis. 

This  case  is  similar  in  several  aspects  to  that 
reported  by  H.  Acosta-Sison®  in  1948. 

Case  Report  No.  2 

Mrs.  R.  T.  G.,  a w’hite  married  woman,  31  years 
of  age,  presented  a past  history  which  was  inter- 
esting, unusual,  and  revealing.  The  first  pregnancy 
in  1943  terminated  in  an  incomplete  abortion,  and 
a dilatation  and  curettage  was  done.  The  patient 
remained  in  the  hospital  three  weeks  and  continued 
to  have  pain  and  bleeding.  She  was  then  admitted 
to  another  hospital  where  an  e.xploratory  laporotomy 
was  done  because  of  intraperitoneal  hemorrhage. 
A traumatic  perforation  of  the  uterus  was  found  and 
repaired,  and  this  was  followed  by  another  dilata- 
tion and  curettement.  Pathologic  report  of  the  tis- 
sue removed  showed  the  presence  of  a hydatid  mole 
and  recovery  at  this  time  was  apparently  complete. 

Five  years  later  in  1948,  the  patient  was  again 
admitted  to  the  Virginia  Baptist  Hospital  at  three 
and  one-half  months  pregnancy  following  marked 
hyperemesis  gravidarium,  and  at  the  time  of  this 
admission  she  again  expelled  a very  large  hydatid 
mole.  Following  this,  another  dilatation  and  curet- 
tage was  done  and  pathologic  report  of  the  removed 
tissue  confirmed  the  diagnosis.  The  condition  of 
the  patient  became  rapidly  critical  with  the  develop- 
ment of  marked  hypertension  of  220/116,  massive 
edema  of  the  extremities,  cardiac  decompensation, 
severe  jaundice  and  anemia,  and  acute  pyelonephritis. 
After  a very  stormy  convalescence  the  patient  was 
discharged  from  the  hospital  on  October  13  still 
showing  jaundice,  hypertension  of  180/90,  and  large 
petechial  hemorrhages  of  the  skin. 

The  patient  was  again  seen  at  the  physician’s 
office  on  October  28  at  which  time  her  blood  pres- 
sure was  140/80  and  pelvic  examination  revealed 
no  apparent  pathology.  The  patient  returned  for 
examination  on  December  1 7 and  had  continued  to 
have  irregular  vaginal  bleeding,  and  a Friedman’s 
test  and  dilatation  and  currettage  were  advised.  A 
Friedman’s  test  on  December  22,  1948,  which  was 
approximately  three  months  after  expulsion  of  the 
mole,  was  still  positive.  The  patient  was  last 
seen  on  February  24,  1949,  at  which  time  the  pelvis 
again  was  reported  negative.  The  blood  pressure 
was  134  70  and  no  further  hormonal  tests  of  preg- 
nancy were  carried  out.  The  next  examination 
recorded  upon  this  patient  w’as  at  the  beginning  of 
her  present  and  final  illness. 

This  patient  was  first  seen  by  the  author  on  Oc- 


tober 29,  1951,  with  a history  of  amenorrhea  of  seven 
weeks  duration,  accompanied  by  tenderness  of  the 
breast  and  nausea.  Examination  revealed  slight 
uterine  enlargement  and  the  diagnosis  of  early  intra- 
uterine gestation  was  made.  One  month  later  on 
November  26,  1951,  the  patient  again  reported  to 
the  office  stating  that  the  amenorrhea  continued, 
along  with  the  nausea  and  vomiting.  Re-examina- 
tion revealed  a slight  further  uterine  enlargement, 
but  the  size  of  the  uterus  seemed  less  than  expected 
from  the  duration  of  the  amenorrhea.  Four  days 
prior  to  her  admission  to  the  Virginia  Baptist  Hos- 
pital on  December  12,  1951,  the  patient  began  to 
have  rather  sharp,  severe  cramping  pelvic  pain  in 
the  left  lower  quadrant,  accompanied  by  slight 
vaginal  bleeding  but  there  was  no  evidence  of  the 
passage  of  any  tissue.  The  pelvic  pain  increased  so 
in  intensity  in  spite  of  bed  rest  and  sedation  that 
hospital  treatment  and  study  became  necessary. 

On  admission  to  the  hospital  the  temperature, 
pulse,  and  respiration  were  normal.  Pelvic  exam- 
ination at  this  time  revealed  an  asymetrical  enlarge- 
ment of  the  uterus  to  the  left  with  marked  tenderness 
and  moderate  fixation  on  that  side.  The  right  ad- 
nexal region  was  negative  and  there  was  no  bleeding 
present.  General  physical  examination  revealed 
moderate  pallor  of  the  skin  and  mucous  membranes. 
The  heart  and  lungs  w’ere  normal  on  percussion  and 
auscultation.  The  blood  pressure  was  1 10/60.  The 
fundus  of  the  uterus  was  just  palpable  above  the 
symphysis  pubic  on  abdominal  examination,  but 
there  was  no  tenderness  or  ascites. 

The  pelvic  pain  increased  in  spite  of  heavy  nar- 
cotic sedation  and  intravenous  pyelograms  on  De- 
cember 14,  1951,  showed  bilateral  normal  pyelo- 
grams with  normal  function  with  no  evidence  of 
ureteral  obstruction.  Laboratory  study  revealed  the 
following:  The  urine  analysis  was  negative.  The 
sedimentation  rate  was  38  mm.  per  hour.  The 
hemoglobin  was  9.4  gms.  (60%)  and  the  white  blood 
cells  were  7,200  with  normal  differential  count. 
The  Wassermann  test  was  negative. 

Because  of  increasing  pelvic  pain  which  could 
not  be  controlled  by  narcotics  an  exploratory  lapor- 
otomy under  Sodium  Pentothal  anesthesia  was  per- 
formed on  December  18,  1951,'  following  the  admin- 
istration of  two  blood  transfusions.  Examination 
of  the  pelvic  organs  revealed  slight  asymetrical 
enlargement  of  the  uterus  with  a dark  bluish-purple 
mass  extending  from  the  left  posterior  surface  of  the 
uterus  into  the  left  broad  ligament.  The  right  tube 
and  ovary  were  normal.  The  left  tube  and  ovary 
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showed  acute  inflammatory  changes  with  edema  of 
the  tube  and  adhesions  to  the  left  broad  ligament. 
It  was  felt  that  this  mass  was  probably  malignant, 
and  therefore  a total  hysterectomy  and  left  salpingo- 
oophorectomy  were  done  in  the  usual  manner.  Ex- 
tending throughout  the  left  broad  ligament  was  a 
dark  blue  spongy  tissue  similar  to  that  in  the  uterine 
w’all,  and  it  was  then  felt  that  this  growth  repre- 
sented a choriocarcinoma. 

Pathologic  report  of  this  tissue  was  as  follows: 
“The  uterus  contains  a friable  hemorrhagic  tumor  in 
the  muscular  wall  of  the  left,  lower  half.  The 
tumor  covers  an  area  of  approximately  two  inches. 
It  has  broken  through  the  outer  wall  and  invaded 
the  broad  ligament,  but  it  does  not  penetrate  to  the 
uterine  cavity.”  ISIicroscopic  Diagnosis:  Chorio- 
ctircinonia.  (Figure  11) 


The  post-operative  course  was  very  satisfactory. 
The  temperature  ranged  from  98-100  until  the  sixth 
post-operative  day.  On  December  21,  1951,  (the 
third  post-operative  day)  a Friedman’s  test  was 
positive.  On  this  same  date  x-ray  of  the  lungs  re- 
vealed small  patchy  areas  of  increased  density  in 
the  bases  of  both  lungs,  which  were  thought  to 
represent  either  an  early  pneumonic  process,  or  more 
likely  metastases  to  the  lungs. 

The  operative  incision  healed  without  infection 
and  the  patient  was  discharged  on  the  tenth  post- 
operative day  in  very'good  general  condition. 

On  December  31,  1951,  deep  pelvic  x-ray  ther- 
apy was  instituted  and  a total  dosage  of  4,000  r's 
was  given.  It  was  necessary  to  admit  the  patient 
to  the  hospital  on  January  14,  1952,  because  of 
rather  severe  nausea  resulting  from  the  x-ray  therapy 
and  her  last  four  treatments  were  given  in  to  the 
hospital,  at  which  time  one  blood  transfusion  was 
also  given  on  January  19,  1952. 

The  final  illness  of  this  patient  occurred  on  the 


morning  of  February  8,  1952,  at  which  time  the 
patient  awoke  at  3 :00  A.M.  with  paralysis  of  the 
entire  right  side  of  the  body.  The  patient  lapsed 
into  a semi-comatose  condition  and  was  admitted 
to  the  Lynchburg  General  Hospital  in  the  afternoon 
with  the  following  physical  findings : The  patient’s 
head  is  turned  to  the  left  with  a flattening  of  the 
naso-labial  fold,  and  with  paralysis  of  the  right 
upper  and  both  lower  extremities.  The  knee-jerk 
reflexes  were  hyperactive  and  there  were  bilateral 
Babinski  reflexes  present.  The  pupils  were  equal 
and  reacted  to  light  and  distance.  There  was  no 
papilledema  but  a large  exudate  in  the  left  fundus. 
On  admission  to  the  hospital  the  blood  pressure 
was  200/100,  pulse  was  105/min.,  respiration 
23/min.,  temperature  was  100.  The  heart  and  lungs 
were  normal  and  there  was  no  cyanosis.  Along  the 
incision  line  of  the  abdominal  operation  were  sev- 
eral palpable  nodules  about  1 cm.  in  diameter.  Lab- 
oratory study  showed  no  significant  changes  from 
normal. 

In  spite  of  intravenous  glucose  solution,  the  ad- 
ministration of  penicillin,  oxygen,  and  other  sup- 
jwrting  treatment  the  terminal  course  was  rapidly 
down  hill.  The  respiration  became  quite  labored 
and  the  patient  expired  at  3:03  P.M.  on  February 
9,  1952.  Permission  for  post-mortem  examination 
was  denied  by  the  family  and  the  exact  cause  of 
death  was  not  determined.  However,  death  was 
thought  to  be  due  to  a cerebro-vascular  hemorrhage, 
although  the  possibility  of  cerebral  meta.stases  was 
considered. 

SUMMARY 

( 1 ) Choriocarcinoma  is  a rare,  highly  malignant 
tumor,  which  arises  in  the  chorionic  tissue  following 
some  form  of  pregnancy,  which  metastasizes  early, 
and  is  rapidly  fatal. 

(2)  Early  diagnosis  is  vital,  and  is  accomplished 
by  means  of  pathological  tissue  study,  the  use  of 
the  x-ray,  and  by  the  hormone  pregnancy  tests. 

(3)  The  accepted  method  of  treatment  is  pan- 
hysterectomy followed  by  irradiation  therapy. 

(4)  The  mortality  is  always  high,  approximately 
70  to  80%  in  all  cases. 

( 5 ) The  prognosis  is  grave  in  all  cases,  especially 
in  those  with  distant  metastases. 

(6)  Two  fatal  cases  of  choriocarcinoma  are  re- 
ported. The  first  presented  an  extensive  primary 
tumor,  with  metastases  in  the  sigmoid  colon,  as  well 
as  the  lungs,  and  which  presented  a persistently 
negative  Friedman’s  test. 

The  second  case  apparently  arose  after  a three- 
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year  interval  following  the  expulsion  of  a hydatid 
mole.  Pulmonary  metastases  were  present,  but  death 
probably  occurred  from  a cerebral  hemorrhage  ap- 
proximately two  months  after  operation. 
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Cervicodorsal  Outlet  Syndrome 


Sewing  pajama  sleeves  to  the  pajama  coat  and 
tying  the  wrist  to  the  foot  of  the  bed  with  a long  piece 
of  gauze  were  suggested  as  treatment  for  a disorder 
known  as  “cervicodorsal  outlet  syndrome.” 

Cervicodorsal  outlet  syndrome  is  an  all-inclusive 
term  referring  to  hand,  arm,  and  shoulder  symptoms 
resulting  from  pressure  in  the  cervicodorsal  outlet — 
the  region  in  which  the  nerves  and  vessels  leave  the 
neck  and  thorax  and  are  transmitted  to  the  arm. 

One  of  the  commonest  predisposing  factors  is  the 
prolonged  elevation  of  the  arms,  particularly  sleep- 
ing with  them  above  the  head.  Dr.  Paul  A.  Nelson, 
Cleveland,  said  in  the  April  27th  Journal  of  the 
American  Medical  Association. 

To  avoid  this  position,  he  recommended  that  the 
pajama  sleeves  above  the  elbow  be  sewed  to  the 
coat  or  that  wrists  be  tied  to  the  bedpost  with  a long 
piece  of  gauze.  The  gauze  should  be  slack  enough 
to  allow  the  arms  to  move  to  all  positions  except 
above  the  head. 

The  syndrome  occurs  more  often  in  women  than 
in  men  and  most  frequently  in  the  20-to-40  age 


bracket.  It  is  frequently  found  among  persons  en- 
gaged in  such  occupations  as  hairdressing,  painting, 
construction  w'ork,  and  switchboard  operation. 

The  symptoms  of  the  common  mild  form  include 
aching,  pain,  numbness,  coldness,  tingling,  “pins  and 
needles,”  weakness  or  a draggling  feeling,  usually 
in  the  inner  side  of  the  hand  but  occasionally  in 
the  arm,  shoulder,  chest  wall,  and  neck.  In  more 
serious  cases  there  may  be  changes  in  the  appear- 
ance of  the  hand,  weakness  of  certain  muscles,  and 
swelling  near  the  base  of  the  neck. 

Predisposing  factors  include  faulty  anatomic  de- 
velopment in  the  cervicodorsal  outlet  region;  poor 
posture  with  drooping  head;  activities  that  force 
the  shoulders  out  of  their  normal  position  (such  as 
carrying  a heavy  pack  on  the  back  or  pushing  a 
wheelbarrow),  and  anxiety  tension  states. 

Treatment  usually  consists  of  physical  therapy, 
with  surgery  reserved  for  the  few  patients  with  very 
serious  cases.  Daily  applications  of  heat  and  mas- 
sage, and  exercises  to  strengthen  the  shoulder  muscles 
and  to  improve  posture  usually  help  within  four 
to  12  weeks. 
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A Review  of  Cat  Scratch  Disease 

Non-Bacterial  Regional  Lymphadenitis 


HE  EARLIEST  RECOGNITION  of  Non-Bac- 
terial Regional  Lymphadenitis  as  a definite  dis- 
ease entity  is  credited  to  Dr.  Lee  Foshay^^  of  Cin- 
cinnati, who,  during  his  classical  study  of  tularemia, 
noted  certain  patients  who  jjresented  a clinical  pic- 
ture similar  to  the  ulceroglandular  form  of  tularemia, 
but  with  diagnostic  findings  incompatible  with  this 
disease.  A common  history  of  being  scratched  by  a 
cat  prompted  Foshay  to  give  this  entity  its  collo- 
quial title — Cat  Scratch  Disease.  He  recorded  but 
never  published  his  obsers'ations  and  knowledge  of 
the  disease  remained  a local  matter  until  1945,  when 
Dr.  F.  M.  Hanger®  of  New  York  developed  suppura- 
tive lymphadenitis  following  a paronychia  acquired 
while  gardening.  Hanger  and  Dr.  F.  M.  Rose  pre- 
pared a skin  test  antigen  from  the  suppurative  lym.ph 
node  and  this  produced  an  intense  skin  reaction 
when  injected  into  Hanger.  Correspondence  with 
Foshay^*  brought  a question  of  cat  contact  and  an 
affirmative  answer  prompted  him  to  inform  them  of 
his  earlier  observations.  The  diagnosis  was  estab- 
lished after  some  of  the  Hanger-Rose  antigen  gave 
positive  reactions  in  patients  previously  studied  and 
skin  tested  by  Foshay.  Again  the  subject  remained 
dormant  until  1947  when  casual  conversation  be- 
tween Foshay  and  Dr.  Robert  Debre  of  Paris  revealed 
that  Debre  had  also  observed  cases  in  France  sim- 
ilar to  those  in  Cincinnati,  and  the  French  investi- 
gator returned  to  Paris  with  some  skin  test  antigen 
which  eventually  established  the  common  nature  of 
the  Cincinnati,  New  York  and  Paris  cases.  In  1950, 
Debre^  published  the  first  description  of  the  disease 
under  the  title  of  “La  Maladie  des  Griffes  du  chat’\ 
and  this  was  followed  in  1951  by  the  first  case 
report  published  in  the  United  States^®.  At  the  pres- 
ent time  well  over  500  cases  may  be  found  in  the 
literature,  with  the  extensive  series  of  Debre  and 
Jol/  in  Europe  and  Daniels  and  MacMurray'  in 
this  country  providing  the  most  comprehensive  re- 
views. 

INCIDENCE 

The  incidence  is  world  wide,  cases  having  been 
reported  from  both  Americas,  Australia,  Africa,  Eu- 
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rope,  India,  and  Hawaii*.  There  is  no  racial  dis- 
crimination, and  it  can  appear  at  any  age.  Over 
one-third  of  the  cases  occur  in  children  under  10 
years.  Although  a seasonal  incidence  has  been 
denied,  a review  of  85  cases  occurring  in  this  coun- 
try reveals  a definite  seasonal  fluctuation  with  the 
greatest  number  of  infections  presenting  between 
September  and  March.  There  is  a peak  incidence  in 
December  and  a marked  paucity  of  cases  during  the 
summer  months.  Most  of  the  cases  reported  oc- 
curring in  the  summer  are  from  the  southern  United 
States.  The  records  of  Foshay^-  correspond  roughly 
with  this  observation. 

The  true  incidence  of  Cat  Scratch  disease,  or  non- 
bacterial  regional  lymphadenitis  (55-130)  is  diffi- 
cult to  determine  since  the  limited  supply  of  skin- 
test  antigen  makes  actual  diagnosis  difficult.  Suf- 
fice it  to  say  that  the  incidence  is  greater  than  hos- 
pital records  would  indicate. 

ETIOLOGY 

A great  deal  of  time  has  been  expended  in  effort 
to  establish  the  etiology  of  Cat  Scratch  disease,  with- 
out any  appreciable  success.  The  most  likely  agent 
is  a virus,  possibly  related  to  the  psittacosis-lympho- 
granuloma venereum  group  since  low  complement  fix- 
ation titers,  against  this  grou]),  are  present  in  many 
cases^®.  To  date,  all  efforts  to  demonstrate  or  cul- 
ture this  etiologic  agent  have  failed.  Mollaret-®  has 
successfullv  transmitted  the  disease  from  infected 
human  lymph  nodes  to  a species  of  Old  World  mon- 
key, and  to  a human  volunteer  after  several  attempts. 
In  all  instances  the  skin  test  became  positive,  and 
clinical  disease  was  produced;  however,  repeated 
attempts  by  other  investigators  have  failed  to  re- 
produce these  experiments.  Therefore,  at  present,  all 
that  can  be  said  is  that  the  disease  is  infectious  and 
the  agent  is  probably  a virus. 

EPIDEMIOLOGY 

The  epidemiology  has  never  been  definitely  de- 
termined since  the  etiologic  agent  cannot  be  demon- 
strated, but  the  history  of  cat  contact  in  a majority 
of  the  cases  would  certainly  tend  to  involve  this 
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animal  in  the  transmission  of  the  disease,  dlie 
domestic  cat  has  been  shown  to  transmit  a number 
of  diseases  to  man^®  for  by  sharing  man’s  envdron- 
ment  the  cat  serves  as  a potential  reservoir  and  host 
for  human  as  well  as  feline  maladies.  This  role 
was  emphasized  by  Daniel  Defoe  in  1772  when,  in 
his  “A  Journal  of  the  Plague  Year,”  he  wrote, 
“Wherefore,  were  we  ordered  to  kill  all  the  Dogs  and 
Cats:  But  because  they  were  Domestic  Animals  and 
are  apt  to  run  from  House  to  House  and  from  Street 
to  Street,  so  are  they  capable  of  carrying  the  Effluvia 
or  Infectious  Steams  of  the  Bodies  infected,  even 
in  their  Furrs  and  Hair”,  and  he  assures  us  that, 
“a  prodigious  Number  of  these  Creatures  were  de- 
stroyed: I think  they  talked  of  forty  thousand  Dogs, 
and  five  times  as  many  Cats,  a few  houses  being 
without  a cat.”^®  Although  the  role  of  the  cat  is 
well  established  in  plague,  its  precise  part  in  the 
epidemiology  of  non-bacterial  lymphadenitis  remains 
undetermined.  Cat  contact  has  been  shown  by  Debre 
and  Job  to  be  associated  with  83%  of  their  cases 
while  Daniel  and  MacAIurray^"  found  cat  contact 
in  93%  of  their  cases.  Actual  cat  scratch  was  pres- 
ent in  only  54%  and  56 %'  of  die  cases  respectively, 
while  cat-bite  was  responsible  for  inoculation  in 
very  few  cases.  Thorns,  bits  of  metal,  chicken 
scratches,  and  miscellaneous  abrasions  account  for 
a significant  number  of  inoculations  in  both  series; 
and  a fairly  large  percentage  had  no  known  inocula- 
tion with  or  without  cat  contact.  Some  household 
epidemics,  each  associated  with  a cat,  have  been 
reported''®  and  a small  endemic  has  been  reported® 
in  a French  village  with  a large  cat  population. 

Thus  it  would  appear  that  the  much  maligned 
feline  is  not  fully  responsible  for  transmi,ssion  of 
the  disease,  although  it  plays  a part  in  most  cases. 
The  actual  role  is  almost  definitely  passive  since 
rejjeated  pathological  studies  and  skin  tests  on  cats 
involved  in  human  cases  have  failed  to  indicate  any 
infection®.  Where  the  cat  acquires  the  virus  is  a 
matter  of  conjecture.  Almost  every  animal  that 
the  cat  comes  in  contact  with  has  been  investigated' 
without  demonstration  of  the  virus.  Foshay  now 
believes  that  the  human  body  may  itself  harbor  the 
virus  and  that  the  cat  scratch,  as  one  of  the  most 
common  skin  lacerations,  serves  merely  to  provide 
a jjortal  of  entry^^. 

CFINICAL  APPEARANCE 

The  clinical  appearance  may  be  conveniently  di- 
vided into  two  types. 

(A)  The  typical  case  is  usually  characterized  by 
a local  lesion  at  the  site  of  inoculation  and  regional 


lymphadenopathy  without  intervening  lymphangi- 
tis. About  one-half  of  the  patients  will  develoj) 
the  local  lesion^®  which  will  consist  of  a scratch 
or  papule.  'I'he  .scratch  may  be  either  diffu.sely 
or  locally  inflamed,  scabbed,  or  healed  to  an  in- 
dolent appearing  juirple  or  red  scar;  while  the 
papule  may  be  covered  with  a vesicle  or  pustule.  'Phe 
local  manifestations  will  usually  develoj)  3-4  days 
after  inoculation,  and  the  regional  lymj)h  nodes  en- 
large 1-6  weeks  after  this,  attaining  1-5  cm.  in 
diameter.  A few  of  the  nodes  are  merely  enlarged 
but  most  are  tender  and  inflamed.  About  one-third  of 
the  involved  nodes  will  su[)j:)urate  and  can  form 
fistulous  tracts  to  the  skin.  Apjrarently  any  grouj) 
of  regional  nodes  can  be  involved,  but  most  commoidy 
only  one  local  grouj)  is  enlarged.  When  the  cervical 
nodes  are  affected  the  aj)j)earance  is  strikingly  sim- 
ilar to  scrofula  and  it  is  interesting  to  sj)eculate  if 
cat-scratch  disease  might  not  account  for  the  medieval 
scrofula  cures  attributed  to  the  “King’s  touch.”® 

The  general  manifestations  consist  of  a low-grade 
fever  of  variable  course  and  duration,  malaise,  and 
other  constitutional  symj)toms  usually  accomj)anying 
the  lymphadenopathy.  Occasionally  a short-lived 
macular  or  papular  rash  is  seen  early  in  the  course 
of  tire  disease.  More  rarely,  erythema  nodosum  may 
accompany  the  adenoj)athy''®'i®.  ThrombocHopenic 
j)urj)ura  has  also  been  rej)orted  accompanying  the 
lymphadenopath}-  in  an  otherwise  typical  case®,  In 
general  the  patient  is  not  acutely  ill  and  the  disease 
is  self-limited.  The  hmj)h  node  enlargement  lasts 
about  six  weeks,  although  adenojrathy  j)ersisting  up 
to  two  years  has  been  rej)orted®. 

(B)  The  atyj)ical  case  differs  from  the  typical 
one  when  the  focus  of  infection  involves  a specific 
organ  system. 

(1)  Nervous  System  Form:  Central  nervous  sys- 
tem involvement  has  been  reported  in  a number  of 
otherwise  typical  cases®®.  The  signs  and  symptoms 
vary  to  a great  extent,  but  are  basically  those  of 
encejflialitis  or  meningitis.  The  sjfinal  fluid  is  al- 
ways sterile  and  findings  are  within  normal  limits 
with  the  possil)le  exception  of  an  occasional  lymj)ho- 
cytosis.  The  course  is  benign  and  usually  ends 
in  spontaneous  recov'ery  within  a few  days.  The 
CNS  involvement  would  appear  to  be  related  to  the 
aseptic  meningitides®^,  although  inability  to  demon- 
strate the  etiologic  agent  is  a barrier  to  definite 
identification. 

(2)  Ocular  Form:  Since  1889  there  has  been 
clinical  recognition  of  the  so-called  Parinaud’s 
Oculo-glandular  Syndrome  of  conjunctivitis  and 
regional  lymjihadenitis.  Now  it  appears  that  the 
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agent  responsible  for  this  syndrome  in  the  great 
majority  of  cases  is  the  Cat  Scratch  virus^-^*^  with  a 
very  few  due  to  tuberculosis,  syphilis  or  Leptothrix. 
The  site  of  inoculation  is  apparently  the  conjunctiva 
which  responds  with  a granulomatous  conjunctivitis 
accompanied  by  typical  local  adenitis. 

(3)  Oro-phar}Tigeal  Form;  Several  cases  have 
been  reported  of  antibiotic  resistant  angina  and 
pharyngeal  abscess  followed  by  regional  lympha- 
denitis which,  when  suppurative,  produced  a sterile 
pus.  Intradermal  tests  with  Cat  Scratch  antigen  were 
positive’’^  and  a mucosal  site  of  inoculation  is 
probable  with  angina  as  its  local  manifestation. 

(4)  Pulmonary  Form;  One  case  has  been  de- 
scribed in  which  enlargement  of  the  mediastinal 
lymph  nodes  and  pulmonary  infiltration  occurred, 
and  a positive  reaction  was  obtained  with  Cat  Scratch 
antigen^.  The  course  of  this  case  was  benign,  the 
mediastinal  nodes  receding  spontaneously  over  a four 
week  period  while  the  infiltrate  regressed  more  slowly. 
.•\gain  a mucosal  portal  of  entry  is  postulated  wdth 
the  area  of  infiltration  the  site  of  inoculation.  Diag- 
nosis in  this  instance  was  based  on  a positive  skin 
test  and  intimate  cat  contact. 

(5)  Mesenteric  Form;  .A.  number  of  instances 
have  been  reported^®  in  which  laparotomies  were  per- 
formed on  patients  suspected  of  having  acute  appen- 
dicitis. The  appendices  were  found  to  be  normal 
but  the  mesenteric  hTtiph  nodes  were  enlarged  and 
inflamed.  Examination  of  these  nodes  under  the 
microscope  revealed  a histologic  picture  compatible 
wdth  Cat  Scratch  disease,  and  an  intradermal  test 
was  positive  in  all  instances.  The  history  of  cat 
contact  without  actual  scratches  was  elicited  and  a 
mucosal  site  of  inoculation  was  theorized.  The 
existence  of  a mesenteric  form  brings  up  the  ques- 
tion of  its  relationship  to  the  “non-specific  mesenteric 
lymphadenitis”  commonly  seen  in  children.  Intra- 
dermal testing  of  these  children  with  the  Cat  Scratch 
antigen  might  provide  interesting  data  on  the  etiology 
of  mesenteric  lymphadenitis. 

(6)  Pseudo-venereal  Form.  Cases  so  called  do 
not  really  deserve  to  be  called  atypical  forms  as  they 
are  merely  typical  cases  with  inguinal  lymphadenitis 
closely  resembling  lymphogranuloma  venereum.  In 
fact  this  resemblance  is  so  pronounced  that  mistakes 
are  easy  to  make  in  the  absence  of  skin  testing. 
One  such  case^’^  occurred  on  board  ship  when  a 
young  lady,  who  was  returning  to  France  from  the 
Orient,  developed  inguinal  h-mphadenopathy,  diag- 
nosed by  the  ship’s  doctor  as  atypical  bubonic  plague. 
This  diagnosis  was  hastily  revised  to  lymphogranu- 
loma venereum  some  few  days  later  when  a fellow- 


passenger,  an  engineer,  developed  a similar  clinical 
picture.  Despite  the  spirited  protestations  of  the 
patients  to  the  contrary,  the  natural  epidemiology 
of  the  disease  was  assumed  by  all,  including  the 
engineer’s  wife;  and  a reference  by  the  doctor  to 
“la  doucour  des  nuits  de  I’Ocean  Indien”  did  not 
ease  the  situation.  Upon  their  arrival  in  France, 
negative  Frei  tests  stimulated  further  investigation 
and  revealed  common  cat  contact  and  scratches. 
Positive  intradermal  tests  with  cat-scratch  antigen 
vindicated  both  parties. 

(7)  Other  Reported  Forms;  In  addition  to  those 
forms  already  described  various  otlier  clinical  mani- 
festations have  been  attributed  to  Cat  Scratch  dis- 
ease, but  for  various  reasons  their  relationship  has 
not  been  fully  established.  Acute  thyroiditis  has 
been  described  in  conjunction  with  what  would  ap- 
pear to  be  a typical  case  of  the  disease^^.  but  unfor- 
tunately no  skin  test  was  done.  Another  example 
is  non-specific  urethritis’*'^®  in  which  several  patients 
gave  positive  skin  tests  to  Cat  Scratch  antigen,  but 
again  the  relationship  of  the  two  diseases  has  not 
been  fully  established.  One  case  associated  with 
hepato-splenomegaly  and  another  with  an  osteol}  tic 
lesion  have  been  described. 

In  discussing  the  clinical  picture  of  this  disease, 
reference  should  be  made  to  the  appearance  of  posi- 
tive skin  tests  in  individuals  who  can  recall  no 
clinical  disease.  This  circumstance  has  led  to  the 
postulation  of  an  “inapparent”  form*  of  the  disease; 
however,  most  evidence  points  to  the  existence  of 
a trivial  rather  than  inapparent  form,  in  which  the 
disease  was  so  slight  as  to  go  unnoticed  and  yet 
impart  sensitivity  to  the  individual.  This  theory 
is  strengthened  by  the  fact  that  most  patients  appear 
in  very  little  distress  during  the  course  of  the  dis- 
ease and  the  illness  may  go  unrecognized.  The  low- 
incidence  of  positive  skin  tests  in  control  groups 
probably  indicates  a relatively  high  resistance  by 
man  to  the  infection. 

DIAGNOSIS  AND  THE  INTRADERMAL 
TEST 

The  diagnosis  of  Cat  Scratch  disease  can  only  be 
safelv  arrived  at  w-hen  the  intradermal  test  is  posi- 
tive in  conjunction  w-ith  a clinical  picture  character- 
istic of  the  disease  as  outlined.  \\'hen  atypical 
forms  present,  the  diagnosis  should  be  made  only 
after  very  extensive  investigation.  .A  l\-mph  node 
biopsy  revealing  a microscopic  picture  characteristic 
of  the  disease  is  a valuable  adjunct  to  the  diagnosis, 
especially  in  the  atypical  forms.  The  differential 
diagnosis  should  include  lymphoma,  tuberculosis, 
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tularemia,  brucellosis,  lymphogranuloma  venereum, 
mycotic  lesions,  bacterial  adenitis,  and  other  proc- 
esses that  produce  lymphadenopathy.  Routine  lab- 
oratory procedures  are  of  relatively  little  value. 
The  leukocyte  response  is  usually  normal  or  slightly 
elevated  with  a normal  differential ; the  erythrocyte 
sedimentation  rate  is  often  increased  slightly. 

The  intradermal  test  is  based  on  the  same  prin- 
ciple as  the  Frei  test  in  that  bacteriologically  sterile 
pus  from  a proven  case  of  Cat  Scratch  disease  is 
used  to  prepare  an  antigen  solution.  The  actual 
test  is  carried  out  by  injecting  0.1  ml.  solution  in- 
traderraally  and  a positive  reaction  is  any  definite 
area  of  induration  and/or  erythema  at  the  site  of 
injection.  This  reaction  should  appear  in  36-48 
hours  but  may  rarely  be  delayed  for  6-7  days. 

The  test  is  believed  to  possess  a high  degree  of 
specificity  for  Cat  Scratch  disease.  A series^'^  of 
250  patients  presenting  with  lymphadenitis  of  un- 
determined origin,  and  94  normal  controls  were 
tested  producing  only  25  negative  results  among  the 
patients,  all  of  whom  were  later  shown  to  be  suffer- 
ing from  a variety  of  other  diseases.  There  were 
3 positive  reactions  in  the  control  group  but  these 
three  individuals  all  gave  history  of  long  and  in- 
timate cat  contact.  Evidence  that  purports  to  estab- 
lish the  cross  reactivity  of  the  antigen  solution  is 
inconclusive,  and  the  intradermal  test  remains  the 
most  specific  and  sensitive  indication  of  the  disease. 
Sensitivity,  once  acquired,  will  apparently  remain 
for  many  years.  A positive  skin  test  has  been  re- 
ported^^  in  a physician  who  had  signs  and  symptoms 
that  resembled  a case  of  the  disease  25  years  before. 
The  intradermal  test  is  the  most  valuable  diagnostic 
tool  available.  A more  definite  diagnosis  awaits 
the  development  of  a serologic  test  in  which  increas- 
ing titers  could  indicate  the  activity  of  the  disease. 

PATHOLOGY 

Both  the  skin  lesion  and  involved  lymph  nodes 
show  granuloma  formation  with  typical  pathological 
findings.  The  lymph  nodes  vary  on  cut  surface 
sometimes  appearing  grayish-red  and  homogenous, 
sometimes  showing  scattered  areas  of  necrosis,  and 
on  other  occasions  revealing  only  a suppurative  sack. 
Microscopically  the  granulomatous  process  replaces 
the  normal  architecture  of  the  node  with  lympho- 
reticular  hyperplasia.  Typically  in  the  well  devel- 
oped node,  there  is  a follicular  structure  with  a 
lympho-plasmocytic  peripheral  circle,  an  area  of 
epithelioid  cells  scattered  with  Langhans’ — type 
giant  cells,  and  a necrotic  center.  If  there  are  more 
than  one  of  these  follicles  present  in  a node,  they 


may  coalesce.  This  jheture  is  not  specific  for  Cat 
Scratch  disease  but  it  is  characteristic  and,  therefore, 
may  be  of  value  in  the  diagnosis. 

Special  staining  techniques  have  revealed  the  pres- 
ence of  very  small  granular  corpuscles  within  the 
cells  of  the  involved  tissue^*’  and  these  have  been 
identified  as  evidence  of  viral  infestation  and  of 
diagnostic  aid;  however  a careful  study^®  of  sim- 
ilarly stained  tissue  from  proven  cases  of  other 
diseases,  both  viral  and  bacterial,  has  shown  that 
these  corpuscles  are  found  in  a variety  of  diseases, 
and  thus  their  presence  is  of  no  specific  significance. 

THERAPY  AND  PROGNOSIS 

The  treatment  of  Cat  Scratch  disease  with  anti- 
biotics has  been  usually  without  response,  although 
there  is  some  evidence  that  chloretracycline'^'*  and 
chloramphenicoP  when  given  early,  may  shorten  the 
course  of  the  disease.  Incision  and  drainage  of 
involved  nodes  has  been  suggested*  as  a method  for 
shortening  the  course,  in  conjunction  with  anti- 
biotics. Corticotropin  has  been  reported*  to  speedily 
dissolve  infected  nodes,  in  doses  of  40  mg.  every  6 
hours  for  one  week.  Radiation  of  involved  nodes 
apparently  has  had  an  adverse  effect  in  the  one  case 
in  which  it  was  used*®.  The  prognosis  would  appear 
to  be  excellent,  since  with  only  one  exception,  all 
reported  cases  have  had  complete  recovery.  The  one 
exception  was  a case  in  which  the  death  of  a child 
was  attributed  to  Cat  Scratch  disease;  however,  there 
was  inadequate  evidence  presented  to  support  this 
assumptions^.  This  does  not  mean  that  fatal  cases 
cannot  or  will  not  appear,  especially  with  central 
nervous  system  involvement. 

SUMMARY 

(1)  Non-bacterial  regional  lymphadenitis,  com- 
monly referred  to  as  Cat  Scratch  disease,  is  charac- 
terized by  an  infected  local  lesion  and  regional 
lymphadenitis  without  lymphangitis. 

(2)  There  is  a definite  seasonal  increase  in  the 
incidence  with  most  cases  occurring  in  winter  months. 

(3)  The  etiologic  agent  is  believed  to  be  a virus, 
but  all  attempts  to  demonstrate  the  virus  have  failed. 

(4)  Transmission  is  associated  with  cats  in  most 
cases,  but  the  actual  epidemiology  is  unsettled. 

(5)  Typical  as  well  as  atypical  cases  do  occur  as 
described. 

(6)  The  diagnosis  is  based  on  the. presence  of 
a positive  intradermal  test  on  a patient  who  has 
an  associated  characteristic  clinical  picture,  and  in 
whom  other  causes  of  regional  lymphadenopathy 
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have  been  eliminated.  The  intradermal  test  is  be- 
lieved to  be  highly  specific. 

(7)  The  characteristic  pathological  picture  is  that 
of  granuloma  formation  in  the  skin  lesion  and  lymph 
nodes. 

(8)  The  treatment  is  unsatisfactory  but  the  dis- 
ease is  apparently  benign  and  self-limited;  however, 
the  possibility  of  fatal  infections  cannot  be  excluded. 
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Urine  Sugar  Analysis  for  Diabetes 


The  film  “Urine  Sugar  Analysis  for  Dialietics", 
developed  in  cooperation  with  the  medical  profession, 
is  available  at  no  charge  to  the  Medical  and  Allied 
Professions  through  Ames  Company,  Inc. 

The  film  was  made  as  a visual  aid  to  be  used  in 
the  education  of  diabetic  patients  and  shows  the 
relationship  betwen  carbohydrates  and  insulin.  It 
also  explains  in  lay  language  the  meaning  of  various 
diabetic  conditions.  It  has  been  produced  on  16 


mm.  film  in  color  and  sound  track  with  a running 
time  of  approximately  10  minutes.  Appropriate 
“hand-out"  literature  accompanies  the  film. 

Showings  at  Diabetic  Clinics,  Diabetic  Lay  So- 
cieties and  other  diabetic  groups  must  be  requested 
bv  the  Medical  or  Allied  Professions  to  Ames  Com- 
pany, Inc.,  Elkhart,  Indiana  or  an  .\mes  represen- 
tative. 
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Clinicopathological  Conferences 

Of  The  Medical  College  of  Virginia  Hospital 


I Case  #191  {A9121) 

I A YEAR  OLD  colored  female  was  first 

' TV  admitted  to  St.  Philip  Hospital  on  May  1, 
1956.  She  had  appeared  in  the  Dermatology  Sec- 
tion of  the  Out-Patient  Department  in  February, 
I 1955,  at  which  time  she  exhibited  a “maculopa])ular 
lichenified”  eruption  on  the  right  hand,  arm,  and  at 
the  left  corner  of  her  mouth.  Her  serology  was 
weakly  positive.  She  was  given  non-specific  topical 
therapy  and  did  not  return  to  the  Clinic  until  one 
year  later,  in  February,  1956.  At  this  time  she 
showed  a “typical  lupus  rash”  over  the  nose,  face, 
and  forehead.  Her  serology  was  still  positive  (1-2) 
and  a concentrated  j:)eripheral  blood  smear  was  posi- 
tive for  L.E.  cells.  The  patient’s  only  complaints 
were  of  itching  and  soreness  of  the  skin  in  the  in- 
volved areas.  Several  days  before  admission  to  the 
hospital  she  noted  some  swelling  of  her  face  and 
hands.  She  vaguely  recalled  some  ]>ain  in  her  left 
knee. 

She  had  been  operated  upon  in  1951  for  an  acute 
abdomen  and  was  found  to  have  a gangrenous  para- 
ovarian cyst.  The  ])ast  history  was  essentially  nega- 
tive. 

Physical  Examination : Weight  100.  K.  P.  140/ 
90-95.  Pulse  90.  Respiration  16.  Temperature  97.8. 
There  were  erythematous  maculopapular  lesions  in 
a butterfly  distribution  over  the  nose  and  malar  em- 
inences with  similar  lesions  on  the  forehead,  both 
arms,  and  right  hand.  The  lesions  were  somewhat 
scaly  at  the  margins.  The  hands  and  face  were 
puffy.  There  was  a single,  fluffy,  bluish-white 
exudate  near  the  disc  in  the  left  fundus.  There  was 
generalized  lymphadeno{)athy — small,  firm,  non- 
tender nodes,  most  prominent  in  the  posterior  cervical 
chains.  The  heart  was  normal,  the  lungs  clear,  and 
the  remainder  of  the  phy  sical  examination  essentially 
negative. 

Laboratory  Data:  Hgb.  10.5  grams,  RBC  5,500,- 
000,  WBC  6,200  with  60%  polys.,  5%  eosins.,  33% 
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lymphs.,  and  2%  monos.  The  urine  was  alkaline, 
sp.  gr.  1.020,  3+  albumin,  10-15  RBC,  many  WB(', 
and  many  casts.  Peripheral  blood  smear  again 
showed  many  L.  E.  cells,  as  did  the  sternal  marrow. 
Serum  proteins  5.4  grams  %,  albumin  2.9,  globulin 
2.5.  Serum  bilirubin,  electrolytes,  blood  sugar,  and 
BUN  were  all  normal.  .\n  electrocardiogram  showed 
indeterminate  ST  and  d’  wave  changes  in  all  leads. 
Chest  x-ray  revealed  clear  lung  fields  and  a normal 
heart  shadow.  Blood  serology  again  weakly  j)Ositive. 
Spinal  fluid  negative. 

The  patient  continued  to  run  from  2-3+  albu- 
minuria. Her  hospital  course  was  otherwise  un- 
eventful. She  was  given  2.4  million  units  of 
benzanthine  penicillin  G as  a single  dose,  started  on 
Prednisone,  5 mgm.  4 times  a day,  iron,  and  ascorlflc 
acid,  and  discharged  to  the  Out-Patient  Clinic. 

The  rash  seemed  to  improve  slightly  at  first,  d'he 
l)atient  then  began  to  complain  of  abdominal  tight- 
ness and  intermittent  epigastric  pain  not  relieved  by 
food.  She  continued  to  have  some  edema  of  the 
hands  and  face,  and  l)egan  to  develop  mild  {)edal 
edema.  Salt  was  restricted  and  Prednisone  increased 
to  10  and  then  15  mgm.  4 times  a day  without  notice- 
able benefit.  The  patient  continued  to  run  albumin, 
red  cells,  and  casts  in  the  urine.  The  hemoglobin 
dropped  slightly  and  stools  were  positive  for  occult 
blood.  \ G-I  series  on  May  31,  1956,  was  essen- 
tially negative  (patient  could  drink  only  half  the 
desired  amount  of  barium  and  could  be  examined 
only  in  the  recumbent  position).  On  this  same  day 
she  was  readmitted  to  the  hospital. 

Physical  Examination : \\'eight  108.  B.  P.  130  / 
100.  Temperature  100  (R)  pulse  100.  The  patient 
was  rather  lethargic  with  mild  edema  of  the  face, 
hands,  and  ankles.  Tlie  rash  was  essentially  un- 
changed. The  liver  was  noted  to  be  palpable  one 
finger  below  the  right  costal  margin  and  there  was 
definite  diffuse  epigastric  tenderness  without  i)al- 
pable  masses,  distention,  or  ascites.  The  physical 
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examination  was  otherwise  not  remarkable  and  un- 
changed over  the  previous  admission. 

Laboratary  Data:  Hgb.  9.0  grams,  WBC  13,200, 
polys.  72,  lymphs  25,  monos.  3.  Urine,  sp.  gr.  1.020, 
3+  albumin,  frequent  red  cells,  few  WBC,  and  occa- 
sional casts  with  many  bacteria.  Serum  anylase  less 
than  50  S.  U.  Cephalin  flocculation‘4+.  Thymol 
turbidity  1 unit.  Total  proteins  4.6  grams  %,  al- 
bumin 2.0,  globulin  2.6.  Bilirubin  normal.  BUX 
70  mgm.  %.  Creatinine  3.0.  Several  blood  cultures 
were  negative.  Urine  culture  revealed  A.  aerogenes, 
sensitive  to  tetracycline,  streptomycin,  chlorampheni- 
col, and  Furadantin.  Following  admission  the  pa- 
tient was  placed  on  a low-salt  diet,  Prednisone  10 
mgm.  q 8 hours,  Furadantin,  100  mgm.  t.i.d.,  iron, 
ascorbic  acid,  and  multiple  vitamins.  On  the  morn- 
ing of  the  third  hospital  day  the  patient  had  four 
generalized  convulsions,  following  which  her  tem- 
perature spiked  to  104°  (R).  She  was  then  started 
on  Dilantin  and  penicillin.  She  had  no  more  sei- 
zures, but  her  temperature  remained  elevated  be- 
tween 101  and  102°  (R)  with  a pulse  rate  of  around 
120.  She  continued  to  complain  of  abdominal  pain 
and  was  started  on  a Sippy  diet.  Prednisone  was 
increased  to  10  mgm.  every  six  hours.  On  the  even- 
ing of  the  eighth  hospital  day  the  patient  had  a brief 
period  of  apnea — she  recovered,  but  ten  minutes  later 
had  another  period  of  apnea  during  which  she  became 
quite  cyanotic.  Blood  pressure  fell  to  50/30.  She 
then  began  to  breathe  with  irregular  gasping  respira- 
tions. Oxygen,  adrenalin,  and  coramine  had  no 
appreciable  effect  and  the  patient  expired  at  5:45 
p.m.  on  the  8th  hospital  day.  An  autopsy  was  per- 
formed. 

CLINICAL  DISCUSSION 

Dr.  H.  St.  George  Tucker,  Jr.*:  There  seems 
to  be  no  doubt  that  this  is  a case  of  systemic  lupus 
er}ihematosus.  This  1 5 year  old  girl  was  first  observed 
to  have  a rash  on  the  right  arm  and  on  the  face  in 
February  1955,  fifteen  months  before  the  present 
admission.  At  that  time  her  blood  serolog}-  was 
weakly  positive.  A year  later  she  was  seen  again 
in  the  clinic  and  this  time  had  a “typical  lupus 
rash”  over  the  nose,  face,  and  forehead.  There  was 
some  itching  and  the  face  and  hands  were  swollen. 
The  concentrated  peripheral  blood  smear  was  posi- 
tive for  L.  E.  cells.  A rash  on  the  face  resembling 
the  butterfly  eruption  of  systemic  lupus  is  occa- 
sionally seen  in  other  diseases,  but  the  L.  E.  cell 
phenomenon  is  considered  highly  specific  for  systemic 
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lupus  by  all  who  have  had  wide  exp)erience  with  this 
test.  The  test  depends  on  the  occurrence  in  the 
plasma  of  patients  with  lupus,  of  an  abnormal  tj'pe 
of  globulin,  which  is  capable  of  entering  into  dam- 
aged leukocMes  and  causing  disintegration  of  the 
nucleus  and  disruption  of  the  cell.  The  disintegrated 
nuclear  material,  containing  desoxyribonucleic  acid, 
is  then  phagocytized  by  healthy  leukocytes,  forming 
the  inclusion  body  of  the  so-called  L.  E.  cell.  The 
phenomenon  is  thought  not  to  occur  in  vivo,  pre- 
sumably because  the  intact  leukocytes  of  the  circulat- 
ing blood  are  resistant  to  the  entry  of  the  abnormal 
globulin.  When  blood  is  removed  from  the  body, 
some  of  the  leukocytes  are  damaged  and  become  vul- 
nerable to  entry  of  the  globulin.  The  extent  to 
which  the  phenomenon  occurs  is  increased  by  allow- 
ing the  blood  to  clot,  or  by  shaking  it  with  beads, 
both  procedures  increasing  the  number  of  damaged 
and  vulnerable  leukocytes.  The  positive  L.  E.  cell 
test  in  this  patient,  together  with  a rather  typical 
history  and  subsequent  course,  clearly  establish  the 
diagnosis  of  systemic  lupus.  There  is  really  no 
dift'erential  diagnosis  to  be  considered.  The  positive 
blood  serology  is  undoubtedly  the  biological  false 
positive  that  is  so  often  seen  at  systemic  lupus.  This 
can  be  differentiated  from  the  true  positive  serology 
of  syphilis  by  carrying  out  the  T.P.I.  or  treponema 
immobilization  test  which  is  positive  in  syq>hilis 
and  negative  in  other  conditions.  It  is  noteworthy 
that  the  biological  false  positive  serology  may  be 
one  of  the  earliest  manifestations  of  lupus  and  may 
antedate  the  other  manifestations  of  the  disease  by 
many  years.  It  has  been  proposed  by'  Moore  and 
others  that  the  test  may  be  used  as  a screening  test 
to  pick  up  cases  of  possible  lupus  before  clinical 
symptoms  appear. 

The  history  given  by  this  patient,  and  her  sub- 
sequent course,  are  fairly  typical  of  systemic  lupus. 
She  seems  to  have  had  little  evidence  of  joint  in- 
volvement, which  is  usually  a more  prominent  fea- 
ture of  the  disease.  Many  cases  are  indistinguish- 
able from  rheumatoid  arthritis  until  evidence  of  the 
disease  in  other  body  systems  appears.  The  patient 
only  vaguely  recalled  some  pain  in  her  left  knee. 

The  past  history  of  removal  of  a gangrenous  para- 
ovarian cyst  in  1951,  when  she  was  10,  seems  a 
little  unusual.  One  is  reminded  of  the  frequent 
association  of  dermatomyositis,  another  collagen  dis- 
ease, with  abdominal  tumors,  particularly  of  the 
ovary.  However,  the  clinical  picture  here  is  def- 
initely that  of  lupus  and  not  of  dermatomyositis,  so 
the  history  of  the  abdominal  tumor  is  probably  for- 
tuitous. At  this  point  it  might  be  well  to  state  that 
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while  there  may  be  some  overlapping  of  sympto- 
matology as  well  as  of  the  pathologic  lesions  found, 
in  the  various  collagen  diseases,  nevertheless  we  con- 
sider all  these  diseases  as  clinically  distinct  and 
separable.  Occasionally  a collagen  disease  will 
present  features  of  two  or  more  diseases  so  that  dif- 
ferentiation may  be  difficult,  but  for  the  most  part 
each  of  these  conditions  has  its  own  quite  charac- 
teristic clinical  picture  and  nothing  is  accomplished 
by  lumping  them  all  together. 

It  is  a little  unusual  that  this  patient  did  not 
show  any  fever  until  shortly  before  death  and  then 
complications  may  have  been  present.  Fever  is 
usually  a feature  of  active  exacerbations  of  systemic 
lupus. 

This  patient  showed  a definite  hypertension.  This 
is  not  usually  seen  in  lupus  except  where  advanced 
renal  disease  is  present.  The  subsequent  findings 
clearly  indicate  that  advanced  renal  involvement  was 
present  here,  with  a nephrotic  syndrome,  which  is 
a common  feature  of  lupus.  The  edema  of  the  face 
and  hands  is  most  likely  associated  with  the  hypo- 
proteinemia,  although  it  does  occur  as  part  of  the 
inflammatory  process  in  the  subcutaneous  tissues, 
similar  to  the  edema  of  dermatomyositis. 

The  description  given  of  the  skin  rash  is  typical 
of  that  of  lupus.  The  fluffy  exudate  seen  in  the  left 
fundus  is  one  of  the  characteristic  retinal  findings, 
along  with  other  evidence  of  vascular  damage  such 
as  narrowed  vessels,  hemorrhages  and  sometimes 
papilledema.  The  generalized  lymphadenopathy 
found  is  common  in  lupus.  Examination  of  the  heart 
and  lungs  was  negative,  with  nothing  to  suggest  the 
pleural,  pericardial  or  endocardial  lesions  often 
found  in  this  disease. 

The  laboratory  data  show  a moderate  anemia  and 
an  essentially  normal  white  count  on  the  first  admis- 
sion. The  white  count  is  either  low  or  normal  in 
systemic  lupus,  but  may  be  elevated  in  the  presence 
of  secondary  infection  or  other  complications.  The 
urine  here  shows  hematuria  and  heavy  albuminuria, 
common  findings  in  lupus,  with  still  a good  concen- 
tration with  specific  gravity  1.020.  This  suggests 
an  advanced  degree  of  glomerular  damage  with 
tubular  function  still  relatively  intact.  The  serum 
albumin  is  repeatedly  low  as  part  of  the  nephrotic 
syndrome.  It  is  rather  surprising  that  the  serum 
globulin  is  not  higher,  as  it  usually  is  in  lupus.  The 
electrophoretic  pattern  would  very  probably  have 
shown  an  increase  in  the  gamma-globulin  fraction. 

The  diagnosis  of  systemic  lupus  was  quite  obvious 
to  her  physicians,  and  treatment  was  begun  with 
prednisone.  It  might  be  mentioned  that  this  type 


of  case  of  systemic  lupus,  with  the  nephrotic  syn- 
drome, has  been  shown  to  respond  fairly  often  to 
treatment  with  intravenous  nitrogen  mustard,  a good 
diuresis  being  often  produced.  The  mode  of  action 
of  the  nitrogen  mustard  is  not  clear.  It  has  no  effect 
on  the  underlying  disease  itself.  It  would  certainly 
seem  preferable  to  give  prednisone  first,  as  was  done 
here,  since  where  remission  can  l)e  ])roduced  by 
adrenal  steroid  treatment,  the  improvment  is  much 
more  fundamental  than  the  diuresis  accomplished  by 
nitrogen  mustard.  The  latter  type  of  treatment  might 
well  be  held  in  reserve,  to  be  used  if  prednisone 
fails.  It  is  not  clear  why  this  patient  was  given 
penicillin.  Perhaps  it  was  given  as  prophylaxis 
against  any  secondary  infection  that  might  be  masked 
by  prednisone.  In  general,  however,  we  prefer  to 
abstain  from  any  unnecessary  antibiotic  administra- 
tion in  patients  with  these  hypersensitivity  diseases, 
since  so  many  react  to  such  medications. 

The  patient  was  discharged  and  followed  in  the 
clinic.  She  improved  slightly.  She  began  to  com- 
plain of  abdominal  tightness  and  intermittent  epi- 
gastric pain.  Increasing  the  prednisone  dosage  did 
not  help.  It  was  suspected  that  an  ulcer  may  have 
developed  as  a result  of  prednisone  treatment,  and 
a gastrointestinal  x-ray  was  taken.  This  was  re- 
ported as  negative,  but  the  films  were  taken  under 
difficult  circumstances,  and  I am  told  that  review  of 
the  films  has  raised  some  question  as  to  a possible 
lesion. 

The  patient  was  hospitalized  again.  The  physical 
findings  were  about  as  before  except  that  there  was 
definite  diffuse  epigastric  tenderness  without  pal- 
pable masses,  distention,  or  ascites.  The  laboratory 
data  showed  some  progression  in  the  anemia,  and 
now  a mild  leukocytosis  of  13,200.  The  rise  in  the 
white  count  may  be  a result  of  the  prednisone,  or 
it  may  be  compatible  with  some  complications  such 
as  infection.  The  urine  still  shows  3+  albumin 
with  frequent  red  cells.  The  BUN  has  risen  to  70 
mg%,  but  some  of  this  rise  is  undoubtedly  due  to 
pre-renal  deviation  of  fluid  into  edema  rather  than 
indicative  of  extreme  impairment  of  kidney  function. 
The  cephalin  flocculation  of  4+  is  undoubtedly  asso- 
ciated with  the  presence  of  abnormal  serum  globulins 
as  part  of  the  lupus,  and  cannot  be  construed  as 
evidence  of  impaired  hepatocellular  function.  The 
other  liver  function  tests  are  essentially  normal.  The 
serum  amylase  is  less  than  50  units.  This  would 
seem  to  lead  us  away  from  pancreatitis  as  the  cause 
of  the  abdominal  pain. 

Prednisone  was  continued  and  furadantin  was 
given,  although  there  is  little  reason  to  suspect  a 
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urinarv  infection  as  the  cause  of  her  abdominal  dis- 
comfort. On  the  third  hospital  day  the  patient  had 
several  con^•ulsions,  and  thereafter  ran  a definite 
fever.  Dilantin  and  penicillin  were  given  and  the 
j)rednisone  dosage  was  increased.  The  patient  did 
not  improve,  and  on  the  eighth  hospital  day  had 
several  periods  of  apnea  followed  by  circulatory 
collapse,  irregular  gasping  respirations  and  death. 
It  seems  evident  that  the  death  was  a cerebral  one 
with  progressive  interference  with  the  medullary 
respiratory  centers. 

We  have  then  a young  girl  with  advanced  systemic 
lupus,  who,  while  on  prednisone  treatment  developed 
intractable  upper  abdominal  pain  and  discomfort, 
then  began  having  convulsions  and  died  a cerebral 
respiratory  death. 

P'irst  let  us  consider  the  usual  causes  of  death 
in  systemic  lupus.  The  three  commonest  causes  of 
death  are  renal  insufficiency,  cerebral  damages,  and 
secondary  infection.  This  patient  had  obvious  renal 
and  cerebral  damage,  and  may  have  had  e.xtensive 
infection,  masked  by  prednisone.  However,  the 
degree  of  renal  insufficiency  in  this  patient  was  not 
enough  to  cause  death,  and  the  mode  of  e.xodus  was 
clearly  cerebral.  .A.  very  real  question  can  be  raised 
as  to  whether  this  patient  may  have  had  a compli- 
cating infection  of  the  central  nervous  system.  We 
have  seen  both  tuberculous  meningitis  and  torula 
(cryptococcus)  meningitis  as  complications  develop- 
ing in  patients  made  hypercorticoid  by  adrenal 
steroid  treatment.  We  would  like  to  know  what  the 
spinal  fluid  showed  in  this  patient.  Convulsions 
are  a very  common  symptom  in  cerebral  lupus  itself, 
often  having  their  onset  after  adrenal  steroid  therapy. 
In  the  absence  of  any  definite  indication  of  a com- 
plicating cerebral  infection,  I would  favor  the  opin- 
ion that  the  convulsions  were  a manifestation  of 
cerebral  lupus  it.self  without  other  complications. 

Now  we  must  consider  the  question  as  to  whether 
this  patient  had  a duodenal  ulcer.  Abdominal  pain 
such  as  she  had  can  occur  from  lupus  itself  as  a 
result  of  tiny  vascular  lesions  and  resulting  ischemic 
necrosis  in  the  abdominal  viscera,  or  of  patches  of 
localized  peritonitis  -similar  to  the  pleuritis  and 
pericarditis  which  are  common  in  this  disease.  The 
entire  picture  may  be  due  to  the  lupus  itself  How- 
ever, abdominal  pain  is  not  a very  common  symptom 
in  lupus.  It  is  far  more  common  in  polyarteritis 
nodosa  where  larger  sized  vessels  are  involved,  and 
the  more  sizeable  visceral  infarctions  very  frequently 
cause  pain.  The  occurence  of  peptic  ulceration  under 
prednisone  treatment  has  been  demonstrated  many 
times,  and  often  perforation  or  hemorrhage  may 


occur  with  the  usual  s}  mptoms  masked  by  the  effects 
of  the  steroid.  It  is  impossible  to  be  certain  in  this 
case  but  because  of  the  rather  protracted  and  un- 
relenting course  of  this  patient's  abdominal  pain, 
and  the  epigastric  tenderness  repeatedly  noted,  I 
believe  that  this  patient  had  a duodenal  ulcer,  and 
that  it  may  have  perforated.  The  rise  in  the  white 
blood  count  might  reflect  such  a complication. 
There  are  ckher  possible  explanations  for  the  ab- 
dominal pain,  such  as  a pancreatitis,  or  vascular 
damage  within  the  liver  or  spleen  or  some  other 
abdominal  organ.  In  the  absence  of  any  more 
specific  evidence  for  any  of  these,  I would  favor 
a duodenal  ulcer. 

Dr.  H.  St.  George  Tucker,  Jr.’s  Di.agxosis 

1.  Systemic  lupus  erythematosus  with  advanced 
renal  and  cerebral  damage,  the  latter  being  the  cause 
of  death,  and 

2.  Duodenal  ulcer  resulting  from  prednisone  ad- 
ministration, with  possible  perforation. 

r.ATHOLOGIC.AL  DlAGXOSIS 

Disseminated  lupus  erythematosus  involving  the 
kidneys  in  the  form  of  acute  glomerulonejAiritis. 

Mitral  vahmlitis  manifested  by  Libman-Sacks 
nonbacterial  verrucae  and  focal  myocarditis. 

Severe,  diffuse,  ischemic  necrosis  of  pancreas  fol- 
lowing lupus  vasculitis  with  thrombosis. 

A'errucal  angionecrosis  of  capillaries  of  myocar- 
dium. kidneys  and  brain — leading  to  glomerulone- 
crosis  and  disseminated  focal  encephalomalacia. 

DISCUSSION  OF  PATHOLOGIC  FINDINGS 

Dr.  Gordox  Hexxig.ar*:  On  e.xternal  examina- 
tion of  the  body  an  erythematous  rash  was  noted  over 
the  bridge  of  the  nose  and  on  the  malar  prominences. 
There  was  moderate  pitting  edema  of  the  lower  ex- 
tremities. A few  small  lymph  nodes  were  palpable 
in  the  axillae. 

On  entering  the  body  cavities,  generalized  serous 
effusion  was  found:  ascites  1000  cc.,  hydrothorax 
250  cc.  each  and  hydropericardium  50  cc.  The  fluid 
was  clear  and  amber  colored.  The  serous  membranes 
were  smooth  and  glistening  and  showed  no  evidence 
of  serositis  grossly  or  microscopically. 

The  heart  weighed  250  gm.  and  showed  slight  left 
ventricular  hypertrophy.  On  the  basis  of  the  ap- 
pearance of  the  heart,  we  do  not  feel  that  this  patient 
suffered  from  any  particular  degree  of  hypertension 
for  a long  period  of  time.  Hypertension  in  systemic 
lupus  erythematosus  is  becoming  rather  common  since 

•.Associate  Professor  of  Pathology,  Medical  College  of 
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the  modern  therapy  has  prolonged  the  life  of  lupus 
patients,  hence  permitting  more  scarring  of  the  dis- 
eased glomeruli.  There  is  quite  a good  correlation 
between  the  degree  of  glomerular  scarring  or  ob- 
solescence and  the  height  of  the  diastolic  jiressure. 
In  the  case  tcxlay  we  were  impressed  with  acute  necro- 
tizing glomerulonephritis  manifested  by  abundant 
hyalinfibrinoid  material  with  numerous  polymorpho- 
nuclear nephritis  and  a few  hematoxylin  bodies. 
This  appearance  was  the  moiphological  manifesta- 
tion of  a very  acute  and  violent  reaction  in  the  kid- 
ney. Experience  has  shown  us  that  with  acute  wide- 
sjrread  glomerular  destruction,  acute  hyj)ertension 
and  renal  insufficiency  develoj).  Libman-Sacks  in 
1924  described  a valvular  and  mural  endocarditis 
which  they  termed  atypical  verrucous  endocarditis. 
'I'here  were  j^eculiar  valvular  and  mural  lesions 
which  differed  in  morphology  and  localization  from 
that  encountered  in  acute  bacterial  endocarditis, 
endocarditis  lenta,  and  rheumatic  endocarditis. 
These  vegetations  were  free  from  demonstrable  micro- 
organisms and  attempts  to  grow  bacteria  from  the 
blood  proved  unsuccessful.  Because  of  the  unusual 
character  of  the  endocardial  lesion  and  the  jrresence 
of  the  verrucae  the  cases  were  designated  “atypical 
verrucous  endocarditis”.  Among  their  4 cases  the 
tricusjrid  and  mitral  valves  were  involved  4 times, 
the  pulmonic  and  aortic  each  twice,  the  mural  endo- 
cardium of  the  right  atrium  was  involved  twice,  that 
of  the  right  ventricle  once,  of  the  left  atrium  once, 
and  of  the  left  ventricle  twice.  The  vegetations  on 
the  mitral  valve  were  situated  for  the  most  part  on 
the  line  of  closure  but  extended  generally  below 
and  above  the  latter  and  also  involved  the  free 
margins.  The  individual  verrucae  measured  from 
1 to  4 mm.  in  diameter  and  had  in  places  a rather 
broad  attachment  to  the  valve.  In  each  case  the 
inflammatory  process  had  spread  from  the  ventricular 
aspect  of  the  }X)Sterior  leaflet  of  the  mitral  valve 
and  the  line  of  attachment  of  the  latter,  downward 
along  the  mural  endocardium  of  the  jiosterior  wall 
of  the  left  ventricle.  The  lesions  on  the  tricuspid 
valve  were  smaller  than  those  affecting  the  mitral 
valve.  Isolated  areas  of  mural  endocarditis  were 
found  quite  commonly.  In  the  case  presented  here 
today  the  small  1 to  2 mm.  verrucae  were  found 
near  the  base  of  the  posterior  leaflet  of  the  mitral 
valve.  They  were  demonstrable  on  both  the  atrial 
and  ventricular  surfaces.  The  adjacent  mural  en- 
docardium was  involved  (Fig.  1).  The  other  valves 
had  clean  cusps.  There  was  no  evidence  of  mitral 
stenosis.  Chordae  tendineae  and  papillary  muscles 
which  are  sometimes  involved  by  conglomerates  of 


Fig.  1 — A low  power  microscopic  view  of  the  mitral  valve 
showing  the  verrucous  vegetations  on  the  auricular  sur- 
face of  the  valve  cusp  and  on  the  mural  endocardium 
of  the  left  ventricle. 

mulbern-like  excrescences  were  free  in  this  case. 
Microscopically,  the  vegetations  consisted  of  masses 
of  fibrin  and  fibrinoid,  and  at  the  base  of  the  ver- 
rucae the  mitral  valve  showed  areas  of  necrosis  with 
infiltration  with  acute  and  chronic  inflammatory 
cells.  No  bacteria  can  be  demonstrated  in  tlie  lesion. 
The  Libman-Sacks  lesion  when  confined  to  the  valve 
cusps  alone  may  be  indistinguishable  from  the  ver- 
rucae of  rheumatic  fever.  These  lupus  verrucae  have 
Iteen  descrilted  as  occurring  in  20-60%  of  cases  of 
acute  lupus  erythematosus.  We  have  seen  it  3 times 
in  15  cases — 20%.  The  myocardium  showed  numer- 
ous arterioles  which  were  occluded  by  hyaline  throm- 
bus-like material.  Many  of  these  hyaline  thrombi 
were  adherent  to  the  wall  and  covered  by  a layer 
of  endothelium  (Fig.  2).  These  findings  are  in- 
distinguishable from  those  seen  in  thrombotic  throm- 
bocytopenic purpura,  another  collagen  vascular  dis- 
ease. In  a few  places  of  the  myocardium,  there  was 
some  perivascular  fibrosis  and  focal  proliferation  of 
fibroblasts  mimicked  Aschoff  nodule  of  rheumatic 
fever  (Fig.  3). 

The  lungs  were  slightly  emjrhysematous  and  show- 
ed no  specific  findings  such  as  hyaline  membrane 
formation,  focal  necrosis  of  the  alveolar  walls  and 
capillary  thrombosis,  that  are  sometimes  found  in 


VoL.  84,  June,  1957 


313 


Fig.  2 — Hyaline  thrombus  material  in  the  lumen  of  a small  artery  in  the  left  ventricle. 
The  thrombosed  vessel  is  surrounded  by  a dense  inflammatory  infiltrate  in  which 
polymorphonuclear  leukocytes  predominate. 


Fig.  3 — Perivascular  fibroblastic  proliferation  in  the  left  ventricular  myocardium. 


S3’stemic  lupus  erythematosus,  rheumatic  pneumoni- 
tis, periarteritis  nodosa  and  anaidiylactic  pneumoni- 
tis. 

The  liver  weighed  1400  gm.  and  showed  no  patho- 
logical findings  of  interest.  The  spleen  weighed  125 
gm.  and  was  grossly  unremarkable.  Periarterial 
fibrosis  of  the  central  arteries,  which  is  presumed 
to  be  pathognomonic  for  systemic  lupus  erj-thema- 


tosus  when  pronounced,  was  only  minimal. 

The  pancreas  was  definitely  enlarged  and  ede- 
matous, and  many  large  areas  of  hemorrhage  and 
necrosis  were  noted  grossly.  Histological  examina- 
tion revealed  marked  fibrinoid  necrosis  of  the  walls 
of  many  arteries  and  thrombotic  occlusion  of  their 
lumina  (Fig.  4). 

The  kidney  weighed  200  gm.  each  and  showed 
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Fig.  4 — An  artery  in  the  pancreas  showing  intense  fibrinoid  necrosis  of  the  wall  and 
occlusion  of  the  lumen  by  hyaline  thrombus  material. 


numerous  hemorrhagic  spots  in  the  cortex.  Micro- 
scopically these  hemorrhages  were  found  to  be  due 
to  fibrinoid  necrosis  and  hyaline  thrombosis  of  many 
small  arteries  and  arterioles  with  resultant  hemor- 
rhagic infarction  of  many  glomeruli  and  tubules. 
Other  glomeruli  showed  markedly  increased  cellu- 
larity  due  to  proliferation  of  both  epithelial  and 


endothelial  cells  and  exudation  of  polymorphonu- 
clear leukocytes,  the  typical  findings  in  acute  glomer- 
ulonephritis. Some  other  glomeruli  showed  fibrinoid 
necrosis  of  the  capillaries  and  hyaline  thrombi,  a 
picture  similar  to  that  found  in  embolic  glomerulone- 
phritis following  bacterial  endocarditis  (Fig.  5). 
The  tubular  epithelium  was  swollen  and  the  lumina 


Fig.  5 — Two  glomeruli  show  markedly  increased  cellularity  and  one  on  the  left  shows 
fibrinoid  necrosis  and  adhesion  to  the  Bowman's  capsule. 
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contained  Idood  and  protein  casts.  Hematoxylin 
bodies  are  seen  in  a few  glomeruli  (Fig.  6).  Hema- 
toxylin bodies  described  b}-  Gross  and  Klemperer  are 
found  in  a variety  of  tissues  in  acute  erythematosus. 


e.xact  nature  is  still  controversial  as  well  as  the  mech- 
anism by  which  they  are  brought  about.  Klemperer 
showed  by  cytochemical  methods  that  free  hematoxy- 
lin-staining bodies  were  contained  partly  depolv- 


Fig.  6 — A hematoxylin  body  in  the  glomerulus  of  kidney. 


Fig.  7 — Cerebral  arterioles  which  are  occluded  by  hyaline  thrombus  material.  The 
surrounding  tissue  shows  encephalomalacia. 


.-Hthough  they  were  seen  in  32  of  35  cases  of  this 
disease  by  Klemjx^rer,  in  our  small  series  they  have 
l)een  difficult  to  find  in  appreciable  numbers.  Their 


merized  deso.xyribonucleic  acid.  Their  relationship 
to  the  L.  E.  cell  of  Hargraves  remains  to  be  clarified. 
Whether  the  L.  E.  factor  in  the  serum  of  patients 
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with  acute  lupus  is  necessary  for  the  appearance 
of  hematoxylin  bodies  is  under  investigation.  The 
L.  E.  cell  probably  represents  a polymorphonuclear 
leukocyte  which  has  phagocytized  changed  nuclei  of 
polymorphonuclear  granulocytes  (leukocytes).  Friou 
and  co-workers  of  Yale  University  showed  that  serum 
from  a large  number  of  patients  with  disseminated 
lupus  erythematosus  caused  nuclear  localization  of 
fluorescent  antihuman  globulin.  The  capillary  base- 
ment membranes  showed  slight  thickening  but  it 
was  mostly  obscured  by  more  acute  proliferative  and 
exudative  changes  of  the  glomeruli. 

The  adrenals  were  remarkably  well  preserved  in 
spite  of  considerable  fibrinoid  necrosis  of  the  small 
blood  vessels  in  the  periadrenal  fat.  The  brain 
showed  thrombosis  of  small  blood  vessels  throughout 
with  focal  areas  of  encephalom.alacia  being  gener- 
alized (Fig.  7). 

Reports  of  acute  disseminated  lupus  being  caused 


by  hyjjersensitivity  to  penicillin  have  apj^earcd  in 
the  literature  from  time  to  time.  Such  reports  should 
be  consumed  with  skepticism  as  this  is  a difficult 
thing  to  prove.  I.astly  today  I should  like  to  em- 
phasize the  importance  of  lymph  node  biopsy  in 
lujms  as  a valuable  adjunct  to  the  diagnostic 
armamentarium.  The  jjathognomonic  features  of  the 
node  are — focal  necrosis,  fibrinoid  necrosis  of  capil- 
laries with  thrombosis,  hemato.xylin  bodies,  ])lasma 
cells  and  Russell’s  bodies. 

A few  arterioles  in  the  submucosa  of  the  ileum 
showed  fibrinoid  necrosis  of  the  walls.  No  ulcera- 
tion is  found  in  the  stomach,  duodenum  or  elsewhere 
in  the  gastrointestinal  tract. 

The  death  in  this  case  was  probably  due  to  renal 
failure  following  extensive  glomerulonephritis  and 
vascular  damage  and  widespread  involvement  of 
the  cerebral  vessels  with  resultant  encephalomalacia 
and  brain  damage. 


Parkinson’s  Disease 


.\  new  drug  has  been  called  "an  invalual)le  aid” 
in  the  treatment  of  Parkinson’s  disease,  or  “shaking 
palsy,”  by  two  New  York  doctors. 

Drs.  Lewis  J.  Doshay  and  Kate  Constable  re- 
jjorted  an  .American  study  of  orphenadrine  (Disipal) 
hydrochloride,  which  has  been  used  experimentally 
in  Europe  for  several  years. 

The  drug  helped  55.7  per  cent  of  176  jjatients  and 
“proved  e.xceptionally  beneficial”  in  the  control  of 
some  of  the  most  disturbing  symptoms  of  the  disease, 
which  is  also  called  paralysis  agitans,  they  said 
in  the  -April  1,1  th  Journal  of  the  -American  Medical 
-Association. 

Wliile  the  drug’s  effects  eventually  wore  off  in 
many  j)atients,  it  still  has  an  imjjortant  irlace  in 
the  treatment  of  Parkinson’s  disease,  a jrrogressive 
nervous  disorder  of  later  life.  Comlrined  with  other 
drugs  it  can  produce  improvement  that  cannot  be 
obtained  when  the  drugs  are  used  alone. 

The  authors  noted  that  it  is  usually  necessary  for 
a patient  to  take  several  drugs,  either  separately  or 
together,  in  order  to  control  the  many  symptoms  of 


the  disease.  For  this  reason,  a jiatient  with  Parkin- 
son’s disease  must  remain  constantly  under  a doc- 
tor’s care. 

Orphenadrine  was  especially  helpful  in  releasing 
free,  spontaneous,  and  automatic  activity  of  the 
body.  One  of  the  major  manifestations  of  the  dis- 
ease is  muscular  rigidity  and  loss  or  slewing  of 
voluntary  movement.  The  return  of  spontaneous 
and  automatic  activity  in  the^^e  ca.ses  apjiarently 
springs  from  some  action  of  the  drug  on  the  central 
irervous  system,  since  other  drugs  are  known  to  have 
a more  powerful  effect  on  muscular  rigidity. 

It  also  exerted  a beneficial  effect  on  gait,  pos- 
ture, balance,  weakness,  tiredness,  mental  dejmes- 
sion,  excessive  salivation,  e.xcessive  blinking,  and 
s])asmodic  eye  movements.  It  helj)ed  improve  minor 
tremor,  although  it  had  no  effect  on  serious  tremor, 
one  of  the  major  symptoms  of  the  disease. 

The  authors  are  on  the  staffs  of  the  Neurological 
Institute  of  Presb}1:erian  Hosi)ital  and  the  dejxirt- 
ment  of  neurology.  College  of  Physicians  and  Sur- 
geons, Columbia  University. 
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The  Automotive  Crash  Injury  Program 
in  Virginia 

Since  July,  1954,  the  Virginia  State  Department 
of  Health  has  cooperated  in  the  Automotive  Crash 
Injury  Research  study  that  has  been  conducted  by 
the  Cornell  University  Medical  College  for  a num- 
ber of  years.  The  Medical  Society  of  Virginia  gave 
its  approval  at  the  start  and  the  cooperation  of 
Virginia  physicians  in  the  study  areas  has  been 
necessary  for  the  success  of  the  study.  The  role 
of  the  Virginia  State  Police  is  extremely  important. 

The  chief  object  of  research  is  to  provide  reliable 
information  on  specific  causes  of  injuries  to  occu- 
pants of  passenger  cars  involved  in  crashes  which 
occur  on  highways  in  rural  areas  of  the  county  or 
counties  being  studied.  This  information  is  com- 
bined with  similar  material  obtained  from  reports 
from  a number  of  other  cooperating  states.  Data 
produced  from  this  interstate  project  has  identified 
the  most  frequent  causes  of  injuries  as  ejection  from 
doors,  which  burst  open  as  a result  of  impact  on 
some  other  section  of  the  car,  from  contact  with  the 
windshield,  header  strip,  or  instrument  panel,  from 
contact  with  the  steering  wheel  and  steering  com- 
ponents, and  from  contact  against  door  structures. 
Evaluation  of  accidents  in  terms  of  specific  types 
of  injuries,  severity,  body  areas  affected,  etc.,  have 
been  made  following  analysis  of  data  which  is  de- 
rived from  translating  basic  accident  and  injur\’ 
rejx)rts  into  punch  card  terms  and  studying  the  cards 
so  punched  on  IBM  machines.  These  studies  supplied 
information  that  could  be  presented  to  safety  or- 
ganizations and  representatives  of  the  automotive 
industry  and,  as  a result  of  the  conferences,  recom- 
mendations were  made  to  the  automotive  design 
engineers.  Certain  safety  devices  were  planned  and 
have  been  incorporated  in  the  manufacture  of  cars 
j)roduced  by  two  major  manufacturers. 

The  study,  as  it  is  conducted  in  Virginia,  follows 
Plan  “B”  which  calls  for  the  selection  of  small  seg- 
ments of  the  State  to  represent  varying  terrain,  cli- 
mate, and  traveling  conditions.  Approval  and  coop- 
eration of  members  of  the  local  medical  society  are 
first  sought.  The  director  of  public  health  is  con- 
sulted. The  Virginia  State  Police  are  on  hand  to 
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complete  the  organization  of  those  who  are  to  obtain 
and  forward  the  necessary  information.  The  State 
Police  are  at  the  scene  of  the  accident,  they  note  the 
cars  involved  (there  must  always  be  a passenger  car 
involved  in  an  accident  that  is  to  be  incorporated 
in  the  study) ; they  obtain  a complete  history,  de- 
scribe the  positions  of  the  cars,  approximate  their 
speed,  make  photographs,  record  the  number  of  per- 
sons involved  and  their  injuries.  They  state  whether 
persons  are  able  to  care  for  themselves,  are  committed 
to  care  of  friends,  are  transferred  to  physician’s 
office,  are  taken  to  hospital,  or  are  sent  to  mortuary. 
They  inform  the  physicians  and  hospitals  of  the 
necessity  of  completing  a medical  record  for  each 
person  injured  and  of  sending  the  same  to  the  health 
director.  On  receipt  of  these  records,  the  health 
director  checks  them  and  forwards  them  to  the  ex- 
ecutive office  of  The  Medical  Society  of  Virginia. 
From  here  they  go  to  headquarters  of  the  Virginia 
State  Police  and  are  assembled  with  all  records 
dealing  with  the  accident.  They  are  then  mailed 
to  the  headquarters  of  the  study  program  at  Cornell 
University  Medical  College,  in  New  York,  for  proc- 
essing with  reports  from  other  states. 

Since  1956  some  automobiles  have  been  manufac- 
tured with  safety  door  lock  designs,  safety  belts, 
padding,  and  energy-absorbing  steering  wheels,  and 
it  is  essential  to  evaluate  these  protective  devices. 
It  has  been  necessary,  therefore,  to  supplement  the 
usual  program  involving  all  models  of  passenger  cars, 
with  a special  study  that  gives  particular  details  in 
accidents  involving  these  new  cars. 

Members  of  the  staff  of  the  research  center  always 
travel  to  a new  area  to  visit  physicians  and  hospital 
administrators,  to  talk  to  various  medical  groups, 
and  to  consult  with  the  health  director  and  members 
of  the  State  Police.  They  make  sure  that  all  under- 
stand die  type  of  information  to  be  obtained  and 
the  use  of  the  report  blanks  on  which  this  informa- 
tion is  reported.  If  data  from  various  areas  of  the 
State  and  from  scattered  states  is  to  be  coordinated, 
it  must  be  collected  and  recorded  in  a uniform  man- 
ner. The  study  is  carried  on  in  a specific  area  for 
six  months  and  following  that  is  transferred  to 
another  part  of  the  State.  Areas  in  northern  Vir- 
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ginia,  in  the  west-central  portion,  and  in  the  west- 
ern section  have  alread}’  participated.  A new  study 
area  opened  on  l\Iay  1,  when  two  counties  in  the 
southeast,  Dinwiddie  and  Prince  George,  became 
the  scene  of  operation.  Though  accidents  occurring 
within  the  limits  of  a city  are  not  included  in  the 
study,  the  hospitals  in  Petersburg  and  Hopewell  will 
be  the  ones  to  which  injured  persons  will  be  carried 
and,  therefore,  the  physicians  of  these  two  cities  will 
participate. 

The  gross  number  of  injuries  and  fatalities  places 
motor  vehicle  accidents  in  the  epidemic  disease  clas- 
sification and  the  reduction  of  both  morbidity  and 
mortality  from  this  cause  demands  the  interest  and 
cooperation  of  public  health  organizations  and  of 
medical  societies  in  their  prevention. 


Skin  Reactions 

and  swelling  occurred  all  over  his  body  within  24 
hours. 

At  the  end  of  16  days,  including  six  in  the  hos- 
pital, the  eruption  had  cleared  except  for  a few  spots 
on  his  hands  and  feet.  Treatment  included  aluminum 
acetate  solution  dressings,  corticotroi)in,  and  trepelen- 
namine  citrate. 

The  case  of  cashew  nut  sensitivity  was  seen  by 
Drs.  Carroll  S.  Wright  and  Donald  X.  Tschan, 
Temple  University  IMedical  Center,  Philadelphia. 
They  reported  it  to  the  Journal  because  Americans 
traveling  abroad  may  develop  the  erujjtion,  “one  that 
is  scarcely  mentioned  in  the  textbooks.” 

Dermatitis  from  the  cashew  nut  is  rare  in  the  U.S. 
The  tree  grows  chiefly  in  tropical  America,  Africa, 
and  the  West  Indies,  and  dermatitis  results  only 
from  contact  with  the  rind  oil  and  not  from  the  nut- 
meat.  In  preparation  for  commercial  use,  the  nuts 
are  roasted,  causing  the  outer  shell  to  burst  open 
and  release  the  oil,  which  burns  away. 

The  patient  picked  cashews  while  traveling  in 
Ceylon.  She  immediately  developed  a severe  in- 
flammation on  the  hands,  neck,  and  face.  The  cause 
was  not  determined  until  she  came  home,  opened 
some  nuts  she  had  brought  with  her,  and  develoj>ed 
a similar  eruption. 


“X'ew  drugs,  new  eruptions”  has  long  been  an 
adage  of  dermatologists.  Now  it  seems  necessary  to 
add  to  it:  “XTw  drinks,  new  eruptions,”  and  maybe 
even,  “New  travels,  new  eruptions.” 

Two  unusual  cases  of  skin  sensitivity — one  to 
the  recently  popular  drink,  gin  and  tonic,  and  the 
other  to  unroasted  cashew  nuts  found  in  the  tropics 
— have  been  reported  in  letters  to  the  editor  of  the 
Journal  of  the  American  Medical  Association  which 
appear  in  the  IMay  4 issue. 

Drs.  Frederick  G.  Novy,  Jr.  and  Gordon  R.  Lamb, 
Oakland,  Calif.,  told  of  a patient  who  developed 
a severe  reaction  after  drinking  gin  and  tonic  (qui- 
nine water)  because  of  his  sensitivity  to  quinine. 

They  said  that  such  sensitivity  may  produce  head- 
ache, tinnitus  (sounds  in  the  ears),  deafness,  diz- 
ziness, visual  impairment,  fever,  nausea,  vomiting, 
and,  most  commonly,  skin  eruptions. 

Their  patient  knew  he  was  sensitive  to  quinine 
and  usually  avoided  drinking  quinine  water.  How- 
ever he  attended  a party  at  which  only  gin  and 
tonic  was  served  and,  in  the  course  of  three  hours, 
had  several  drinks.  The  doctors  estimated  that  he 
consumed  only  about  45  milligrams  of  quinine,  vet 
he  developed  a severe  reaction — eruptions,  redness. 


Monthi.y  Report  of  Bureau  of  Communicable 


Disease 

Control 

Jan.- 

Jan.- 

April 

April 

April 

April 

1957 

1956 

1957 

1956 

Brurellosi’s 

1 

0 

6 

5 

Diphtheria 

. - 2 

2 

4 

17 

Hepatitis  (Infections) 

. - 51 

44- 

190 

209 

Measles 

932 

6169 

2583 

12869 

Meningococcal  Infec. 

8 

8 

30 

36 

Meningitis  (Other) 

_ 15 

3 

62 

41 

Poliomvelitis 

3 

1 

11 

5 

Rabies  (In  Animals) 

23 

31 

113 

159 

Rocky  Mt.  Spotted  Fever  _ 

1 

1 

1 

4 

Streptococcal  Infections 

898 

743 

3197 

2718 

Tularemia 

0 

1 

15 

5 

Typhoid  Fever 

1 

5 

13 

7 
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Pre-Paid  Medical  Care . . . . 


Blue  Shield  Liaison  Committee 

A news  item  in  Current  Currents  of  this  issue 
of  the  Monthly  announces  tlie  appointment  of  the 
Medical  Society’s  Blue  Shield  Liaison  Committee. 
It  is  indeed  gratifying  that  the  Society  has  thus 
officially  confirmed  its  original  approval  of  Blue 
Shield  and — more — lias  undertaken  to  assist  the 
Plans  keep  up  with  the  constantly  changing  jiattern 
of  medical  jrractice. 

Why  should  the  Society  take  a special  interest 
in  Blue  Shield? 

For  one  thing,  every  physician  in  the  State  has  a 
vital  professional  stake  in  the  success  of  his  own 
medical  prepayment  Plan.  His  Plan  demonstrates 
his  determination  to  solve  the  basic  problem  of  med- 
ical economics  on  terms  that  will  assure  him  a 
continuing  opportunity  to  give  his  patients  the  best 
care  he  is  capable  of  rendering. 

Secondly,  the  Blue  Shield  Plans  in  Virginia  are 
accounting  for  an  ever  larger  part  of  the  incomes 
of  Virginia’s  physicians.  The  Society  quite  properly 
should  make  sure  that  the  Blue  Shield  Plans  it  is 
sponsoring  are  providing  physicians  with  reasonable 
compensation  for  those  services  for  which  the  Plans 
have  resj)ectively  arranged  to  pay. 

Thirdly — and  perhaps  most  important — only 
through  Blue  Shield  can  the  medical  profession  con- 
tinue to  control  the  economy  of  medical  practice. 
Professional  societies  should  e.xert  a controlling,  di- 
recting influence  over  Blue  Shield  because  Blue 
Shield,  in  turn,  e.xerts  a dominant  influence  on  the 
shajje  and  destiny  of  the  voluntary  health  insurance 
movement  as  a whole.  If  organizations  unrelated  to 
the  medical  profession  were  to  take  over  the  entire 
voluntary  prepayment  program,  then  control  of  the 
basic  economy  of  American  medicine  would  pass 
completely  out  of  the  hands  of  the  medical  profession. 

During  1956  the  Blue  Shield  Plans  of  Virginia 
made  payments  to  physicians  j)racticing  in  the  State 
which  totalled  more  than  four  and  one-half  million 
dollars.  That  Blue  Shield,  locally  as  well  as  na- 
tionally, has  develoj)ed  to  giant  size,  no  one  will 
question.  That  Blue  Shield  now  has  an  influence 
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on  the  lives  and  practices  of  physicians  and,  there- 
fore, deserves  the  thoughtful  guidance  of  those  phy- 
sicians, seems  to  be  equally  unquestionable. 

Blue  Shield,  however,  is  not  a Frankenstein  in  the 
making.  The  first,  basic  requisite  of  any  non-profit 
jmepayment  plan  that  wants  to  use  the  name  and 
symbol  “Blue  Shield”  is  that  the  plan  be  formally 
and  continuously  approved  by  the  state  and  county 
medical  societies  in  its  area  of  operation.  Another 
recjuirement,  no  less  basic,  is  that  a Blue  Shield 
Plan's  medical  policies  and  schedules  of  payment  be 
determined  by  physicians.  Currently,  each  Virginia 
specialty  society  has  a committee  working  with  the 
Richmond  Plan  toward  a proper  revision  of  that 
Plan’s  arrangements  and  fees. 

In  the  business  of  i)roviding  payments  for  med- 
ical care,  doctors  can  profit  by  the  advice  of  lawyers 
and  actuaries,  and  by  the  experience  of  businessmen. 
But  the  interests  and  thoughts  of  doctors  cannot  be 
subordinated  and  disregarded  if  there  is  to  be  the 
cooperation  necessary  to  Blue  Shield’s  enduring  suc- 
cess. While  Blue  Shield  necessarily  operates  in 
accordance  with  insurance  principles,  fundamentally 
it  is  in  no  way  comparal)le  to  an  insurance  company. 
An  insurance  company,  for  understandable  reasons, 
is  guided  by  consideration  of  dollars  and  cents  only; 
Blue  Shield  must  consider  the  reactions  and  ideas 
of  the  medical  profession  as  well  as  the  actuarial 
factors. 

Thus,  the  relationship  between  Virginia’s  Blue 
Shield  Plans  and  their  sponsoring  [Medical  Society 
should  be  as  intimate  and  understanding  as  between 
the  members  of  a family.  Every  doctor  has  a re- 
sponsibility for  the  success  of  his  Blue  Shield  Plan; 
through  The  Medical  Society  of  Virginia,  he  now 
has  a direct  opportunity  to  take  part  in  its  control. 

For  economic  reasons  just  about  every  doctor  needs 
Blue  Shield.  It  is  equally  patent — if  not  more  so^ — 
that  Blue  Shield  needs  the  doctor.  Without  his 
guidance.  Blue  Shield  might  become  something  quite 
different  from  what  the  profession  wants  it  to  be. 
Without  the  doctor’s  support  and  active  participa- 
tion, there  would  not  even  be  a Blue  Shield. 
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EDNA  M.  LANTZ 


Changes  in  Mental  Hospital  Population 
— 10  Year  Period 

Although  the  mental  hospital  population  in  Vir- 
ginia has  shown  an  expected  gradual  increase  over 
a 10  year  period  (from  1947  to  1957)  there  are  some 
statistically  interesting  trends  to  be  noted  in  the 
following  figures: 


Year  Number  in  Residence  Per 

cent  Increase 

1947 

9,405 

X 

1948 

9,547 

1.5 

1949 

9,842 

3.1 

1950 

9,914 

0.7 

1951 

9,904 

—0.1 

1952 

10,125 

2.2 

1953 

10,532 

4.0 

1954 

10,856 

3.1 

1955 

11,303 

4.1 

1956 

11,037 

—2.4 

September  1956 

10,900 

—1.2 

March  1957 

10,985 

0.8 

There  has  been  a 

continual  increase 

from  9,405 

patients  in  the  four 

mental  hospitals  on  June  30, 

1947,  year  by  year  (except  for  1951),  to  the  high 
point  of  11,303  on  June  30,  1955,  which  was  an 
overall  increase  of  20.2%.  Following  this  high 
point,  a reversing  trend  developed  and  continued 
until  September,  1956,  after  which  an  increase  began. 
The  increase  from  September,  1956,  to  March,  1957, 
was  O.S%.  Although  not  as  rapid  an  increase  as 
for  the  years  1947  to  1955,  this  indicates  an  upward 
tendency  in  hospital  population  since  this  ])eriod 
is  not  a full  year.  There  were  about  130  more 
patients  in  hospital  on  IMarch  31,  1957,  than  on 
June  30,  1954,  which  gives  additional  evidence  of 
an  upward  trend. 

The  increasing  population  in  recent  months  is 
not  unique  in  Virginia.  Reports  from  other  Model 
Reporting  Area*  states  show  that  most  of  them  are 
having  an  increase  in  their  hospital  population,  sim- 
ilar to  ours. 

EDNA  M.  LANTZ,  Statistician,  Department  of  Mental 
Hygiene  and  Hospitals,  Richmond,  I'irginia. 

Approved  for  publication  by  Commissioner,  Department 
Mental  Hygiene  and  Hospitals. 

•Model  Reporting  Area  is  an  organization  of  Statisti- 
cians of  18  States  in  cooperation  with  the  National  Insti- 
tute of  Mental  Health,  U.  S.  Public  Health  Service.  These 
States  have  over  half  of  the  mental  hospital  population 
in  the  United  States. 


One  of  the  reasons  for  an  increase  in  hospital 
population  is  the  increase  in  admissions.  In  the 
fiscal  year  1956  the  admissions  were  34.8%  higher 
than  in  1947.  In  1947,  there  were  2,863  admissions 
and  in  1956,  3,859.  The  indications  are  that  the 
admissions  for  1957  will  exceed  the  4,000  mark.  The 
release  rate,  or  turnover,  of  the  admissions  has,  how- 
ever, been  greater  in  recent  years  than  in  earlier 
years  and  has  had  the  effect  of  keeping  the  hospital 
(topulation  from  being  much  larger. 

The  cause  of  the  decrease  in  patient  population 
beginning  in  the  fiscal  year  ending  June  30,  1956, 
could  be  attributed  to  several  different  factors,  among 
which  may  be  the  growing  realization  of  families 
(and  the  public)  that  mental  illness  is  a disease  that 
can  often  be  treated  successfully.  This  results  in 
better  acceptance  of  patients  that  can  be  released 
from  the  hospital  for  return  to  their  homes  and 
communities.  The  increase  in  the  medical  and  nurs- 
ing staff  (a  larger  number  of  physicians  and  nur.ses 
have  been  employed  in  the  last  few  years)  has  un- 
doubtedly contributed  to  the  release  rate.  The  higher 
educational  level  of  attendants  (each  attendant  is 
required  to  take  training  on  the  care  of  the  mental 
patient)  has  had  some  effect.  Possibly  the  advent 
of  the  new  tranquilizing  drugs  have  made  it  pos- 
sible to  release  a higher  number  of  patients  on  trial 
visit.  A study  to  determine  this  factor’s  contribution 
is  now  under  way  in  Virginia. 

With  the  increase  in  admissions  in  1956  over  1947 
(due  in  part  to  the  increase  in  general  population), 
the  housing  and  care  of  the  mentally  ill  would  be 
a far  greater  problem  for  Virginia  if  the  release 
rate  had  not  increased  as  descril)ed  above.  Some  of 
the  increase  in  admissions  is  due  to  an  increase  of 
readmissions.  Many  of  these  could  probably  remain 
out  of  the  hospital,  if  there  could  be  more  “follow 
up’’  or  “after  care”  clinics  for  supportive  therapy 
to  released  patients.  However,  until  a follow  up 
program  is  developed,  we  can  expect  a growing 
readmission  rate  and,  with  increasing  general  popu- 
lation, we  should  expect  some  increase  in  the  num- 
ber of  resident  patients  in  the  hospitals  in  the  near 
future. 

The  slight  reduction  in  hospital  jiopulation  in 
1950  and  1951  was  due  primarily  to  the  effects  of 
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the  Korean  War.  This  followed  the  same  pattern 
that  occurred  during  World  War  II.  The  ability 
of  those  with  minor  disorders  and  alcoholics  to  obtain 
employment  during  the  high  employment  rate  of  these 
periods  lowered  admissions,  which  resulted  in  a 
reduced  hospital  population. 


This  is  evidence  that  when  more  jobs  on  the  out- 
side are  available  to  handicapped  people,  they  are 
more  acceptable  and  make  better  adjustments  outside 
hospital  walls.  Such  consideration  should  spur  the 
efforts  of  vocational  experts  to  work  in  the  area  of 
rehabilitation  for  discharged  mental  patients. 


Let’s  Reminisce! 

In  tlie  Virginia  Medical  IMonthly,  February  1876,  in  a report  from  the  meeting  of 
the  Richmond  Academy  of  Medicine,  Dr.  L.  S.  Joynes  read  a paper  on  the  Effect  of 
INIental  Impressions,  Affecting  the  Parents,  upon  the  Physical  and  Mental  Condition 
of  the  Child.  “He  thinks  that  the  question  whether  or  not  strong  mental  impressions 
upon  the  mother  during  her  pregnancy — powerful  excitement  of  the  imagination  or 
the  emotions,  or  potent  impressions  upon  the  senses  calculated  to  fix  the  attention  and 
arouse  the  feelings  in  an  intense  degree — affect  the  child’s  health,  and  even  the  con- 
formation and  development  of  its  body,  must  be  answered  affirmatively.”  The  fol- 
lowing singular  case  was  related  to  Dr.  Joynes  some  years  ago  in  Accomac  Co.,  Va., 
by  the  father  of  the  child.  The  gentleman’s  wife,  who  was  pregnant  at  the  time,  went 
to  see  a negro  hung,  and  was  much  shocked  at  the  spectacle.  The  child  was  born 
some  months  afterwards;  though  perfectly  well-formed  and  healthy,  he  exhibited 
as  he  grew  up  a mental  weakness  on  the  subject  of  hanging. 

Xo  doubt  women  have  often  assigned  causes  for  marks  or  blemishes  which  had  no 
real  existence  but  were  the  results  of  afler-thought.  The  doctor  once  knew  a white 
woman  who  explained  her  having  a negro  child  by  having  longings  for  black  walnuts 
during  her  pregnancy! 

Dr.  Archer,  of  X'orfolk,  Va.,  saw  a woman  who,  while  passing  the  market-house, 
was  accidentally  struck  by  a piece  of  liver  thrown  out  by  the  butcher.  She  brought 
forth  a child  with  a grov’th,  resembling  liver,  projecting  from  the  mouth. 

Another  lady,  living  in  one  of  the  counties  below  Richmond,  visited  this  city  while 
in  an  early  month  of  pregnancy.  During  her  stay  here,  she  went  to  a menagerie 
where  there  was  an  hippopotamus.  The  appearance  of  this  mammal  as  he  raised 
himself  from  the  muddy  pool  in  which  he  was  kept,  covered,  as  he  was,  all  over  with 
flakes  of  mud,  and  in  every  respect  hideous  to  sight,  so  affected  the  lady  that  she 
could  not  stay  longer  at  the  “show”.  When  her  child  was  born,  it  was  the  subject 
of  ichthyosis  in  a most  marked  degree,  whieh  covered  especially  the  parts  of  the  body 
that  had  appeared  to  her  to  be  the  most  affected  in  the  hippopotamus. 

There  were  many  objections  to  these  statements,  but  Dr.  Joynes  stated  that  he  was 
physically  unable  “to-night”  to  reply  to  the  objections  that  had  been  made;  but  he  had 
just  been  handed  a note  stating  that  on  last  Sunday  night  Dr.  George  H.  Bright  of 
this  city,  had  delivered  a woman  of  a dead  child  whose  head  in  all  respects  looked 
more  like  that  of  a cat  than  of  a human  being.  This  is  attributed  to  the  fact  that 
during  an  early  m.onth  of  pregnancy  the  lady  was  frightened  by  a cat.  and  which  made  a 
lasting  impression  upon  her  mind. 
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Foreign  Medical  Graduates  Licensed  in 
Virginia. 

Until  recent  years  the  Virginia  Board  of  Medical 
Examiners  has  been  handicapped  in  selection  of 
graduates  of  foreign  medical  schools  for  examination 
leading  to  the  practice  of  medicine.  Some  fifty- 
odd  schools  on  which  a rating  was  possible  have 
proved  to  be  up  to  American  standards  for  medical 
education.  These  are  mostly  in  Great  Britain,  Swit- 
zerland and  Scandinavia. 

There  are  approximately  500  other  foreign  medical 
schools  on  which  an  evaluation  was  not  possible. 

In  1954  the  Virginia  Legislature  passed  a law 
which  provided  for  admission  of  graduates  of  un- 
approved foreign  medical  schools  (Section  54-306 
(3)  Code  of  Virginia),  whereby  such  a graduate 
having  met  certain  requirements  as  to  school  of 
graduation,  identity,  courses  of  study  etc.,  might  be 
admitted  to  the  examination  provided  he  took  two 
years  of  internship  in  hospitals  approved  for  such 
training  in  the  United  States  or  Canada  within  five 
years  prior  to  the  examination  or  one  or  more  years 
of  postgraduate  study  in  an  approved  medical  school 
in  the  United  States  or  Canada  in  lieu  of  one  year 
of  internship.  The  second  year  of  hospital  training 
may  be  a residency  if  so  desired.  The  candidate 
must  be  a citizen  of  the  United  States  or  if  not  a 
citizen,  he  must  sign  a declaration  of  intention  to 
become  a citizen.  If  citizenship  is  not  acquired 
within  seven  years  the  license  will  automatically 
become  void.  The  Virginia  Board  has  had  a great 
number  of  applications  for  examination.  These  have 
been  carefully  screened. 

Since  July  1,  1954,  138  foreign  medical  graduates 
have  passed  the  examinations  and  have  been  licensed. 
Questionnaires  were  sent  to  these  last  month.  They 
were  asked  to  reply  to  the  following  questions;— 

1.  What  was  your  object  in  applying  for  licensure 
to  practice  medicine  in  Virginia?  We  would  like 
to  know  whether  you  have  immediate  plans  for  prac- 
ticing here,  or  if  you  wished  to  be  licensed  in  order 
to  practice  in  the  Veterans  Administration,  Armed 
Ser\'ices,  etc. 

2.  Is  it  your  plan  to  remain  in  the  United  States 
of  .■\merica? 

3.  If  so  what  steps  are  being  taken  toward  ob- 
taining citizenship? 


4.  In  what  type  of  practice  are  you  engaged  ? (Sur- 
gery, Internal  Medicine,  .Anesthesiology,  etc.?) 

hollowing  is  a statistical  report  on  the  i.iO  who 
replied : 


N.ATiON.ALi’Ti’  Citizen  of  United  States 

Yes  No 

Argentine  4 4 

Austrian 3 12 

Australian  1 1 

Brazilian  2 2 

British  15  15 

Chilean 1 1 

Chinese  19  5 14 

Cuban 2 11 

Czech  2 2 

Dominican 6 6 

Ecuadorian  2 2 

Filipino  2 2 

French  1 1 

German  20  20 

Greek  2 2 

Guatamalan  1 1 

Haitian 1 1 

Hungarian  2 2 

Indian 1 1 

Iranian 7 1 ,6 

Iraqian 3 3 

Italian  4 13 

Japanese  1 1 

Jordanian 1 1 

Latvian 1 1 

Lebanese  3 3 

Mexican  2 2 

Netherlands 2 2 

Polish  4 4 

Russian 4 2 2 

Scot  2 2 

Spanish 3 3 

Syrian : 1 1 

Swiss 1 1 

Turk  3 3 

Yugoslav  1 1 


130  12  118 

All  those  who  are  not  jet  American  citizens  say 
they  are  in  the  process  of  obtaining  citizenship  and 
intend  to  do  so,  but  most  of  them  have  not  been 
in  this  country  the  required  time  for  citizenship. 

Every  one  says  he  plans  to  remain  in  the  United 
States. 

Of  the  130  licensees,  40  are  now  practicing  in  Vir- 
ginia; 3 are  teaching  in  Virginia  Medical  Schools; 
21  state  they  intend  to  practice  in  Virginia  when 
their  specialty  training  is  completed;  15  plan  to  prac- 
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tice  in  Virginia  when  their  military  service  is  com- 
pleted; 32  state  their  object  in  applying  for  Virginia 
licensure  was  to  practice  in  the  State  but  they  are 
not  yet  doing  so;  6 said  their  object  in  applying 
for  licensure  was  the  possibility  of  practicing  in 
Virginia  but  they  have  no  definite  plans  to  do  so; 
8 said  their  plans  were  indefinite,  no  plans  to  prac- 
tice in  Virginia  at  this  time;  1 is  doing  postgraduate 
work  in  Virginia;  3 state  they  planned  to  come  to 
Virginia  but  changed  their  minds  due  to  personal 
reasons.  1 states  he  has  4 licenses  to  practice  medi- 
cine, including  Virginia,  and  he  is  investigating  all 
opportunities. 


TYPES  OF  PRACTICE  and  RESIDENCIES 
Practice  Residencies 


General  Practice 13 

Internal  Medicine 11 

Surgery-Gen'l  15 

Medicine  & Surgery 3 

Thoracic  Surgery  1 

Urological  Surgery 1 

Surgery-proctology  1 

Neurosurgery  1 

ENT  & maxillo-facial  surgery 

Psychiatry  13 

Neuropsychiatry  1 


1 

7 

2 

3 


1 

3 


Pediatrics 

10 

1 

Anesthesiology 

10 

Obstetrics  & Gvn. 

5 

2 

Obstetrics  & Gvn. 

Research  1 

Pathology 

7 

2 

Radiology 

3 

3 

Ophthalmology 

3 

Otolaryngology 

2 

Cytology 

1 

Pulmonary  Tuberculosis 

1 

102 

25  1 

Not  practicing 

2 

Number  of  foreign  graduates  licensed — by  dates 
of  examinations: 


June  1954  4 

December  1954  11 

June  1955  13 

December  1955  34 

June  1956  34 

December  1956  42 


138 


K.  D.  Graves,  M.D., 
Secretary-Treasurer,  Virginia 
Board  of  Medical  Examiners 


Reduces  Fracture  Swelling 


A drug  which  has  been  used  to  aid  local  anesthesia 
in  eye  operations  has  been  found  helpful  in  setting 
a compound  fracture  of  the  leg. 

Two  Texas  doctors  reported  using  hyaluronidase  to 
reduce  swelling  in  the  foot  and  lower  leg  after  the 
leg  was  broken.  Accumulated  fluid  in  the  area 
cut  off  the  blood  supply  to  the  foot  and  made  it 
impossible  to  close  the  incision  made  in  order  to 
set  the  bones. 

Capt.  Leroy  W McDaniel  (MC),  chief  of  sur- 
gical services  at  the  4462nd  L’SAF  Hospital,  Foster 
Air  Base,  Victoria,  Texas,  and  Dr.  Jerome  C.  Hohf, 
Marlin,  Texas,  civilian  consultant  to  the  hospital, 
made  their  report  in  the  April  13th  Journal  of  the 
•American  Medical  .Association. 

Hyaluronidase  is  an  enzyme,  a chemical  substance 


which  induces  certain  bodily  changes  without  under- 
going any  change  itself.  Hyaluronidase  softens  cer- 
tain tissue  substances  and  allows  injected  solutions, 
such  as  local  anesthetics  or  penicillin,  to  spread 
farther  and  faster  than  normal  and  speeds  their 
absorjJtion. 

Hyaluronidase  had  the  same  effect  of  speeding  the 
spread  and  absorption  of  accumulated  fluid  in  this 
compound  fracture  case.  In  fact,  within  30  to  60 
minutes  after  hyaluronidase  was  injected  into  the 
injured  area,  the  swelling  of  the  leg  and  foot  had 
been  reduced  to  a point  where  it  was  possible  to 
close  the  surgical  opening. 

The  doctors  concluded  that  closing  the  incision 
would  have  been  impossible  without  hyaluronidase. 
Closure  was  important  since  it  helj)ed  return  a 
normal  blood  supply  to  the  foot. 
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President Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect Mrs.  John  R.  St.  George,  Portsmouth 

Vice-Presidents Mrs.  Maurice  Bray,  Suffolk 

Mrs.  J.  Rollins  McGriff,  McLean 
Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary Mrs.  James  R.  Grinds,  Richmond 

Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer Mrs.  Robert  H.  Detwiler,  Arlington 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 


Arlington. 

The  final  meeting  of  the  year  of  the  Arlington 
Auxiliary  was  held  on  May  14th.  There  was  a lunch- 
eon, followed  by  the  installation  of  new  officers,  who 
are:  President,  Mrs.  Sigmund  Newman;  president- 
elect, Mrs.  Landon  Gant;  vice-president,  Mrs.  Ar- 
thur Mitchell;  corresponding  secretary,  Mrs.  Robert 
Mitchell;  treasurer,  Mrs.  Alan  McKelvie;  historian, 
Mrs.  Lloyd  Burk;  and  })arliamentarian,  Mrs. 
Thomas  McGavin. 

Danville-Pittsylvania. 

This  Auxiliary  met  on  April  18th,  with  the  presi- 
dent, Mrs.  Henry  R.  Bourne,  presiding.  Guests  were 
Mrs.  Lee  S.  Liggan,  president  of  the  State  Auxiliary, 
and  Mrs.  John  R.  St.  George,  president-elect.  Mrs. 
Liggan  told  of  the  aims  and  projects  of  the  State 
Auxiliary  and  urged  continued  cooperation. 

Projects  of  this  Auxiliary  include  a scholarshij)  for 


nurses  available  though  a fund  estaldished  by  this 
organization.  Nurse  recruitment  films  will  be  shown 
in  area  schools  by  the  Philanthropy  chairman  to 
make  these  scholarships  known  and  to  find  interested 
students.  The  ways  and  means  committee,  lieaded 
by  Mrs.  E.  B.  Robertson,  will  Ije  active  in  raising 
any  necessary  funds. 

A donation  of  $25.00  has  been  sent  to  each  of 
the  following:  Leigh-Hodges-Wright  Memorial 
Fund;  Student  I^oan  Funds;  and  Cripj)led  Chil- 
dren’s Hospital.  A contribution  of  $10.00  was  sent 
to  the  Virginia  Council  on  Health  and  Medical  Care, 
and  $59.00  to  the  American  Medical  Education 
Foundation. 

The  annual  Doctor’s  Picnic  will  be  held  in  July. 

Ruth  R.  Sager  (Mrs.  William  L.) 

Chairman,  Publicity  Committee 

Northampton-Accomac. 

The  spring  meeting  of  this  Auxiliary  was  held 
on  April  9th  at  the  home  of  Mrs.  W.  Carey  Hen- 
derson, with  1 7 memliers  and  2 guests  present.  Mrs. 
Lee  S.  Liggan  and  Mrs.  John  R.  St.  George,  presi- 
dent and  president-elect  of  the  State  .Auxiliary,  were 
guest  speakers.  .A  social  jieriod  and  tea  followed 
the  business  meeting. 

.A  Doctor’s  Day  Party  was  held  on  Alarch  50th 
at  the  home  of  Dr.  and  Mrs.  Joseph  E.  Gladstone. 


“Heedless  Horsepower” 


“Heedless  Horsepower”  has  been  named  by  The 
Travelers  Insurance  Companies  as  the  fundamental 
cause  of  our  evermounting  toll  of  disaster  on  U.S. 
highways. 

The  23rd  annual  highway  safety  booklet  published 
by  The  Travelers  this  year  reports  on  the  1956 
highway  toll  that  saw  40,000  Americans  lose  their 
lives  and  2,368,000  more  injured — an  increase  of 
nearly  six  per  cent  in  fatalities  and  almost  10  per 
cent  in  injuries  over  the  1955  record.  More  than 
2,700,000  copies  of  the  booklet  have  been  printed 
for  free  distribution. 

“Everx’one  who  is  in  a position  to  influence  drivers 
should  learn  that  horsepower,  in  the  hands  of  the 
heedless,  is  the  fundamental  cause  of  our  ever- 
mounting  toll  of  disaster,”  the  booklet  stated. 


Despite  the  large  number  of  safety  devices  em- 
bodied  in  cars  today,  any  combination  of  sjieed  plus 
carelessness,  thoughtlessness  and  lack  of  considera- 
tion turns  the  present  high-powered  cars  into  missiles 
of  death. 

In  reviewing  last  year’s  grim  record,  the  report 
shows  that  excessive  speed  again  topjied  the  list  of 
driver  actions  resulting  in  death.  .A  total  of  13,830 
died  and  798,920  were  injured  in  crashes  blamed  on 
speed. 

.Another  dismal  mark  on  the  record  was  the  num- 
ber of  pedestrian  fatalities.  8,080  killed  and  225,- 
000  injured — an  increase  of  nearly  3,000  casualties 
over  1955’s  figure  and  marking  the  first  time  in  six 
years  this  figure  has  not  lowered  from  the  year  before. 
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Book  AnnouiKemmts 


Books  received  for  review  are  promptly  acknowl- 
edged in  this  column.  In  most  cases,  reviews  will 
be  published  shortly  after  the  acknowledgement  of 
receipt.  However,  we  assume  no  obligation  in  re- 
turn for  the  courtesy  of  those  sending  us  same. 

The  Prevention  of  Disease  in  Everyday  Practice.  Bv 
ISADORE  GIVXER,  B.S.,  M.D.,  F.A.C.S..  Associate 
Clinical  Professor  of  Ophthalmology.  New  York 
University  Post-Graduate  Medical  School;  Direc- 
tor of  Ophthalmology,  New  York  Citv  Hospital; 
etc.  And  MAURICE  BURGER.  M.Sc..  M.D.,  C.M., 

F. A.C.P.,  Associate  Professor  of  Med,iciue,  Xew 
York  University  Post-Graduate  Medical  School: 
Attending  Physician  and  Director,  Department  of 
Clinicnl  Pathology,  University  Hospital;  etc.  And 
Contributors.  The  C.  V.  Mosby  Company,  St.  Louis. 
19,55.  964  pages.  With  50  Text  Illustrations  and 
Frontispiece  in  Color.  Price  .?20.00. 

The  Prevention  of  Disease  In  Everyday  Practice 
is  a volume  of  964  pages  with  27  chapters,  each 
chapter  covering  an  aspect  of  preventive  medicine. 
The  book  is  of  value  to  the  general  practitioner,  not 
as  a volume  to  be  read  through,  but  as  a reference. 
A fair  number  of  good  charts  are  scattered  through 
the  reading  material  and  most  of  the  reading  mate- 
rial is  concise  with  definite  statements  as  to  treat- 
ments known  or  unknown. 

The  book  is  recommended  as  a reference. 

THOM.4S  D.  McC.4.hill,  M.D. 

The  Care  of  the  Expectant  Mother.  Bv  JOSE- 
PHIXE  BARXES,  M.A.,  D.M.  (OXOX),  M.R.C.P. 
(London),  F.R.C.S.  (England),  F.R.C.O.G.,  Assistant 
Obstetrician  and  Gynecologist,  Charing  Cross  Hos- 
pital and  Elizabeth  Garrett  Anderson  Hospital : 
Surgeon,  Marie  Curie  Hospital.  Philosophical 
Library,  Xew  York.  1957.  270  pages.  Illustrated. 
Cloth.  Price  :?7.50. 

Notes  On  Atomic  Energy  For  Medical  Officers.  An 
Introduction  to  the  subject  for  Service  and  other 
Medical  Officers  who  may  be  concerned  with  de- 
fence against  atomic  bombs  and  similar  problems. 
By  The  Royal  Xaval  Medical  School,  Alverstoke. 
Hampshire,  England.  Philosophical  Libran.-,  Xew 
York.  1957.  169  pages.  Illustrated.  Cloth.  Price 
$4.75. 

Connective  Tissue  In  Health  and  Disease.  Edited  by 

G.  ASBOE-HAXSEX.  M.D.,  Connective  Tissue  Re- 
search Laboratory,  University  Institute  of  Medical 
Anatomy,  Copenhagen.  Copenhaven,  Eljnar  Munks- 
gaard.  Xew  York,  The  Philosophical  Library.  1957. 
321  pages.  Illustrated.  Cloth.  Price  $15.00. 

Practical  Diagnosis  and  Treatment  of  Liver  Disease. 
By  CARROLL  MOTOX  LEAVY,  M.D.,  Director  of 
Clinical  Investigation,  Director  of  the  Outpatient 
Department,  and  Attending  Physician,  Jersey  City 
Medical  Center,  Jersey  City,  X.  J. ; Consultant  in 
Medicine,  U.  S.  Xaval  Hospital,  St.  Albans,  X.  Y. 
Foreword  by  Franklin  M.  Hanger,  M.D.,  Professor 
of  Medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University.  Illustrations  by  Felix  Trau- 
gott.  Paul  B.  Hoeber,  Incorporated,  Xew  York. 
1957.  xii-336  pages.  Illustrated.  Cloth.  Price  $8.50. 


Battle  For  the  Mind.  By  WILLIAM  SARGAXT.  M.D., 
London,  England.  Doubleday  & Company,  Garden 
City,  Xew  York.  1957.  263  pages.  With  illustra- 
tions. Cloth.  Price  $4.50. 

Experimental  Psychology  and  Other  Essays.  By  I.  P. 
PAVLOV.  Philosophical  Library,  Xew  York.  1957. 
653  pages.  Cloth.  Price  $7.50. 

Clinical  Laboratory  Methods.  By  W.  E.  BRAY,  B.A., 
M.D.,  Consulting  Laboratory  Director,  Martha  Jef- 
ferson Hospital,  Charlottesville,  Virginia;  formerly 
Professor  of  Clinical  Pathology,  University  of  Vir- 
ginia and  Director  of  Clinical  Laboratories,  Uni- 
versity of  Virginia  Hospital.  St.  Louis,  The  C.  V. 
Mosby  Company.  1957.  731  pages.  With  121  text 
illustraticns  and  18  color  plates.  Cloth.  Price  89.75. 

Albert  Schweitzer.  The  Story  of  His  Life.  By  JEAX 
PIERHAL.  Philosophical  Library,  Xew  York.  1957. 
160  pages.  Illustrated.  Cloth.  Price  $3.00. 

Baruch  Spinoza.  The  Road  To  Inner  Freedom.  The 
Ethics.  Edited  and  with  an  Introduction  by  DAGO- 
BERT  D.  RUXES.  Philosophical  Library,  Xew 
York.  1957.  215  pages.  Cloth.  Price  $3.00. 

General  Urology.  By  DOXALD  R.  SMITH,  M.D., 
Clinical  Professor  of  Urology  and  Chairman  of  the 
Department  of  Urology,  University  of  California 
School  of  Medicine,  San  Francisco;  etc.  Lange 
Medical  Publications,  Los  Altos,  California.  1957. 
328  pages.  Illustrated.  Price  $4.50. 

The  Fight  For  Fluoridation.  By  DOXALD  R.  Mc- 
XEIL.  Xew  York.  Oxford  University  Press.  1957. 
x-241  pages.  Cloth.  Price  $5.00. 

The  Compleat  Pediatrician.  Practical,  Diagnostic, 
Therapeutic  and  Preventive  Pediatrics.  Seventh 
Completely  Rewritten  Edition.  By  W.C.  DAVISOX, 
M.  D.,  Professor  of  Pediatrics,  Duke  University 
School  of  Medicine.  And  JEAXA  DAVISOX 
LEVIXTHAL,  M.  D.,  Instructor  in  Pediatrics.  Uni- 
versity of  Michigan  School  of  Medicine.  Duke 
University  Press;  Durham.  Xorth  Carolina.  1957. 
Price  $4.25  by  check  with  order,  or  $4.50  on  credit. 

Expectant  Motherhood.  By  XICHOLSOX  J.  EAST- 
MAX,  M.  D.,  Professor  of  Obstetrics,  Johns  Hop- 
kins University  and  Obstetrician-in-Chief,  Johns 
Hopkins  Hospital.  Third  Edition,  Revised.  Boston. 
Little,  Brown  and  Company.  1957.  xiv-198  pages. 
Cloth.  Price  $1.75. 

Gynecologic  Therapy.  By  WILLIAM  BICKERS,  M.  D., 
Attending  Gynecologist  to  Richmond  Memorial, 
Retreat  for  the  Sick,  Sheltering  Arms,  Richmond 
Community  and  Evangeline  Booth  Hospitals,  Rich- 
mond, Virginia.  Charles  C.  Thomas,  Springfield, 
Illinois.  1957.  xiii-158  pages.  Cloth.  Price  $4.25. 

The  Riddle  of  Stuttering.  By  C.  S.  BLUEMEL,  M.  D., 
The  Interstate  Publishing  Company,  Danville, 
Illinois.  1957.  142  pages.  Hard  bound  $3.50  and 
paper  bound  $1.50. 

Liver,  Biliary  Tract  and  Pancreas.  By  FRAXK  H. 
XETTER.  M.  D.  Edited  by  Ernst  Oppenheimer, 
M.  D.  The  Ciba  Collection  of  Medical  Illustrations. 
Volume  3.  A Compilation  of  Paintings  on  the 
Xormal  and  Pathologic  Anatomy  of  the  Digestive 
Svstem.  Commissioned  and  published  by  Ciba. 
1957.  ix-165  pages.  133  Full-Color  Plates.  Price 

$10.50. 
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A SPECIAL  COMMITTEE  ON  BLUE  SHIELD  RELATIONSHIPS  has  been  ap- 
pointed by  Dr.  Hagood  and  is  already  hard  at  work.  Headed  by  Dr.  Harold  W.  Miller, 
Woodstock,  the  Committee  is  gathering  information,  suggestions,  etc.,  which  will  help 
considerably  in  its  efforts  to  bring  about  better  understanding  and  cooperation  between 
physicians  and  the  Blue  Shield  plans.  Members  of  the  Committee  are  Dr.  Carl  W.  Mea- 
dor, Richmond,  Dr.  William  Barney,  Lynchburg,  and  Dr.  Reverdy  H.  Jones,  Jr.,  Roa- 
noke. 

THE  HOUSE  ARMED  SERVICES  COMMITTEE,  in  an  effort  to  replace  the  special 
doctor  draft  act  which  expires  June  30,  has  approved  an  amendment  to  the  regular 
draft  act.  It  was  drawn  up  by  the  Committee  staff  and  differs  from  the  bill  offered 
by  the  Defense  Department.  The  new  bill  would: 

1.  Authorize  the  special  call-up  of  physicians,  dentists,  and  allied  specialists  through 
age  3 5 if  they  have  had  educational  deferments;  they  would  be  drafted  as  mem- 
bers of  their  professions,  rather  than  by  age  groups,  as  is  the  case  with  other  draft 
registrants. 

2.  Continue  the  National,  State  and  Local  Medical  Advisory  Committees  to  Selec- 
tive Service  System;  in  its  bill  Defense  Department  did  not  ask  to  have  the 
committees  continued,  explaining  that  this  was  a Selective  Service  matter  and 
Selective  Service  had  not  requested  they  be  retained. 

3.  Continue  several  provisions  that  were  in  the  special  doctor  draft  act,  but  not  in 
the  Department’s  bill,  including:  right  of  doctors  to  volunteer  for  and  be  com- 
missioned at  an  early  date,  right  of  doctors  to  resign  their  commissions  after  12 
months  or  more  of  active  duty,  provision  for  use  of  alien  physicians  in  the  mili- 
tary services. 

AN  INCREASE  IN  DOCTORS-TROOPS  RATIO  has  been  "vetoed”  by  the  House 
Armed  Services  Committee.  The  planned  increase,  announced  recently  by  military 
witnesses,  was  from  the  present  3 per  1,000  to  3.4.  Chairman  Vinson  said  the  veto 
would  not  be  binding  on  the  services,  but  would  "put  the  Appropriations  Committee 
on  the  alert”  to  deny  funds  to  finance  the  additional  military  physicians.  It  was  esti- 
mated that  holding  the  ratio  at  3 would  eliminate  the  need  for  an  extra  1,000  physi- 
cians. 

TRADE  MAGAZINES  have  reported  that  $32  million  was  spent  during  1956  on  tele- 
vision spots  for  drug  products.  This  included  $6  million  to  advertise  cold  remedies,  $4 
million  for  headache  remedies,  and  $7  million  for  indigestion  remedies. 


THE  USE  OF  SAFETY  BELTS  has  been  endorsed  by  two  crash  injury  researchers  in 
testimony  before  a special  sub-committee  of  the  House  Interstate  and  Foreign  Com- 
merce Committee.  Mr.  John  O.  Moore  and  Mr.  Edward  R.  Dye,  Cornell  University, 
stated  that  manufacturers  would  probably  equip  autos  with  belts  when  the  public  makes 
it  plain  it  wants  the  added  protection. 

Mr.  Moore  told  of  results  of  a study  of  actual  auto  accidents,  where  cars  equipped  with 
the  safety  belts  were  matched  against  other  cars  not  so  equipped  and  involved  in  sim- 
ilar accidents.  It  was  found  that  use  of  the  belt  reduces  human  injuries  by  60%.  In 
answer  to  published  criticism  of  the  belts,  he  said  these  opposition  claims  were  based 
on  test  "accidents”,  using  dummies,  where  the  cars  were  rammed  into  solid  obstacles, 
a type  of  accident  that  makes  up  only  16%  of  the  total  accidents  in  the  country. 

The  Cornell  research  project  has  the  cooperation  of  14  states,  including  Virginia,  and 
others  have  indicated  they  wish  to  participate.  The  project  screens  about  12,000  ac- 
cidents a year. 

A NEW^  DRAMATIC  FILM  pointing  up  ways  of  preventing  professional  liability 
claims  and  suits  will  be  available  July  1 for  medical  society  meetings.  This  new  film 
entitled  "The  Doctor  Defendent”,  is  the  second  in  a series  of  films  on  various  medico- 
legal problems  being  produced  by  the  Wm.  S.  Merrill  pharmaceutical  company  in  coop- 
eration with  the  American  Medical  Association  and  the  American  Bar  Association. 
Bookings  may  be  arranged  through  AMA’s  Film  Library  or  the  State  Office  of  The  Med- 
ical Society  of  Virginia.  It  will  be  shown  for  the  first  time  Wednesday,  June  5,  during 
the  AMA’s  annual  meeting  in  New  York  City. 

THE  AMERICAN  MEDICAL  PROFESSION  is  urged  to  reiterate  its  support  of  the 
Jenkins-Keogh  plan.  The  bills  (H.R.  9 and  10)  now  before  the  Congress  would  permit 
a self-employed  person  to  put  a small  part  of  his  income  into  a retirement  fund,  de- 
ferring payment  of  taxes  on  that  amount  until  it  is  received  in  the  form  of  retire- 
ment benefits.  The  legislation  has  the  strong  support  of  the  AMA. 

Opposition  to  this  legislation  has  been  voiced  by  the  Treasury  Department,  with  the 
claim  that  it  will  result  in  a loss  of  tax  revenue.  Proponents  of  the  Jenkins-Keogh  plan 
maintain  that  the  resulting  expansion  of  the  nation’s  economy  would  result  in  an  increase 
in  tax  revenue. 

Heading  the  national  campaign  to  promote  Jenkins-Keogh  is  the  American  Thrift  As- 
sembly, with  headquarters  in  Washington.  Cooperating  in  its  work  are  many  national 
associations,  including  AMA,  American  Bar  Association  and  American  Dental  Asso- 
ciation. Pamphlets  on  Jenkins-Keogh  are  available  at  the  Assembly’s  offices,  1025  Con- 
necticut Avenue,  N.W.,  Washington,  D.  C. 


CONTRIBUTE  NOW  TO  A.M.E.F. 


Editorial . . . . 


The  Rise  of  the  Medical  Travel  Club 


REMARKABLE  phenomenon  of  the  current  medical  scene  is  the  growth  of 
small  medical  travel  clubs  since  World  War  II.  These  societies  are  not  peculiar 


to  the  past  decade  but  the  considerable  number  formed  during  recent  years  and  the 


relative  youth  of  the  members  in  the  later  organizations  suggest  that  they  are  here 
to  sta}'  and  doubtless  will  increase  in  number  and  popularity  for  many  years. 

War  time  association,  especially  during  overseas  service,  has  been  the  stimulus  that 
led  to  the  formation  of  many  of  these  organizations.  The  Eclat  Club  of  World 
War  1 vintage  probably  was  the  first  of  the  modern  travel  clubs.  The  Southern  Society  of 
Clinical  Surgeons,  which  was  formed  about  thirty  years  ago,  chiefly  by  young  sur- 
geons in  Richmond  and  Atlanta,  has  been  the  prototype  for  a number  of  similar 
organizations.  The  Surgeons  Club,  which  met  in  Richmond  this  April,  draws 
largely  from  the  norlJi  and  middle  west.  This  w'as  organized  after  the  Southern  Society 
of  Clinical  Surgeons  visited  Rochester,  and  the  younger  men  at  the  Mayo  Clinic  saw 
possibilities  for  knowledge  as  well  as  recreation  in  such  an  organization. 

Xecessary  ingredients  for  a travel  club  are  a group  of  kindred  spirits  in  the  same 
held  of  endeavor  and  an  energetic  secretary.  The  latter  is  essential.  An  early  decision 
must  he  made  as  to  whether  the  wives  should  be  invited,  .\rguments  have  been  ad- 
vanced on  both  sides  of  the  question  but  the  general  impression  is  that  fewer  arguments 
result  if  they  are  invited. 

A second  question  arises  several  years  after  the  group  is  formed.  This  concerns 
whether  a senior  list  should  be  set  up  and  younger  members  taken  in  as  the  older 
ones  graduate  to  a more  inactive  status.  One  inlierent  difficulty  in  this  plan  is  the 
lack  of  desire  on  the  part  of  the  older  members  to  become  senior  members.  An  alter- 
nate method  is  to  close  the  membership  and  “grow  old  gracefully  together”.  This 
latter  decision  is  usually  reached  late  at  night  following  an  evening  in  which  con- 
siderable alcohol  was  consumed.  The  drawback  to  the  “growing  old  gracefully” 
business  is  that  not  only  do  the  members  grow  older  but  time  takes  its  toll  and  sc-me 
of  them  pass  to  tlieir  reward  with  the  result  that  the  remaining  brothers  become 
increasingly  aware  of  the  widening  gaps  in  the  ranks.  The  final  meetings  of  such 
an  organization  may  not  be  altogether  happy  ones. 

The  size  of  a travel  club  depends  upon  several  factors.  ^ledical  groups  tend  to 
be  larger  than  surgical  clubs  for  the  latter  should  be  small  enough  to  permit  the 
members  to  view  operations  without  contaminating  the  operative  field.  The  e.vtent 
of  the  area  from  which  the  organization  draws  its  membership  may  also  be  a deter- 
mining factor  in  establishing  the  size  of  the  club.  Some  societies  confine  their  pro- 
grams to  papers  prepared  by  members  of  the  organization.  Other  groups  dej)end 
on  tlie  medical  centers  they  visit  to  furnish  the  program.  Some  travel  clubs  meet 
only  in  the  home  towns  of  members  while  others  make  a point  of  never  meeting  in 
the  geograpliical  area  from  which  the  membership  is  drawn. 

All  in  all  it  is  a pleasant  and  painless  way  to  obtain  medical  knowledge.  The 
only  deterring  factor  may  be  a reluctance  on  the  part  of  the  more  popular  medical 
institutions  to  prepare  an  ever  increasing  numlrer  of  clinics  for  the  visiting  doctors. 
Fortunately  this  saturation  point  has  not  been  reached  and  it  is  to  be  hoped  that  it 
is  still  far  in  the  future.  Meanwhile  the  travel  clubs  increase  in  popularity  and 
number. 


H.J.W. 


VoL.  84,  JuxE,  1957 


327 


Society  Proceedings 


The  Virginia  Orthopaedic  Society 

Held  its  annual  scientific  program  on  April  12 
and  13  at  the  Homestead,  Hot  Springs.  The  Friday 
afternoon  program  was  a panel  discussing  medi- 
colegal problems.  The  meeting  was  called  to  order 
bv  tlie  President,  Dr.  Beverley  Clary.  Tbe  panel 
consisted  of  Dr.  Charles  Franklin,  Charlottesville; 
.\ttorney,  George  .\llen,  Sr.,  Richmond,  represent- 
ing the  plaintiff's  side  of  various  problems;  Mr. 
Richard  Williams,  Attorney,  of  Richmond,  represent- 
ing the  defendant's  side  of  the  problem;  Mr.  C.  C. 
Harper,  Attorney,  Richmond,  claims  adjuster  repre- 
senting the  insurance  company’s  attitude  toward 
these  problems.  Moderator  was  Dr.  W illiam  M. 
Deyerle.  .A.  very  lively  question  and  answer  period 
ensued.  It  was  felt  that  there  was  a very  satisfactory 
solving  of  initial  problems  involving  medical  and 
legal  professions  and  that  both  groups  benefit  from 
this  type  of  seminar.  .A  cocktail  party  and  dinner 
for  members,  guests  and  their  wives  were  enjoyed 
by  all. 

The  following  morning,  a mock  trial  was  pre- 
sented. Dr.  Charles  Franklin,  Charlottesville  was 
acting  judge.  Air.  Wilbur  .Allen.  .Attorney  of  Rich- 
mond, was  lawyer  for  the  plaintiff.  Air.  Richard 
\Wlliams  was  the  attorney  in  behalf  of  the  defendant. 
Dr.  AI.  |.  Hoover  and  Dr.  William  AI.  Deyerle  were 
the  two  e.xpert  medical  witnesses.  The  case  involved 
a patient  sitting  still  at  a stop  light,  struck  from  the 
rear  by  another  car,  receiving  a neck  injury.  The 
case  was  presented  in  its  entirety  and  was  followed 
by  open  discussion.  The  entire  case,  as  well  as 
the  discussion  has  been  recorded  and  is  available 
for  use  by  interested  parties.  It  was  felt  that  this 
was  an  excellent  may  of  bringing  out  the  actual  pro- 
cedures involved  in  medicolegal  cases  while  being 
tried. 

.A  color  movie  was  shown  of  the  Scuderi  Pros- 
thesis. This  was  exceptionally  well  done  and  en- 
joyed by  all. 

Dk.  Wm.  AI.  Deyerle,  Secretary 

The  Danville-Pittsylvania  Academy  of  Med- 
icine 

Alet  at  the  Danville  Countrv  Club  on  Alay  10. 

The  .Academy  was  honored  at  that  time  to  have 
as  its  guests  speaker  Dr.  John  Sessioms.  .Assistant 
Professor  of  Aledicine,  F'niversity  of  North  Caro- 
lina School  of  Aledicine,  who  spoke  on  the  Physio- 


logical .Approach  to  the  Diagnosis  and  Treatment  of 
Peptic  Fleer. 

Southwestern  Virginia  Medical  Society. 

The  annual  spring  meeting  of  this  Society  was 
held  on  .April  25th,  at  the  Alartha  Washington  Inn 
in  .Abingdon.  The  following  program  was  presented : 
.A  case  presentation,  with  movie,  on  patient  with 
Traumatic  .A A’  Fistula  of  17  years  Duration.  Re- 
paired with  Surgery  by  Drs.  R.  L.  .A.  Keeley,  Daniel 
Leavitt,  and  Hugh  H.  Trout,  Jr.,  Roanoke;  Con- 
genital Hemolytic  Icterus — a case  presentation  and 
brief  discussion  of  the  role  of  splenectomi'  in  this 
ana  associated  cases — by  Dr.  Thomas  W.  Green, 
Bristol,  Tenn. ; and  a panel  on  The  General  and 
Aledical  .Aspects  of  Pulmonary  Diseases  with  Dr. 
Edward  S.  Ray,  Richmond,  as  moderator,  and  Drs. 
William  .Anderson,  Harland,  Ky.,  Blake  Fawcett, 
Radford,  and  .Allen  Barker,  Roanoke,  as  partici- 
pants. The  speaker  for  the  evening  program  was 
Dr.  Charles  .A.  Hufnagal,  Professor  of  Surgery. 
Georgetown  Fniversity,  Washington,  D.  C. 

Norfolk  County  Medical  Society. 

.At  the  meeting  of  this  Society  on  .April  15th.  Dr. 
Philip  S.  Barba,  .Associate  Professor  of  Pediatrics. 
Temple  Fniversity,  Philadelphia,  spoke  on  Practical 
-Aspects  of  Growth  and  Development. 

Richmond  Academy  of  Medicine. 

The  General  Practice  program  of  the  .Academy 
was  held  on  .April  23rd.  Guest  speaker  was  Dr. 
J.  S.  DeTar,  Alilan,  Alichigan,  his  subject  being 
Cancer  Detection  in  the  Office  of  the  Generalist. 
Dr.  DeTar  is  the  immediate  past  president  of  the 
.American  .Academy  of  General  Practice. 

The  Neuropsychiatric  Society  of  Virginia, 
District  Branch,  .A.  P.  .A.,  held  its  spring  meeting 
at  the  Fniversity  of  Ahrginia  on  April  17th.  Dr. 
Hiram  W.  Davis,  Commissioner  of  Alental  Hygiene 
and  Hospitals,  spoke  during  the  dinner  meeting. 

New  officers  are:  President,  Dr.  Thomas  F. 
Coates,  Jr.,  Richmond;  president-elect.  Dr.  Weir  AI. 
Tucker,  Richmond;  and  secretary-treasurer,  Dr. 
\A'illiam  D.  Buxton,  Charlottesville. 

Plans  are  being  formulated  to  have  the  fall  meet- 
ing of  the  Society  on  October  27th  at  The  Shore- 
ham  in  Washington,  in  conjunction  with  the  annual 
meeting  of  The  Aledical  Society  of  Adrginia. 
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New  Members. 

Since  the  list  published  in  the  May  issue  of  the 
Monthly,  the  following  new  members  have  been 
admitted  into  The  ISIedical  Society  of  Virginia : 
Robert  Andrew  Aljernathy,  Jr.,  M.D.,  Richmond 
John  Powell  Anderson,  ISI.D.,  Waynesboro 
William  Henry  Christian,  Jr.,  M.D.,  Roanoke 
Martel  Jennings  Dailey,  M.D.,  Reedville 
Robert  Riddick  Gatling,  iM.D.,  Roanoke 
Romulo  F.  Gonzales,  M.D.,  Petersburg 
Marjorie  Helgans  Hughes,  M.D.,  Arlington 
James  Brooke  Hutt,  Jr.,  M.D.,  Warrenton 
Frank  Dargan  McKenney,  Jr.,  IM.D.,  Salem 
Margueritte  Kersey,  M.D.,  Peterstown,  W.  Va. 
William  W.  Kersey,  Jr.,  M.D.,  Peterstown,  \\’.  Va. 
Marilyn  L.  Miles,  M.D.,  Norton 
Sam  Chapman  Pascoe,  M.D.,  Annandale 
Joseph  C.  Placak,  M.D.,  Abingdon 
Roy  Randolph  Powell,  M.D.,  Portsmouth 
David  W.  Richardson.  M.D.,  Richmond 
Walter  Dean  Warren,  M.D.,  Charlottesville 

State  Board  of  Medical  Examiners. 

.\t  the  meeting  of  the  Board,  held  December  5-7, 
1956,  the  following  doctors  were  licensed  by  exam- 
ination : 

Ingeborg  Ahrens,  Farmingdale,  N.  V. 

Victor  Simone  .'\llen,  Howard,  R.  I. 

Wilhelm  Michael  Baade,  Petersburg 
.Addison  Barman,  Ridgewood,  N.  Y. 

Rudolph  .Anton  Josef  Benda,  Sykesville,  Aid. 
David  Simpson  Borland,  Richmond 
Robert  Richardson  Bowen,  Richmond 
\\'illiam  Everett  Boyd,  Norfolk 
Robert  Bravo-Fourcaud,  Brooklyn.  N.  Y. 

Robert  James  Buchanan,  Norfolk 
Yalentina  Bulubash,  Northville,  Alich. 
Christopher  M.  G.  Buttery,  Roanoke 
David  John  Cracovaner,  Portsmouth 
William  Dakos,  Birmingham,  .Ala. 

•Adel  I.  Demiray,  Kansas  City,  AIo. 

Raymond  Douglas  Dyer,  Jr.,  Portsmouth 
Yousif  Rizkala  Ghazala,  Brooklyn,  N.  Y. 

Panos  George  Gregoriou,  Norfolk 
Rudolf  W.  Hoane,  Charlottesville 
Cecil  Hougie,  Charlottesville 
Edward  Sidney  Hunter,  Jr.,  Norfolk 
.Abdol  H.  Islami,  Newark,  N.  J. 

John  Spencer  Jeremiah,  Roanoke 
Elena  .Astra  Kalvis,  New  AMrk,  N.  A’. 


Colin  Henri  Gard  Kendall,  Petersburg 
Erich  Karl  Lang,  Baltimore,  Aid. 

Hannah  V.  Leonhardt,  Danville 
Rowena  Taung-ying  Li,  Brooklyn,  N.  Y. 

George  Nicholas  Lipsky,  Crownsville,  Aid. 

Elmer  Francis  Lowry,  Jr.,  .Alexandria 
AYlker  W.  .A.  Luethy,  Chicago,  111. 

Roger  J.  Aladiou,  New  A’ork,  N.  Y. 

Hans  Alarienfeldt,  Danville 

Rafael  .Antonio  Alontan,  Brooklyn,  N.  Y. 

Leopoldo  Segismundo  Aloreno,  Lincoln,  111. 

Charles  Hilary  Aloseley,  Jr.,  Richmond 

.Antonio  J.  Alunoz,  Roanoke 

Lon  William  O’Bannon,  Jr.,  Alemphis,  Tenn. 

Patrick  O’Connell,  Winchester 

John  Kenworthy  Ogden,  Petersburg 

Sister  Joseph  Ignatius  Owang,  Cincinnati,  Ohio 

Jean  Peng,  Flushing,  N.  Ak 

Joseph  George  Polusky,  Flint,  Alichigan 

Werner  Prinz,  Washington,  D.  C. 

Gerd-Welfhard  Prowe,  New  A'ork,  N.  A’. 

Carlos  .Amat  Redo,  Danville,  Penn. 

Joseph  .A.  Sabri,  Washington,  D.  C. 

.Angel  Enrique  Sacoto,  Washington,  D.  C. 

.Andrew  Constantine  Sawchuk,  Charleston,  \A'.  Ya. 
Enrique  Schwarz,  New  A’ork,  N.  A’. 

Heinz-Otto  Silbersiepe,  Washington,  D.  C. 
Clifford  Sparow,  Richmond 
.Anton  Strohofer,  Baltimore,  Aid. 

Laszlo  Szabo,  Colonial  Heights 
A’asuo  Takahaski,  Richmond 
Hooshang  Tayebi,  New  A’ork,  N.  A’. 

Doris  Lee  .Arnold  Thurman,  Durham,  N.  C. 
Ekrem  Suleyman  Turan,  Ft.  Devens,  Alass. 
Zygmunt  Wegielski,  Petersburg 
Edward  Somers  White,  Bloxom 
Derek  William  Williams,  Roanoke 

The  following  was  licensed  by  endorsement  of 
credentials; 

Powell  Ev^ans  .Adams,  Norlina,  N.  C. 

Roy  Ernest  .Albert,  .Alexandria 
Samuel  Wesley  .Atkins,  Jr.,  Danville 
Alurray  White  Ballenger,  .Alexandria 
Robert  .Anthony  Ballou,  Portsmouth 
Frederick  Bernard  Becker,  Portsmouth 
Louis  Goodno  Britt,  Wise 
Donald  L.  Brummer,  Richmond 
Frank  Wooldridge  Buckner,  Alartinsville 
.Arthur  Burgerman,  Washington,  D.  C. 
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Richard  Russell  Chamberlain,  Roanoke 
Frederic  Bridgham  Champlin,  Richmond 
Frederick  Andrew  Clark,  Jr.,  Richmond 
Margaret  Eleanor  Crowder,  Petersburg 
Donald  Herbert  Cummings,  ^^'ashington,  D.  C. 
Jack  Leon  Derzavis,  Arlington 
Marshall  Ernest  Ditzler,  Arlington 
Frederick  Young  Uonn,  Washington,  D.  C. 
Edward  Charles  Emerson,  St.  Paul,  Minn. 
George  Carleton  Evans,  Phoebus 
Blake  Eawcett,  Radford 
Edward  James  Gallagher,  Fairfa.x 
Herbert  Martin  Griffin,  \\’ashington,  D.  C. 

John  F.  Gillespie,  ^^’ashington,  D.  C. 

Julian  Ira  Gilliam,  Roanoke 

Charles  William  Grady,  Roanoke 

Ronald  Lome  Hamilton,  Binghamton,  New  York 

Charles  Edmund  Hannan,  Arlington 

James  Karr  Hinton,  South  Boston 

.\nselm  Charles  Holm,  Harlan,  Kentucky 

Royce  Eugene  House,  Kensington.  Maryland 

David  Milford  Hume,  Richmond 

.Mfred  Gadsden  Johnson,  Petersburg 

James  Andrew  Kehoe,  ^^'ashington,  I).  C. 

Audrey  Cox  King,  Richmond 

Donald  Perry  King,  Richmond 

Rene  Brown  Ledbetter,  Roanoke 

John  Kline  Livingood,  Herndon 

John  Oliver  Martin,  Falls  Church 

Eugene  Arthur  Mason,  Williamsburg 

James  Roljert  McClelland,  Arlington 

John  Tosh  McLelland,  Roanoke 

Charles  William  Metcalf,  Triangle 

Clifton  Malvin  ^loore,  Norfolk 

John  .Mphonsus  O'Donnell,  Washington,  D.  C. 

Thomas  Edward  Padgett,  Portsmouth 

Seymour  David  Rockoff,  Alexandria 

Bertram  Francis  Schaefer,  Washington,  D.  C. 

Bettye  Sue  Corpening  Schurter,  Galax 

Mildred  Elizabeth  Sheesley,  Western  Port,  Md. 

Luther  Jerome  Smith,  II,  Williamsburg 

Daniel  Sondheimer,  Washington,  D.  C. 

Bate  Carpenter  Toms,  Jr.,  Martinsville 
.\rthur  Alvin  Turner,  Norfolk 
David  Kimball  Webster,  Staunton 
David  Colwell  Wherry,  Alexandria 
Wesley  William  Wieland,  Staunton 
\^'allace  Mason  Yater,  Washington,  D.  C. 

The  ne.xt  meeting  of  the  Yirginia  Board  of  Medi- 
cal Examiners  will  be  held  at  the  Richmond  Hotel, 
Richmond,  June  12th.  Examinations  will  be  held 
June  13-15,  inclusive. 


Faculty  Appointments. 

The  following  faculty  appointments  have  been 
announced  for  the  School  of  Medicine,  University 
of  Yirginia: 

Dr.  Howard  Hicks  Ashbury,  Instructor  in  Neu- 
rology and  Psychiatry. 

Dr.  Robert  D.  Gardner,  Instructor  in  Neurology 
and  Psychiatry. 

Dr.  Phyllis  R.  Ingram,  Instructor  in  Surgery. 

Dr.  James  E.  John,  Instructor  in  Pathology. 

Dr.  Morris  A.  Lambdin,  Assistant  Professor  of 
Pediatrics. 

Dr.  James  B.  Littlefield,  Instructor  in  Surgery. 

Dr.  Philip  Beverly  Peters.  Richmond,  part-time  i 

Instructor  in  Oral  Surgery.  | 

Dr.  Donald  Rathbun,  Instructor  in  Neurology  and  | 
Psychiatry,  and  Acting  Director  of  the  Seizure  Con- 
trol Clinic.  • I 

Dr.  Richard  Coffman,  part-time  Instructor  in  Sur-  ; 

gery.  \ 

Dr.  Burke  McGuire  Smith,  Roanoke,  Yisiting  Lec- 
turer in  Clinical  Psychology.  ' 

Dr.  Morton  C.  \\’ilhelm.  Clinical  Instructor  in 
Surgery. 

Dr.  Ian  Stevenson,  one  of  the  outstanding  pjsychia- 
trists  in  tlie  country,  has  been  appointed  Professor 
of  Neurology  and  Psychiatry  and  chairman  of  the 
department  of  neurology  and  psychiatry,  effective 
July  1st. 

Dr.  F.  L.  Angell, 

Roanoke,  has  been  named  chairman  of  the  pro- 
fessional services  division  of  the  Roanoke  Valley 
Polio  Eradication  campaign.  Dr.  Harry  G.  Lockard, 

Jr.,  has  been  appointed  as  chairman  of  the  phy- 
sicians division. 

Dr.  Samuel  Newman, 

Danville,  was  recently  named  “Man  of  the  Month” 
by  The  .\merican  Jewish  Times-Outlook. 

Surgeons  Club. 

Twenty  four  members  of  the  Surgeons  Club  met 
in  Richmond  on  .\pril  11,  12  and  13  as  the  guests 
of  Dr.  Harry  J.  Warthen.  The  first  morning  was 
spent  at  the  Richmond  Memorial  Hospital  where 
a symposium  on  cancer  was  held. 

Dr.  George  Crile  Jr.,  Cleveland,  gave  his  Philoso- 
phy in  the  Treatment  of  Cancer.  Dr.  James  Barrett 
Brown,  St.  Louis,  outlined  the  Surgeix’  of  Cancer 
.\rising  About  the  Head  and  Neck.  Esophageal 
Cancer  was  reviewed  by  Dr.  Charles  B.  Puestow, 
Chicago.  Surgery  in  Cancer  of  the  Lung  was  dis- 
cussed by  Dr.  Richard  H.  Overholt,  Boston.  Dr. 
Howard  Patterson,  New  York,  and  Dr.  C.  W.  Mayo, 
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Rochester,  described  current  therapy  in  Cancer  of 
the  Colon.  In  the  absence  of  Dr.  Richard  R.  Cattell 
of  Boston,  Cancer  of  the  Pancreas  was  dealt  with 
by  Dr.  Ralph  Bowers,  Memphis.  Dr.  Kraeer  h'er- 
guson,  Philadelphia,  spoke  on  Cancer  of  the  Stom- 
ach. Dr.  E.  Lawrence  Keys,  St.  Louis,  and  the 
Drs.  Trimble,  Baltimore,  reviewed  various  aspects 
of  Cancer  of  the  Breast. 

The  afternoon  of  April  12  was  spent  at  the 
McGuire  VA  Hospital  where  a surgical  program 
was  presented  by  Dr.  Ralph  MacDonald  and  mem- 
bers of  the  staff. 

■A.  morning  program  on  April  13  was  given  by 
Dr.  David  Hume  of  the  Medical  College  of  Vir- 
ginia and  the  surgical  staff  of  that  institution. 

Dr.  E.  C.  Joyner, 

Suffolk,  has  been  elected  president  of  the  Suffolk- 
Nansemond  Tuberculosis  and  Health  Association. 
He  will  hold  office  for  two  years. 

Dr.  Preston  Titus 

Was  recently  elected  a vice-president  of  the  Alex- 
andria Community  Health  Center. 

Dr.  Donald  Shotton 

Has  been  named  president  of  the  Lynchburg 
Guidance  Center. 

Portrait  of  Dr.  Dodson. 

A portrait  of  Dr.  A.  1.  Dodson,  Sr.,  professor  of 
urology  at  the  Medical  College  of  Virginia,  has  been 
presented  to  the  College  by  former  residents  who 
trained  under  him.  The  portrait  was  presented  dur- 
ing a dinner  honoring  Dr.  Dodson.  It  was  painted 
by  Edmund  Archer  of  Richmond. 

Disposing  of  Unused  Narcotics. 

It  has  been  brought  to  the  attention  of  the  Monthly 
that,  except  in  a few  instances,  nursing  homes  which 
have  in  their  possession  a narcotic  special  tax  stamp 
or  which  have  left  with  them  unused  narcotics  which 
were  furnished  by  physicians  attending  patients, 
have  not  been  properly  disposing  of  said  narcotics, 
upon  release  or  demise  of  patient.  It  is  suggested 
that  nursing  homes  and  physicians,  who  may  be  at- 
tached thereto,  acquaint  themselves  with  -Article  196 
of  Regulation  #5  governing  the  Harrison  Narcotic 
Law. 

Dr.  William  H.  Barney, 

Lynchburg,  has  l)een  re-elected  president  of  the 
Piedmont  Heart  -Association. 

Dr.  Charles  H.  Sackett, 

Lynchburg,  has  been  appointed  as  plant  phy- 
sician for  General  Electric’s  Rectifier  Department. 


New  Headquarters  Building  for  S.M.A. 

The  Southern  Medical  -Association  will  soon  erect 
a modern  headquarters  office  building  in  Birming- 
ham. This  will  be  a split-level  structure,  located 
on  a nearly  one  acre  lot  on  famed  Highland  -Avenue 
at  Niazuma.  The  first  level  will  include  a lobby, 
a room  for  the  Woman’s  -Auxiliary,  reserve  office 
space,  storage  rooms  and  mechanical  eejuipment.  The 
second  level  will  consist  of  a .second  lobby-reception 
area,  a conference-library  room,  e.xecutive  offices, 
business  offices,  the  editorial  department  of  the 
Southern  Medical  Journal,  and  an  employee  lunch- 
room and  lounge.  It  is  expected  that  construction 
will  start  soon  and  the  -Association  hopes  to  occupy 
the  building  during  1957. 

The  American-Korean  Foundation 

-And  the  United  States  -Army  Medical  Service  have 
announced  the  discontinuation  of  their  joint  project 
of  shipping  medical  books  contributed  by  individual 
physicians,  medical  schools,  hospital  and  state  and 
local  medical  societies  to  Korea.  Books  should  not 
be  sent  to  the  Sharpe  General  Depot  in  California 
as  in  the  past  for  facilities  no  longer  exist  for  pack- 
ing and  transshipping  to  Korea. 

Over  77  tons  of  books,  valued  at  $76,000,  have 
been  shipped  to  Korea  for  distribution  to  Korean 
medical  schools. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, 

Roanoke,  has  just  completed  its  Thirtieth  -An- 
nual Spring  Congress  in  Ophthalmology,  Otolaryn- 
gology and  allied  specialties.  The  attendance  was 
one  of  the  largest  in  the  history  of  the  school,  there 
being  forty-two  states  and  five  foreign  countries  rep- 
resented. The  1958  Congress  will  be  held  -April 
14-19. 

Course  in  Postgraduate  Gastroenterology. 

The  -American  College  of  Gastroenterology  an- 
nounces that  its  -Annual  Course  in  Postgraduate  Gas- 
troenterology will  be  given  at  The  Somerset  in  Bos- 
ton, October  24-26.  Subject  matter  to  be  covered, 
from  a medical  as  well  as  surgical  viewpoint,  will 
be  essentially  the  advances  in  diagnosis  and  treat- 
ment, a comprehensive  discussion  of  diseases  of  the 
mouth,  esophagus,  stomach,  pancreas,  spleen,  liver 
and  gallbladder,  colon  and  rectum,  with  special 
studies  of  radiology  and  gastroscopy. 

For  further  information  and  enrollment,  write  the 
College,  33  West  60th  Street,  New  A’ork  23. 

The  American  Psychiatric  Association 

Has  set  uj)  a project  to  study  ways  by  which  a 
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greater  understanding  of  psychiatry  can  be  con- 
veyed to  physicians  in  general  practice.  The  project 
has  been  made  possible  by  a grant  from  the  National 
Committee  .\gainst  Mental  Illness,  ^^'ays  m.ust  be 
explored  to  accomplish  this — by  setting  up  model 
post-graduate  courses,  developing  standards  for 
training,  training  films,  course  materials,  and  above 
all  a broad  promotional  effort  tvhich  will  stimulate 
the  general  practitioner's  interest  in  psychiatix-  and 
community  action  in  this  area. 

American  Board  of  Obstetrics  and  Gynecol- 

ogy- 

.\pplications  for  certification,  new  and  reopened, 
for  the  1958  Part  I examinations  are  now  being  ac- 
cepted. All  candidates  are  urged  to  make  such 
application  at  the  earliest  possible  date.  Deadline 
date  for  receipt  is  September  1,  1957,  and  no  appli- 
cations will  be  accepted  after  that  date. 

Current  bulletins  outlining  present  requirements 
may  be  obtained  by  writing  the  secretary,  Dr.  Robert 
L.  Faulkner.  American  Board  of  Obstetrics  and 
Gynecology.  2105  .\delbert  Road,  Cleveland  6,  Ohio. 

Wanted. 

Pediatrician  to  work  with  a group  in  a private 
hospital.  Salary  commensurate  with  ability.  Please 
address  your  inquiry  to  #100,  care  the  Virginia 
Medical  Monthly,  P.  O.  Box  5085,  Richmond  20, 
Va.  (Adz'.) 

Wanted. 

Internist  to  join  a group  practicing  in  a 150  l)ed 

Obituaries .... 


Dr.  John  Robert  Bagby, 

Pulaski,  died  March  20th  at  the  age  of  eighty- 
eight.  He  received  his  medical  degree  from  the 
University  of  Maryland  in  1893.  Dr.  Bagby  began 
his  medical  practice  in  Buckingham  County  and 
later  served  as  health  officer  of  the  Port  of  Newport 
News.  He  had  been  at  Pulaski  since  1932.  Dr. 
Bagby  was  a Life  Member  of  The  Medical  Society 
of  Virginia,  having  joined  in  1894. 

Two  step-daughters  survive  him. 

Dr.  Brewster  Arthur  Hopkins, 

Well  known  physician  of  Stuart,  died  March  21st, 
following  a heart  attack.  He  had  been  in  poor 
health  for  several  years.  Dr.  Hopkins  was  fifty- 
three  years  of  age  and  a graduate  of  the  Medical 
College  of  Virginia  in  1929.  He  was  prominent 
in  community  affairs,  having  served  as  medical  ex- 


private hospital.  Write  #125,  care  the  Virginia 
Medical  Monthly,  P.  O.  Box  5085,  Richmond  20, 
Va.  (.4df.) 

Wanted. 

Neurosurgeon  to  join  group  practice  in  a group 
of  privately  operated  hospitals.  Interested  appli- 
cants address  your  inquiries  to  #150,  care  the  Vir- 
ginia Medical  Monthly,  P.  O.  Box  5085,  Richmond 
20,  Va.  (Adv.) 

Wanted. 

Radiologist  to  practice  with  a private  group  in 
a group  of  privately  owned  hospitals.  If  interested 
in  this  position,  please  write  #175,  care  the  Virginia 
Medical  Monthly,  P.  O.  Box  5085,  Richmond  20, 
Va.  (Adv.) 

Association  Wanted. 

Otolaryngologist,  35,  family.  University  trained. 
Board  eligible  .\ugust  1957,  seeks  association  with 
individual  or  group  in  location  near  University. 
.\vailable  September  1957.  Write  to  “Otolaryn- 
gologist”. care  the  Virginia  Medical  Monthly,  P.  O. 
Box  5085,  Richmond  20,  Va.  (Adv.) 

Wanted. 

Two  full  time  general  practitioners  or  psychia- 
trists to  work  on  psychiatric  service  of  2000-bed  hos- 
pital, in  medical  and  cultural  locality.  Full-time 
salary  range  S6,000  to  S10,320  (plus  25%  for  certi- 
fication) with  retirement,  insurance,  leave  and  other 
government  benefits.  Citizenship  and  license  by 
some  state  required.  Contact  Manager,  VA  Hospital. 
Roanoke  17,  Va.  (Adf.) 


aminer  for  Patrick  County,  a past  patron  of  the 
Stuart  Eastern  Star,  and  a past  president  of  the 
Stuart  Rotar}-  Club.  He  also  ser\-ed  as  a member  of 
the  [Medical  Advisory  Committee  of  the  Virginia 
Tuberculosis  .Association.  Dr.  Hopkins  was  a past 
president  of  the  Virginia  .Academy  of  General  Prac- 
tice and  had  been  a member  of  The  Medical  Society 
of  A'irginia  for  twenty -seven  years. 

His  father,  two  sisters  and  four  brothers  sursive 
him. 

Dr.  John  Roland  Ellison,  Jr., 

Prominent  Suffolk  physician,  was  drowned  .April 
6th  when  a small  boat  capsized  during  a fishing 
expedition  on  Lake  Drummond  in  the  Dismal 
Swamp.  He  was  fifty-three  years  of  age  and  a grad- 
uate of  the  Medical  College  of  A’irginia  in  1927. 
Dr.  Ellison  was  very  active  in  civic  affairs,  having 
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served  on  the  school  board,  and  was  a prominent 
member  of  the  Suffolk  Shrine  Club.  He  specialized 
in  orthopedic  surgery,  was  president  of  the  Lakeview 
Clinic  and  chief  of  the  staff  at  Obici  Memorial  Hos- 
pital. Dr.  Ellison  had  been  a member  of  The  Med- 
ical Society  of  Virginia  since  1939  and  was  a founder 
and  past  i)resident  of  the  Tri-County  Medical  So- 
ciety. 

His  mother,  wife,  a son  and  a daughter  survive 
him. 

An  editorial  in  the  Suffolk  Xews-Herald  stated: 
“There  never  seemed  to  be  any  people  who  were 
great  or  small  to  Roland  Ellison.  There  was  equality 
of  treatment  for  the  poor  or  the  rich,  for  friend  or 
an  unknown.  W hile  he  was  a skilled  physician  and 
surgeon,  we  believe  that  those  who  went  to  him 
for  care  gained  almost  as  much  from  his  kindly, 
humorous  manner  as  they  did  from  his  professional 
treatment.  Erom  the  lasting  memory  which  he  has 
created  in  the  home  town  which  he  knew  and  loved 
so  well,  we  all  might  learn  an  invaluable  lesson. 
Tremendous  good  and  happiness  can  be  brought  to 
people  by  a kind  word,  a pleasant  manner  and  a 
little  soice  of  humor.  Great  deeds  may  be  forgotten, 
but  a personality  which  enriches  the  lives  of  others 
will  never  vanish  from  memory.” 

Dr.  Clarence  Edward  Arnette, 

Prominent  .\le.\andria  physician,  died  May  12th 
after  a long  illness.  He  was  stricken  with  a brain 
tumor  last  July  and  had  been  confined  to  the  hospital 
since  that  time.  Dr.  Arnette  was  fifty-two  years  of 
age  and  a graduate  of  the  IMedical  College  of  Vir- 
ginia in  1934.  He  had  practiced  in  Alexandria 
since  his  graduation.  Dr.  Arnette  was  the  founder 
of  the  Emory  and  Henry  College  .\lumni  Association 
and  was  active  in  the  IMasonic  order.  He  had  been 
a member  of  The  IMedical  Society  of  Virginia  for 
twenty  years. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Ernest  Lee  Copley, 

Well-known  Richmond  doctor,  was  drowned  on 
May  12th.  He  was  a native  of  Lunenburg  County 
and  sixty-eight  years  of  age.  Dr.  Copley  graduated 
from  the  Medical  College  of  Virginia  in  1929  and 
had  practiced  in  Richmond  since  that  time.  Before 
going  to  medical  school.  Dr.  Copley  was  an  ordained 
Methodist  minister,  having  graduated  from  Yale 
Divinity  School  in  1918.  He  was  a Mason  and 
past  master  of  Westhampton  Lodge.  He  had  been 
a meml>er  of  The  Medical  Society  of  Virginia  since 
1938. 

His  wife  and  two  sons  survive  him. 


Dr.  Daniel  Yuter, 

Well  known  Alexandria  physician,  died  March 
13th,  having  suffered  a coronary  occlusion  in  Fei)- 
ruary.  He  was  a native  of  Baltimore  and  forty- 
two  years  of  age.  Dr.  Yuter  received  his  medical 
degree  from  the  Emiversity  of  Virginia  in  1941. 
.\fter  serving  with  the  Medical  Corps  during  World 
W ar  II,  he  began  his  practice  in  .Mexandria  in  1946. 
Dr.  Yuter  was  a past  secretary  of  the  .Alexandria 
Medical  Society  and  served  on  its  executive  commit- 
tee. He  was  a member  of  The  Aledical  Society  of 
Virginia. 

His  wife  and  two  sons  survive  him. 

Dr.  Jamison. 

It  is  with  deep  regret  that  we  note  the  passing  of  our 
friend  and  colleague,  Dr.  Euell  C.  Jamison,  Rocky  Mount, 
Virginia.  Dr.  Jamison  had  practiced  medicine  in  Rocky 
Mount  for  almost  30  years  except  for  service  in  the  United 
States  .4ir  Force  Medical  Corps  during  World  War  II. 
He  was  released  from  active  duty  before  the  end  of  the 
war  because  of  the  acute  shortage  of  physicians  in  Frank- 
lin County.  The  territory  was  so  large  that  he  was  un- 
able to  cover  all  the  territory  so  he  established  a clinic 
to  which  patients  were  brought  by  ambulance  for  a dis- 
tance of  twenty-five  to  thirty  miles.  Some  were  treated 
and  returned  home  by  the  same  ambulance  that  brought 
them,  others  were  kept  at  the  clinic  until  safe  to  return 
home.  He  continued  this  work  until  the  Franklin  County 
Hospital  was  built.  .Although  ill  for  three  or  four  years 
he  continued  his  practice  whenever  able  to  do  so  until 
a few  months  before  his  death. 

In  addition  to  his  medical  practice  he  was  active  in 
both  community  and  church  work.  He  was  a member  of 
Town  Council,  a director  in  the  local  bank  and  a deacon 
in  Rocky  Mount  Baptist  Church. 

To  those  of  us  who  were  privileged  to  know  Dr.  Jami- 
son, it  was  to  find  in  him  a true  and  loyal  friend  and 
colleague.  He  was  modest,  kind,  considerate  and  slow  to 
criticize.  Moreover,  he  was  kind  and  a loving  father 
and  a devoted  and  faithful  husband.  Furthermore  he  was 
a practicing  Christian. 

Therefore  Be  It  Resolved  that  the  members  of  the  Roa- 
noke .Academy  of  Medicine  mourn  his  untimely  passing 
and  extend  deepest  sympathy  to  his  widow,  his  children 
and  the  other  members  of  his  family  and. 

Be  It  Further  Resolved  that  this  resolution  be  sent  to 
Mrs.  Ella  Jamison,  a copy  placed  in  the  minutes  of  the 
Roanoke  .Academy  of  Medicine  and  a copy  be  sent  to 
the  Virginia  Medical  Monthly., 

C.  D.  Nofsinger,  M.D. 

S.  Beverly  C.ary,  M.D. 

S.AXIUEL  F..  Driver,  M.D.,  Chairman 

Dr.  Vorbrinck. 

On  February  13,  the  Norfolk  County  Medical  Society 
lost,  through  death,  one  of  its  most  beloved  members. 
Doctor  Thomas  M.  Vorbrinck.  “Tommy”  as  he  was  af- 
fectionately known  by  most  of  us,  was  born  in  Henrico 
County  on  .April  19,  1892.  .After  attending  the  local 
schools  he  enrolled  in  the  Sacred  Heart  .Academy  of 
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Salisbury,  North  Carolina,  graduating  in  1913.  He  then 
entered  the  Medical  College  of  Virginia  receiving  the 
degree  of  Doctor  of  Medicine  in  1917.  With  many  mem- 
bers of  his  class,  he  was  commissioned  a First  Lieutenant 
in  the  Medical  Corps  of  the  Army,  where  he  served 
until  after  the  war  and  was  discharged  from  active  duty 
with  the  rank  of  Captain.  He  continued  in  the  Reserve 
Corps  for  a number  of  years  and  finally  was  commis- 
sioned a Lieutenant  Colonel. 

After  completing  his  tour  of  active  duty  in  the  Army, 
late  in  1918,  he  came  to  Norfolk  and  became  an  intern 
at  St.  Vincent’s  Hospital.  At  the  end  of  his  hospital 
training  he  began  the  practice  of  medicine  in  Norfolk  and 
continued  in  this  field  until  his  death,  a period  of  thirty- 
eight  years  of  active  practice.  He  was  a member  of  The 
Medical  Society  of  Virginia,  the  American  Medical  As- 
sociation and  the  American  Academy  of  General  Practice. 

This,  in  brief,  is  a biographical  sketch  of  Dr.  Vorbrinck, 
but  it  tells  little  of  the  man  as  we  knew  him.  His  out- 
standing characteristics  were  gentleness  and  kindness. 
He  spoke  ill  of  no  man  and  loved  all  his  fellow-men. 
No  matter  how  dark  the  day,  how  trying  the  times,  he 
ever  wore  a smile.  He  was  never  heard  to  raise  his  voice 
in  anger.  If  he  ever  had  troubles,  his  friends  were  never 
burdened  with  them.  On  the  golf  course  he  was  a de- 
lightful companion. 

Dr.  Vorbrinck  had  a large  practice.  With  his  patients 
he  worked  diligently  and  faithfully,  often  without  re- 
muneration. All  were  treated  alike.  His  hours  of  work 
were  long  and  he  gave  of  himself  all  that  was  in  him, 
never  grumbling,  always  smiling.  No  wonder  that  he 
was  so  beloved  by  them.  It  can  truly  be  said,  but  to 
know  him  was  to  love  him. 

We  will  miss  “Tommy”,  a good  physician,  a true 
friend,  a most  congenial  companion. 

Therefore  Be  It  Resolved,  that  these  resolutions  be 
spread  upon  the  pages  of  the  minutes  of  the  Norfolk 
County  Medical  Society  and  copies  be  sent  to  Mrs.  Vor- 
brinck and  the  Virginia  Medical  Monthly. 

Dr.  Albert  Horton 

Dr.  William  Arthur  Porter 

Dr.  a.  a.  Burke 

Dr.  a.  Brownley  Hodges,  Chairman 

Dr.  Turner. 

Dr.  Algernon  K.  Turner,  physician  of  Roanoke  County, 
died  at  the  age  of  51  on  January  23,  1957,  after  an  illness 
of  several  weeks. 

Dr.  Turner  graduated  from  the  School  of  Medicine  of 
the  University  of  Virginia.  After  internship  in  Boston, 
he  entered  general  practice  in  Martinsville,  Virginia.  Sev- 
eral years  later,  he  opened  a clinic  in  southwest  Roanoke 
County  which  he  gradually  expanded. 

Dr.  Turner  contributed  greatly  to  the  health  and  hap- 
piness of  his  patients,  who  were  spread  through  southern 
Roanoke  County  and  in  Floyd  and  Franklin  Counties.  As 
a good  country  doctor,  he  ably  filled  the  needs  of  a large 
area. 

Dr.  Turner’s  death  has  left  behind  a host  of  devoted 
patients  who  feel  that  there  is  a void  that  can  never  be 
filled.  His  passing  is  a great  loss  to  the  community  and 
to  the  medical  profession  of  Roanoke  and  environs. 

Be  It  Therefore  Resolved,  that  the  Roanoke  Academj' 


of  Medicine  record  in  its  minutes  our  sorrow  of  the  pass- 
ing of  Dr.  Turner  and  that  a copy  of  this  resolution  be 
entered  in  the  minutes  of  the  Society,  a copy  forwarded 
to  the  family  of  the  deceased  and  a copy  sent  to  the  Medi- 
cal Society  of  Virginia. 

Dr.  L.  C.  Spengler 

Dr.  R.  C.  Crawford 

Dr.  H.  H.  Trout,  Jr.,  Chairman 

Dr.  Dickerson. 

This  community  was  shocked  and  saddened  by  the 
sudden  and  premature  death  of  Dr.  William  E.  Dicker- 
son,  age  58.  He  was  born  at  Appomattox,  on  September 
19,  1898,  son  of  the  late  Mr.  and  Mrs.  W.  E.  Dickerson, 
Sr.  His  parents  moved  to  Danville  when  he  was  a child. 
It  was  here  he  grew  up,  attended  grammar  school  and 
high  school— graduating  in  1916.  In  1916  he  entered  the 
University  of  Richmond  where  he  took  his  academic 
courses  in  pre-medicine.  In  1919  he  matriculated  at  the 
Medical  College  of  Virginia  and  graduated  in  1923.  Fol- 
lowing graduation  he  served  one  year  internship  at  the 
Retreat  for  the  Sick.  Following  this  service  he  came  to 
his  native  town  and  practiced  general  medicine  for  two 
years.  Then  he  moved  to  West  Virginia  where  he  did 
general  practice  for  eight  years.  He  then  went  to  New 
York  and  specialized  in  Eye,  Ear,  Nose  and  Throat. 
Following  this  period  of  specialization  he  returned  to 
Danville  and  specialized  for  twenty-two  years  in  the  prac- 
tice of  Eye,  Ear,  Nose  and  Throat.  During  this  period 
he  was  able  as  always  to  make  friends  both  with  the 
laity  and  profession.  He  was  loved  by  his  friends  and 
admired  by  everyone  because  of  his  fine  sense  of  human 
feeling  for  his  fellows. 

During  World  War  II  he  volunteered  for  service  and 
was  in  Europe  a good  portion  of  the  War.  He  gave  a 
good  account  of  himself  during  this  unselfish  service. 

During  his  student  days  he  was  a very  active  athlete 
and  was  always  regarded  as  one  of  the  finest  small  ath- 
letes of  his  time.  The  late  Coach  Dobson  said  of  him, 
“Dick  is  a scholar  and  a gentleman  of  the  first  order.” 
All  of  us  can  say  this  with  pleasure  and  pride. 

Dr.  Dickerson  was  married  twice.  By  his  first  marriage 
he  had  one  child,  Johnny  Dickerson,  who  is  now  in  his 
third  year  of  medicine  at  the  Medical  College  of  Virginia. 
Johnny’s  mother  died  some  several  years  ago  and  his 
father  married  a second  time.  Mrs.  Cecil  Dickerson  sur- 
vives Dr.  Dickerson  along  with  his  son  and  one  grand- 
child. It  was  a great  satisfaction  to  see  the  Doctor  ad- 
mire his  grandchild  the  last  afternoon  he  lived  especially 
since  it  was  the  first  time  he  had  seen  it. 

The  profession,  with  friends  and  neighbors  and  family, 
mourn  the  loss  of  a fine  fellow  in  the  practice  of  medicine 
in  this  community.  Already  many  people  have  expressed 
their  appreciation  for  the  fine  service  he  had  rendered 
them  personally.  All  of  us  would  do  well  to  emulate  him. 

Be  It  Resolved  that  this  memorial  be  spread  upon  the 
minutes  of  the  General  Staff  of  The  Memorial  Hospital, 
Danville-Pittsylvania  Academy  of  Medicine  and  copies 
be  sent  to  the  Monthly  and  to  the  family. 

Dr.  Henry  J.  Langston,  Chairman 
Dr.  M.  H.  McClintic 
Dr.  E.  B.  Robertson 
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FOR  POSITIVE  DIURESIS 


ROLICTON* 

Brand  of  Amisometxadine 


• oral  b.  i.  d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indicates  that  a majority 
of  patients  can  be  kept  edema -free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois. Research  in  the  Service  of  Medicine. 
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RICHMOND  EYE  HOSPIT.YL 
RICHMONT)  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surger}’,  Bronchoscopy  and  Plastic  Surgeir'  of 
the  Nose. 


Professional  care  offered  a limited  number 
of  charity  patients. 


address:  JLXIA  WAGVER  WATERS.  R.N.,  Administrator  408  North  12th  Street 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine : 

MA^rEED  Call.  HI.  M.D. 

M.  Morris  PrjrcKXET,  M.D. 
Alexajtdee  G.  Beowx,  HI.  M.D. 
JoHs  D.  Call.  M.D. 

Wtn^dham  B.  Blai^to:?.  Jr..  M.D. 
Fraxk  M.  BLAjrTo:?,  M.D. 

JOHiT  W.  Powell.  M.D. 

Obstetrics  and  CTTiecolopr : 

Wi£.  Durwood  Suggs.  M.D. 
Spotswood  Robtms.  M.D. 

David  C.  Forrest.  M.D. 

Orthopedies : 

Beveeixt  B.  Clart.  M.D. 

James  B.  Daltok,  Jr..  M.D. 

Pediatries: 

CHARLsa  P.  Mai^gum,  M.D. 
Edward  G.  Davis.  Jr..  M.D. 

Ophthalmology,  Otolaryngology: 

W.  L.  MAsdrr.  M.D. 

Anesthesiology 

William  B.  Mo^fCURE.  M.D. 

Heth  0wz?f,  Je..  M.D. 


Surgery; 

A.  STEPHE5B  Graham.  M.D. 
Charles  R.  Robixs.  Jb..  M.D. 
Carri^gtos’  Williams.  M.D. 
Richard  A.  ^DcHArx.  M.D. 
Caerihgtoh  Williams,  Jb..  M.D. 

Urological  Surgery: 

Frask  Pole.  M.D. 

Oral  Surgery: 

Gut  Pt.  Haerisos,  D.D.S. 

Plastic  Sorgery: 

Hu5teb  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 

Feed  M.  Hodges.  M.D. 

L.  0.  Snead.  M.D. 

Hunter  B.  Fribchkobn.  Jr.,  M.D. 
William  C.  Barr.  M.D. 

Pathology: 

jAiTEs  B.  Roberts.  M.D. 

Physiotherapy: 

Sliss  Etheleen  Dalton 

Director ; 

Charles  C.  Hough 
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Tf  1 ^ If  Established  1916 

Appalachian  ^all  • AshevUle,  North  Carolma 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Rat  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 

William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address; 
Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


Westbrook.  Sanatorium 


RICHMOND 


tjStabUsJi(?d 


VIRGINIA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff  ' • ANDERSON,  M.D.,  President 

REX  BLANKINSHIP,  M.D.,  Medieal  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
.Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K,  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 

R.  H.  CRVTZER,  Administrator 


Brochure  of  Literature  and  J'ietcs  Sent  On  Request  - P.  O.  Box  1514  - Phone  5-3245 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  finci  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a*compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyrighf  1955  H.N.  Alford,  Atlanta,  Oa. 
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SAINT  ALBANS 


A PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD.  VIRGINIA 


James  K.  Morrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS: 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 
Medical  Consultant 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 


Professional  ISursing  Care 

TERRACE  HILL 


Comfortable  Lounges 


Each  Guest  Under  Care  of  Own  Doctor. 

Professional  care  supervised  by  trained  nurse.  Doctors  orders 
carefully  followed.  No  parking  problem.  Regularly  inspected 
by  City  Health  Department.  For  additional  information 

Write  or  Call  Superintendent 


Part  View  of  Park  Grounds 

TERRACE  HILL  was  specifically 
built  for  a Nursing  Home.  Superb  24 
hours  daily  care.  Under  supervision 
of  a Registered  Nurse  and  Resident 
Exteme.  Quiet  atmosphere.  Tredned 
Dietitian.  Accommodates  50  guests 
Private  and  semi-private  rooms  with 
lavatories  Rates  $45.00  to  $75.00 
weekly  for  room,  board  ^uld  general 
nursing  ciwe.  Your  inspection  invited. 


Around  the  Clock 

NURSING  CARE 


Convalescents 
Chronic  Cases 
Elderly  People 


Nursing  Home,  Inc. 

**VnderMtanding  Care** 

2112  MONTEIRO  AVE.,  RICHMOND,  VA. 


TERRACE  HILL  NURSING  HOME,  Dial  3-3993 


Wide,  Long  Hallways 


42 


Virginia  Medical  Monthly 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 


Roanoke,  Virginia 


STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 
HOUSTON  L.  BELL,  M.D. 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND,  M.D. 

CHARLES  E.  LEBLANC 
DORIS  L.  JAMES,  B.S.,  O.D. 
(Orthoptics  and  Contact  Glasses) 


A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esoohagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


Third  Odoad*  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  corv.-'cscent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 
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SI.  IIKE’S  HOSPIIAI 


75tli  .ANNIVERSARY 
1882  - 1957 

1000  W est  Grace  Street 
Richmond,  Virginia 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX.  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentg:enolog7 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiologry 

HETH  OWEN.  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


McGLIRE 


General  Medicine 
HUNTER  H.  McGUlRE.  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH.  M.D. 

WM.  H.  HARRIS.  JR..  M.D. 

JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 


General  Surgery 
WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE.  JR..  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON.  M.D. 

AUSTIN  I.  DODSON.  JR.,  M.D. 


Ophthalmology,  Otolaryngology  Pediatrics 

FRANCIS  H.  LEE,  M.D.  HUBERT  T.  DOUGAN.  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 


Free  Parking  for  Patrons 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  June  12,  1957. 
The  examinations  will  be  held  in  the  same  hotel 
June  13,  14,  and  15,  1957,  inclusive.  All  appli- 
cations and  other  documents  pertaining  to  the 
examinations  or  to  matters  to  be  discussed  by 
the  Board  must  be  on  file  in  the  Secretary’s 
office  on  or  before  May  28,  1957.  The  Secretary 
of  the  Board  is  Dr.  K.  D.  Graves,  631  First 
Street,  S.W.,  Roanoke,  Virginia. 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Homestead 

Year  round  private 
home  and  school  for 
infants,  children  and 

School 

adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

Write  for 

booklet. 

Mrs.  j.  Bascom  Thompson,  Principal 

niEE  UNION 

VIRGINIA 
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KEELEY 

IHSTtTUTE 


447  W.  Woshhigfon  St. 
GREENSfrORO. 
NORTH  CAROLINA 


r Out-Patient  Clinic 

And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 


A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


PHYSICIANS  AND  PSYCHIATRISTS 
FOR  CALIFORNIA 

state  hospitals,  correctional  facilities  and  veterans 
home.  No  written  exam  required. 

Three  salary  groups: 

$10,860  to  $12,000; 

$11,400  to  $12,600; 

$12,600  to  $13,800; 

Increases  being  considered  effective  July. 

U.  S.  citizenship  and  possession  of,  or  eligibility  for 
California  license  required. 

W rite: 

Medical  Recruitment  Unit,  Box  A, 

State  Personnel  Board,  801  Capitol  Ave. 
Sacramento,  California 


Carlson  School  for 
Cerebral  Palsy 

announces  two  informal  summer  sessions 
for  ambulatory  Cerebral  Palsy  patients. 

First  session:  June  15-August  1;  second  session: 
August  1 -September  15. 

Located  on  ocean;  swimming  pool;  supervised  ther- 
apy. 

For  information  write  to 

Carlson  School,  Pompano  Beach,  Florida. 
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I^zer 


brand  of  meclizine  hydrochloride 


prevents  nausea, 
vomiting  and  vertigo 
associated  with 
vestibular  disturbances 


*Tf»demark 


In  very 


a very 
specify 


mmmmmBBY 

COGNAC  BRANDY 

84-  Proof  I Schieffelin  & Co.,  New  York 
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...from  Two 
Outstanding  Cases 

RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


STILL  GOING  STRONG 


Johnnie 

LKER 

BLENDED  SCOTCH  WHISKY 


Johnnie  \V'alker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky... 
the  same  high  quality  the  world  over. 


BORN  1820... 


CANADA  DRY  GINGER  ALE,  Inc.,  New  York.  N.  Sole  Importtr 


Pfizer' 


longest  acting 

motion-sickness 

preventive 


trademark 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 
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GRADATIONS  OF  ANALGESIA 

rirrr/  zr:z-r7::r~-r::rc:r::  ^ -Z.:...?:. ' ‘ : i"  ^ 

^ /TABLOID’  ‘EMPIRIN’  COMPOUND® 

Acetophenetidin  gr.  2V2,  Acetylsalicylic 
Acid  gr.  31/2,  Caffeine  gr.  Vz 


^‘TABLDID’  ‘EMPIRIN’  CDMPDUND 

with  CODEINE  PHOSPHATE  gr.  Vs,  No.  1 (N) 


, ‘TABLOID’  ‘EMPIRIN’  CDMPDUND 

with  CODEINE  PHOSPHATE  gr.  No.  2 (N) 


‘TABLOID’  ‘EMPIRIN’  CDMPDUND 

^with  CODEINE  PHOSPHATE  gr.  ’/2,  No.  3 (N) 


^‘TABLOID’  ‘EMPIRIN’  COMPOUND 

^*^with  CODEINE  PHOSPHATE  gr.  1,  No.  4 (N) 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  lU.S.  A.)  INC. 
Tuckahoe,  N.  Y. 


I 


I 


in  its  completeness 


Digitalis 

(Davies  Roae> 

0.1  Gram 

(tiprai.  ermine) 

= CAUTION:  Fraerml 
: l«w  prahibits  dUpeiu- 
; me  witboot  pceerrip- 
i tion  


MinU.  »Sa  t C»..  IM. 
\ha..  tit 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 
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At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


PATTERSONS 

5AFE  fERVICE  DPUC  STORES 


Prescription  Specialists 

Lynchburg,  Va.  Martinsville,  Va. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N.  C. 


For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


GRADATIONS  OF  ANALGESIA 


with  light  sedation 


‘EMPIRAL’® 

Phenobarbital  gr.  Va 
Acetophenetidin  gr.  2‘/a 
Acetylsalicylic  Acid  gr.  SVz 

‘CODEMPIRAL’®  No.  r 

Codeine  Phosphate  gr.  Va 
Phenobarbital  gr.  Va 
Acetophenetidin  gr.  2‘/2 
Acetylsalicylic  Acid  gr.  SVa 


‘CODEMPIRAL’®  No.  3'"’ 

Codeine  Phosphate  gr.  Vz 
Phenobarbital  gr.  Va 
Acetophenetidin  gr.  2V2 
Acetylsalicylic  Acid  gr.  SVi 


(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  lU.S.  A.)  INC. 
Tuckahoe,  N.  Y, 
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A single  dose  of  Kynex  provides  therapeut 
blood  levels  within  the  hour.  Blood  conce 
tration  peaks  are  reached  within  2 hours 
10  mg.  per  cent  blood  levels  persist  beyor 
24  hours.* 

For  greater  safety:  low  dosage,  high  solubili 
and  slow  excretion  help  avoid  crystalluri.. 
For  broad  antibacterial  effectiveness:  Kyne 
is  particularly  efficient  in  urinary  tract  infe( 
tions  due  to  sulfonamide-sensitive  orgar 
isms,  including  E.  coli,  Aerobacter  aerogene; 
paracolon  bacilli, streptococci,staphylococc 
Gram-negative  rods,  diphtheroids  and  Gran 


positive  cocci.  For  convenience:  the  low  dos- 
age of  1 Gm.  (2  tablets)  per  day  offers 
optimum  convenience  and  acceptance  to 
patients. 

Tabfets:  Each  tablet  contains  0.5  Gm.  (7^2 
grains)  of  sulfamethoxypyridazine.  Bottles  of 
24  and  100  Tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  caramel- 
flavored  syrup  contains  250  mg.  of  sulfa- 
methoxypyridazine. Bottle  of  4 fl.  oz. 


* 


Rog.  U.  S.  Pol.  Oil. 

.EDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 


Complete  Service  Under  One  Roof 


Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 


for  your  complete  insurance  needs  . . . 

☆ PROFESSIONAL 
A PERSONAL 

☆ PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE:  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  11 1 W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 
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optimal  dosages  /or  a tarax, 
based  on  thousands  of  case  histories: 


( t.i.d.) 


for  these 


adult  IndleuAlLms: 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

P€;iC€  OF  MIND  ATAUX 

Of  MYOKOZVtlNC)  /T*  7 I a C* 

lablets-byrup 


Consider  these  3 atarax  advantages: 


• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

ATARAX  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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S3 


for  faster  and  higher 


initial  tetracycline  blood  levels 


now... the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

Squibb  Tetracycline  Phosphate  Complex 

the  broad  clinical  spectrum  of  sumycin  against  pathogenic  organisms 


SUMYCIN 

the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

a single  antibacterial  antibiotic 

SUMYCIN 

a well  tolerated  antibiotic 

SUMYCIN 

a true  broad  spectrum  antibiotic 

Minimum  adult  dose:  1 capsule  q.i.d. 

Each  Sumycin  capsule  contains  the  equivalent 
of  250  mg.  tetracycline  hydrochloride. 

Bottles  of  16  and  100. 


Squibb  Quality —the  Priceless  Ingredient 


Squibb 
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(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


100 


BULAOONNA  At.KAL.OID8 
AUONE 


LD  90%* 
♦15  mg.  dose 
of  spasmolytic 
proved  lethal 
in  90“ o of 
test  animals 


1 ^ •' 

1 

1 



1 

. 

“l 

“i 

8KI.UADONNA  AUKAI-OID6 
WITH 

AL.UMINUM  HYDROXIDE 

I 


AI(0H)3 
w/spasmolytic 
substantially 
duces  spasmolyt 
drug  effect 


LD  17% 


Bei.L.AOONNA  ALKALOIDS  WITM 
DIHYDROXY  ALUMINUM  AMINOACETAT* 
(alolyn®.  brayten) 


ALKALOl 


DS 


ALKALOIDS 


MO 


each  tablet  contains 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  rrafsorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 


dihydroxy 

aluminum 

aminoacetate, 

N.N.R. 

belladonna 
alkaloids 
(as  sulfates) 

phenobarbital 


o.s  aM« 


o.iaa  MO. 


le.a  MO, 


For  both  rapid  and  prolonged  antacid  effect,  with  consistently 
effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 


Also  supplied:  Alglyn*  (dihydroxyaiumi- 
num  aminoacetatf,  N.N.ft.  0.5  Cm  per  tableO. 


for  treatment  of  peptic  ulcer  and  epigastric  distress. 


BELGLYN*  (dihydroxy  tlumlnum  aminoKotat*. 
N.N.R.,  0.5  Gm.  and  belladonna  alkaloids,  0.162  int. 
par  tablet). 


Speeialitiea  for  the  Medical  Profeeeion  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9.  TENNESSEE 
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unique  derivative  of  Rauwolfia  canescens 


Harmonyr 

(Deserpidine,  Abbott) 


introduces  a new  degree  of  safety  in 
maj  or  tranquilizing — antihypertensive 
therapy 

Most  significant:  In  extensive  trials, 
Harmonyl  has  produced  less  mental  and 
physical  depression.  And  there  are  very 
few  reports  of  the  lethargy  seen  with 
many  other  rauwolfia  preparations. 


]\^ore  than  two  years  of  clinical  evaluation 
have  proven  Harmonyl  a notably  safe  and 
effective  agent  in  cases  ranging  from  mild 
anxiety  to  major  mental  illnesses  and  in 
hypertension.  Harmonyl  exhibited  signifi- 
cantly fewer  and  milder  side  effects  in  com- 
parative studies  with  reserpine — while 
demonstrating  effectiveness  comparable  to 
the  most  potent  forms  of  rauwolfia. 

Safety— plus  marked  clinical  effectiveness 

Harmonyl  proved  particularly  effective,  for 
example,  in  tranquilizing  a group  of  40 
chronically  iU,  agitated  senile  patients.^ 

Of  particular  interest  is  the  observation 
that  patients  became  more  lucid  and  alert 
on  Harmonyl  therapy.  And  there  was  a 
complete  absence  of  side  effects  with 
Harmonyl — although  a similar  group  on 
reserpine  developed  such  side  effects  as 
anorexia,  headache,  bizarre  dreams,  shakes, 
nausea  and  vomiting. 

Following  another  eight-month  study  of 
chronic,  hospitalized  mental  patients, 
Ferguson^  stated: 

• Harmonyl  benefited  at  least  15%  more 

706t*S 


overactive  patients  and  proved  more 
potent  in  controlling  aggression — requir- 
ing only  one-half  to  two-thirds  the 
dosage  of  reserpine. 

• Patients  experiencing  side  reactions  on 
reserpine  often  were  completely  relieved 
when  changed  to  Harmonyl. 

Ferguson  concluded:  ”The  most  notable 
impressions  were  the  absence  of  side  effects 
and  relatively  rapid  onset  of  action  with 
Harmonyl.” 

Comparative  studies  have  shown  Heirmonyl 
and  reserpine  about  equal  in  hypotensive 
effect.  The  tranquilizing  action  of  the  two 
drugs  also  appeared  similar — except  that 
few  cases  of  giddiness,  vertigo,  sense  of  de- 
tached existence  or  disturbed  sleep  were 
seen  with  Harmonyl. 

Professional  literature  is  available  upon 
request.  Harmonyl  is  supplied  in  0.1-mg., 
0.25-mg.,  and  1-mg.  tablets. 

References:  1.  Communication  to  Abbott  Laboratories, 
1956.  2.  Ferguson,  J.  T.:  Comparison  of  Reserpine  and 
Harmonyl  in  Psychiatric  Patients:  A Preliminary  Report, 
Journal  Lancet,  76:389,  December,  1956.  ♦Trademark 
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My  'patients  complain  that 
the  pain  tablets  1 prescribe 
are  too  slow-acting . . . 
they  'usually  take  about 
80  to  UO  minutes  to  work. 

Why  don’t  you  try 
the  new  codeine  derivative  that’s 
combined  with  APC  for  faster, 
longer-lasting  pain  relief? 

What  is  it .. . 
how  fast  does  it  act? 

It’s  Percodan'^— relieves  pain 
in  5 to  15  minutes, 
with  a single  dose 
lasting  6 hours  or  longer. 

How  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying  — 
what’s  the  average  adult  dose? 

One  tablet  every  6 hours. 

That’s  all. 

Where  can  1 get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


CLINICAL 

COLLOQUY 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.  S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 
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RELIEVES  ANXIETY  AND  TENSION 


Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  anti  arthritic,  antirheumadc 
benefits  of: 

1.  Prednisolone  buffered — the  newest  and  most  po- 
tent of  the  “predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate— ^0.  newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
don  of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combinadon  is  good  because  there 
is  litde  likelihood  of  sodium  retendon,  pnatassium 
depledon  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  addidonal  important  therapeudc  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthridcs,  making  them  more  amenable  to  other 
rehabilitation  measures. 

INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  b)  muscle 
spasm  c)  anxiety  and  tension  d)  discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Striimpell  disease).  Still’s  disease,  psoriatic  arthritis,  osteo- 


Thtrapsutic bsnentt  ol  MEPROLONE  c«mpare4  with  traditioMi  m 


tenevM 

pala 

oppresses 

Inflain- 

fflation 

reluet 

mustlp 

eases 

auiity 

SaDqrlatas 

✓ 

/ 

Muidi  rdaiants 

Tranquinzn 

Sterddt 

y 

✓ 

MEPROLONE 

✓ 

/ 

/.  Meprobamatt  is  the  only  tranquUisti  I 
muscU-rtlaxant  tt  j 


arthritis,  bursitis,  synovitis,  tenosynovitis,  myositi  j 
sitis,  fibromyositis,  neuritis,  acute  and  chronic  lo  | 
pain,  acute  and  chronic  primary  and  secondary  fi  j 
and  torticollis,  intractable  asthma,  respiratory  all 
allergic  and  inflammatory  eye  and  skin  disorders  (a  | 
tenance  therapy  in  disseminated  lupus  erytheml 
periarteritis  nodosa,  dermatomyositis  and  sclercxl 

SUPPLIED:  Multiple  Compressed  Tablets  in  bo  I 
100  in  two  formulas  as  follows:  Meprolone-1— if 
of  prednisolone,  200  mg.  of  meprobamate  and  200  j 
dried  aluminum  hydroxide  gel.  Meprolone-2 — p( 
2.0  mg.  of  prednisolone  in  the  same  formula. 


NO  OTHER 


ANTIRHEUMATIC 


PRODUCT 


PROVIDES  AS  MANY 


BENEFITS  AS 

^LONE 


MEPRO 

PREDNISO 


buffered 


THE  ONLy 


ANTIRHEUMATIC, 
ANTI  ARTHRITIC 


THAT  eiMULTANEOUSLY 

REL.IEVES: 

1.  MUSCLE  SPASM 

a.  JOINT  INFLAMMATION 

3.  anxiety  and  TENSION 

-4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  Sc  DOHME 

DIVISION  OF  MERCK  h CO..  Inc.  PHILADELPHIA  I.  PA. 


UEPEOLONE  ••  the  trade  mark  oT  Merck  k Ca..  lac. 


THANKS  TO  MODERN  MEDICINE 


One  of  a Series  of  Newspaper 
Directed  to  Your  Patients 
and  Our  Customers — 


SERVICE  ^ 

DRUG  STORES^ 


Magic  once  played  a great  role  in 
"medicine.”  First  there  were  magic  words. 
Then  words  gave  way  to  magic  objects, 
with  imaginary  healing  powers. 

As  recently  as  the  18th  century, 
old  gold,  mummy  powder,  pearls  and 
unicorn  horns  were  in  wide  use. 

Now  and  then  some  of  that  old  magic 
re-appears  in  the  freely-given 
advice  of  backfence  gossips  or  in 
old-wives’  tales. 

Peoples  suggests  you  heed  your  doctor, 
not  superstitious  neighbors.  When 
your  doctor  prescribes,  enjoy  the 
assurance  of  Peoples  prompt,  accurate 
service.  And,  of  course,  your  prescription 
is  priced  with  uniform  economy. 

PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 

edfctcf* 


^ t»S*  PCOPLEa 
DRUG  STORES,  INC 


specially  for  reduction  of  overweight 


highly  effective  and  safe  appetite  suppressant . . 


Based  on  clinical  reports,  Preludin  produces  more  than  twice  the  weight  loss 
achieved  by  patients  receiving  a placebo. ^ It  is  singularly  free  of  tendency  to 
produce  serious  side  actions,  as  well  as  stimulation. Preludin  imparts  a 
feeling  of  well-being  that  encourages  the  patient  to  cooperate  willingly  in 
treatment.'-^ 

The  reduced  incidence  of  side  actions  with  Preludin  makes  losing  weight  more 
comfortable  for  the  average  patient,  facilitates  treatment  of  the  complicated 
case  and  frequently  permits  its  use  where  other  anorexiants  are  not  tolerated.^ 

Recommended  Dosage:  One  tablet  two  to  three  times  daily  one  hour  before 
meals.  Occasionally  smaller  dosage  suffices.  On  theoretical  grounds,  Preludin 
should  not  be  given  to  patients  with  severe  hypertension,  thyrotoxicosis  or 
acute  coronary  disease. 

(1)  Holt,  J.  O.  S.,  Jr.:  Dallas  Med.  J.  42:497,  1956.  (2)  Gelvin,  E.  P.;  McGavack,  T.  H.,  and  Kenigsberg,  S.: 
Am.  J.  Digest.  DIs.  1:155,  1956.  (3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956. 

Preludin®  (brand  of  phenmetrazine  hydrochloride).  Scored,  squore,  pink  tablets  of  25  mg.  Under  license  from 
C.  H.  Boehringer  Sohn,  Ingelheim. 


GEIGY 


Ardsley,  New  York 
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JOE. ..KNOW 

anv  sure  cure  for 
this  chest  pain 

OF  MINE? 


V?:  - 


rTHt.fs  some  mighty  shrewd 
1 Joe  says.  But  human  nature  being  what  it  is, 

tfr.^  many  of  us  still  seeVmcdicaladv.ee  from 

those  who  aren’t  qualified  to  give  it. 

No  matter  what’s  bothering  you  . . . constant 
fatigue,  nerves  on  edge,  recurring  aches  “tti  P= 
it  is  never  wise  to  stay  away  from  your  doctor 


ihe  hope  that  you’ll  run  into 
know  ’’just  what’s  best  ” for  your  trouble.  In  fact,  rt  s 

oltendangeroustoacceptanamateurs“surccure. 

Seek  a friend’s  advice,  if  you  wish,  on  almost 
nny  other  problem.  But  when  it  comes  to  your 
health  and  that  of  your  family,  by  all  mean 
don’t  let  anyone  other  than  a physician  adv«e  you. 


Bv  seeing  your  doctor  at  the  first  sign  of  trouble, 

yoV  wTnot  only  avoid  the  hazards  o ama^ 

inedical  advice,  but  chances  are  you  will  save  tune 

Tnd  money  in  the  long  run.  in  fact,  prom^  and 

proper  medical  care  may  well  turn  out  to  ^ one 
of  the  biggest  bargains  ever  to  come  your  way 




PARKE,  DAVIS  & COIVIPANY 


“.KEB*  OF  MEO.C.ME5  SINCE  l.M 


Hrurt/u,  w’d.  yo"'  mlZuL  cn, 

,our  ho-pilol  lo 

„/  rt,  mon  „»ONh"l  invrnmrnr.  cl  ycr 


WELL,  SIR, 
like  I ALWAYS  SAY: 
iVe  got  a deal  with  the 

DOCTOR.  HE  DOESNT  cut 

hair,  I don't  practice 
medicine. 
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“Joe,  the  barber”  speaks  up  again  . . . 


You’ve  met  Joe  before,  doctor — in  the  1956  Paxke-Davis  series  of 
public  service  messages.  And  thanks  to  your  warm  reception  of  that 
advertisement  last  year  ...  so  enthusiastically  expressed  in  your 
letters  to  us  . . . we’re  featuring  "Joe”  again — this  time  in  eye- 
catching color.* 

You’ll  remember  Joe’s  words  of  wisdom  about  seeking  pro- 
fessional medical  advice  from  the  doctor  rather  than  from  the 
"amateur.”  His  remark  points  up  the  fact  that,  by  conscdting  you 
at  the  first  sign  of  trouble,  your  patients  will  save  time  and  money 
in  the  long  nm  . . . perhaps  even  their  lives. 

Like  all  ads  in  the  colorful  P-D  series,  we  beheve  this  latest 
message  will  give  your  patients  and  prospective  patients  a better 
imderstanding  of  the  importance  of  prompt  and  proper  medical  care. 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


This  advertisement  appears  in  the  June  17th  issue  of  Life:  circulation  more 
than  5Vj  million;  total  readership,  over  15  million. 
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CORN  OIL  LOWERS 


serum 

cholesterol 


Physicians  are  well  aware  of  recent 
reports  that  blood  cholesterol  levels 
tend  to  decrease  significantly  in 
humans  when  a substantial  part  of 
the  dietary  fat  is  supplied  as  poljmn- 
saturated  vegetable  oil.  Many  clinical 
and  experimental  studies  have  shown 
Mazola  Corn  Oil  to  be  particularly 
effective  as  a cholesterol-reducing 
agent. 

In  the  dietary  management  of  blood 
cholesterol  levels  it  is  practical  to  de- 
crease the  total  daily  intake  of  fat 
and  substitute  Mazola  Com  Oil  for  a 
substantial  -amount  of  the  saturated 
fat.  Corn  oil  can  be  included  in  the 
daily  diet  as  salad  dressings  and  in 
a variety  of  other  ways*  without  the 
usual  inconveniences  of  dieting. 
Mazola  Cora  Oil  is  a product  every- 
one knows,  respects,  enjoys  and  keeps 
on  hand. 


VEGETABLE 


NUTRITION 


Do  you  have  "Vegetable 
Oils  in  Nutrition?  ’ 

If  not,  you  may  have 
this  88-page  reference 
and  monograph 
without  charge.  Write  to 
Medical  Department, 

Corn  Products  Refining 
Company,  1 7 Battery 
Place,  New  York  4,  N.  Y. 


MAZOLA®  CORN  OIL  IS 
DERIVED  100%  FROM  CORN 


It  is  in  its  natural  form — 
not  hydrogenated 

It  contains  no  cholesterol 

Over  85%  of  its  component  fatty 
acids  are  unsaturated 

It  is  rich  in  the  metabolically 
specially  important  linoleic  acid 

It  is  an  excellent  carrier  for 
fat  soluble  vitamins 

It  is  well  tolerated,  readily 
digested  and  easily  absorbed 

It  is  suitable  for  inclusion  in  the 
daily  diet  in  a wide  variety  of  ways* 

*A  collection  of  recipes 
using  Mazola  Corn  Oil 
is  available  on  request. 


CORN  PRODUCTS  REFINING  COMPANY 
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MILLIONS  OF 
ASTHMATIC  ATTACKS 


have  been  aborted  faster. . .more  effectively., 
more  economically  with 


e sr 


SIMPLE  TO  USE 

CONVENIENT 

T 

SUITABLE 

SLIPS  INTO  POCKET 

FOR  CHILDREN,  TOO 

OR  PURSE 

Automatically  measured  dosage 
and  true  nebulization... nothing 
to  pour  or  measure. .. One  in- 
halation usually  gives  prompt 
relief  of  acute  or  recurring 
asthmatic  attacks. 

Medihaler-Epi  replaces  in- 
jected epinephrine  in  urticaria, 
edema  of  glottis,  etc.  due  to 
acute  food,  drug  or  pollen  re- 
actions...  Each  10  cc.  bottle 
delivers  200  inhalations. 


IN  ASTHMA  PRESCRIBE  EITHER  

McdihsIcr-EPI  piker  brand  epinephrine  MsdlhslGT'ISO  Piker  brand  isoproterenol 
U.S.P.  0.5%  solution  in  inert,  nontoxic  aerosol  HCI  0.25%  solution  in  inert,  nontoxic  aerosol 
vehicle.  Each  measured  dose  0.12  mg.  epinephrine.  vehicle.  Each  measured  dose  0.06  mg.  isoproterenol. 
In  10  cc.  bottle  with  measured-dose  valve.  In  10  cc.  bottle  with  measured-dose  valve. 

Note:  First  prescription  for  Medihaier  medications  should  include  the  desired 
medication  and  Medihaier  Orai  Adapter  (supplied  with  pocket-sized  plastic 
carrying  case  for  medication  and  Adapter). 

— The  Medihaier  Principle — i 

is  also  available  in  Medihaler-Nitro^’*'  (octyl  nitrite)  for  the  rapid  relief  of  angina  pectoris 
...and  Medihaler-Phen^"*  (phenylephrine-hydrocortisone-neomycin)  for  lasting, effective 
relief  of  nasal  congestion. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


SURGERY  and  ALLIED  SUBJECTS 

A two  months  combined  surgical  course  comprising  sur- 
gery. traumatic  surgery,  abdominal  surgery,  gastroentero- 
logy. proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  operations,  examination 
of  patients  preoperatively  and  postoperatively.  and  follow- 
up in  the  wards  postoperatively.  Pathology,  radiology, 
physical  medicine,  anesthesia.  Cadaver  demonstrations  in 
nirgical  anatomy,  thoracic  surgery,  proctology,  orthopedics. 
Operative  surgery  and  operative  gynecology  on  the 
cadaver ; attendance  at  departmental  and  general  con- 
ferences. 

RADIOLOGY 

A comprehensive  review  of  the  physics  and  higher 
mathematics  involved,  61m  interpretation,  all  standard 
general  roentgen  diagnostic  procedures,  methods  of  ap- 
plication and  doses  of  radiation  therapy,  both  x*ray  and 
radium,  standard  and  special  fluoroscopic  procedures.  A 
review  of  dermatological  lesions  and  tumors  susceptible 
to  roentgen  therapy  is  given,  together  with  methods  and 
dosage  calculation  of  treatments.  Special  attention  is 
given  to  the  newer  diagnostic  methods  associated  with 
the  emplo}’ment  of  contrast  media,  such  as  bronchography 
with  Lipiodol,  uterosalpingography,  visualization  of  car- 
diac chambers,  perirenal  insufflation  and  myelography. 
Discussions  covering  roentgen  departmental  management 
are  also  included ; attendance  at  departmental  and 
general  conferences. 


Course  for  GENERAL  PRACTITIONERS 

Four  weeks  intensive  full  time  instruction  covering  those 
subjects  which  are  of  particular  interest  to  the  physician 
in  general  practice.  Fundamentals  of  the  various  medical 
and  surgic^  specialties  designed  as  a practical  review  of 
established  procedures  and  recent  advances  in  medicine 
and  surgery.  Subjects  related  to  general  medicine  are 
covered  and  the  surgical  departments  participate  in 
giving  fundamental  instruction  in  their  specialties. 
Pathology  and  radiology  are  included.  The  class  is  ex« 
pected  to  attend  departmental  and  general  conferences. 

ANATOMY -SURGICAL 

a.  ANATOMY  COURSE  for  those  interested  in  prepar- 
ing for  Surgical  Board  Examination.  This  includes 
lectures  and  demonstrations  together  with  supervised 
dissection  on  the  cadaver. 

b.  SURGICAL  ANATOMY  for  those  interested  in  a 
general  Refresher  Course.  This  includes  lectures  with 
demonstrations  on  the  dissected  cadaver.  Practical 
anatomical  application  is  emphasized. 

c.  OPERATIVE  SURGERY  (cadaver).  Lectures  on  ap- 
plied anatomy  and  surgical  technic  of  operative  pro- 
cedures. Matriculants  perform  operative  procedures 
on  cadaver  under  supervision. 

REGIONAL  ANATOMY  for  those  interested  in  pre- 
paring for  Suhspecialty  Board  Examinations. 


d. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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Virginia  Medical  ISIonthly 


lighly  effective 


clinically  proved 


)rovides  added  certainty  in  antibiotic  therapy  particularly  for 
bat 90%  of  the  patient  population  treated  in  home  or  office. . . 

lulti-spectrum  synergistically  strengthened 
IiGMAMYCiN  provides  the  antimicrobial  spectrum  of 
|;tracycline  extended  and  potentiated  with  oleandomy- 
iin  to  include  even  those  strains  of  staphylococci  and 
prtain  other  pathogens  resistant  to  other  antibiotics. 

applied:  Sigmamycin  Capsules  — 250  mg.  (oleandomycin  83  mg., 

!tracycline  167  mg.),  bottles  of  16  and  100;  100  mg.  (oleandomy- 


cin 33  mg.,  tetracycline  67  mg.),  bottles  of  25  and  100.  Sigmamycin 
FOR  Oral  Suspension  — 1.5  Gm.,  125  mg.  per  5 cc.  teaspoonful 
(oleandomycin  42  mg.,  tetracycline  83  mg.),  mint  flavored,  bottles 
of  2 OZ.  *Trademark 


Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 


The  Well-Proportioned  Nutrients 
in  Enriched  Bread 


Contrary  to  popular  concepts,  the  nutritional  needs  of  the  elderly  patient  differ 
little  from  those  of  younger  adults.  It  is  now  generally  agreed  that  much  of  the 
malnutrition  of  old  age  is  the  result  of  self-imposed  dietary  restrictions,  inability 
to  masticate  properly,  and  retarded  digestive  processes  which  interfere  with  absorp- 
tion and  utilization. 


The  added  nutrients  of  enriched  bread  are  selected  qualitatively  and  quanti- 
tatively because  of  their  importance  in  the  everyday  nutrition  of  people  of  all  age 
groups.  These  nutrients  have  proved  equally  essential  in  the  nutrition  of  the  aged. 

Enriched  bread  fulfills  the  specifications  for  a basic  food  in  the  diet  of  geriatric 
patients.  It  is  soft  and  open  in  texture,  easy  to  masticate,  virtually  neutral  chem- 
ically, and  practically  free  from  harsh  cellulosic  material.  Its  pleasant,  bland  taste 
makes  it  appealing  to  all  palates.  It  is  an  e.xcellent  vehicle  for  nourishing  spreads 
and  other  tasty  foods. 


Its  low  fat  content,  averaging  3.3  per  cent,  adapts  it  to  the  low  fat  diets 
not  infrequently  prescribed  during  the  later  years  of  life.  Its  well-balanced 
nutrients  are  available  for  absorption  and  utilization  with  minimum 
digestive  taxation.  Since  enriched  bread  contains,  on  the  average,  2.6 
per  cent  nonfat  dry  milk,  it  provides  8.6  per  cent  (39  grams  per  pound)  of 
good  quality  protein.  The  contributions  of  protein,  thiamine,  riboflavin, 
niacin,  iron,  and  calcium  exceed  its  proportionate  contribution  of  calories. 

Enriched  bread,  an  excellent  source  of  balanced  nutrition  for  the  geriatric 
diet,  is  accepted  and  desired  by  the  most  “contrary”  of  elderly  patients. 


THE  VIRGINIA  BAKERS  COUNCIL 

In  co-operation  with 

THE  AMERICAN  BAKERS  ASSOCIATION 


/The  nutritional  statemcnta  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri* 
ticn  of  the  American  Medical  Association  and  found  con* 
sistent  with  current  authoritative  medical  opinion. 
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t>R.  f-Ulvl.A: 


assure  her 

a more  serene,  a happier  pregnancy 
. . . without  nausea 


give  her  i 


MAREDOX 


® 


brand 


Cyclizine  Hydrochloride  and  Pyridoxine  Hydrochloride 


because 


‘Maredox’  gives  the  expectant  mother  new-found 
relief  from  morning  sickness. 


relieves  nausea  and  vomiting 

and 

counteracts  pyridoxine  deficiency 


in  pregnancy 


One  tablet  a day,  taken  either  on  rising  or  at  night, 
is  all  that  most  women  require. 


Each  tablet  of  ‘Maredox’  contains; 

‘Marezine’* brand  Cyclizine  Hydrochloride. 
Pyridoxine  Hydrochloride 


50  mg. 
50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


a new  dosage  form 


i 


for  immediate  control  of  nausea  and  vomiting 
when  oral  administration  is  not  feasible 


In  98%  of  cases  treated  with  ‘Compazine’  Ampuls  during 
clinical  trials,  a single  intramuscular  dose  completely 
stopped  nausea  and  vomiting  or  reduced  its  severity 
enough  to  permit  tablet  administration 
Dosage : An  initial  dose  of  5 to  10  mg.  (i  to  2 cc.)  should 
be  injected  deeply  into  the  upper  outer  quadrant  of  the 
buttock.  This  may  be  repeated  if  necessary  at  intervals  of 
3 to  4 hours. 

For  further  information,  see  S.K.F.  literature. 

Available:  2 cc.  (10  mg.)  ampuls  m boxes  of  6 and  100. 
5 mg.  tablets  in  bottles  of  50  and  500. 


'Compazine' 


the  outstanding  antiemetic 
with  minimal  side  effects 


Smith,  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  foi  prodorperazine,  S.K.F. 
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MORE  CONSISTEN 

CHLORO 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Continuing  to  prove  consistently  effective,  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  has  retained  its  effectiveness  against 
most  strains  of  Escherichia  coli^'^  and  other  gram-negative  organ- 


' isms.-'®  Altemeier  reports;  “At  present,  approximately  80  per  cent 

of  the  gram-negative  organisms  isolated  in  our  laboratories  are 
sensitive  to  Chloromvcetin.”^ 

A truly  wide-spectrum  antibiotic,  CHLOROAIYCETIN  is  also  effec- 
tive against  gram-positive  pathogens,®-^’”^'*^  even  the  troublesome 
staphylococci. 


Jlv  •.♦••s' 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dvscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriininatelv  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  pro- 
longed or  intermittent  therapy. 

REFERENCES: 


(1)  Metzger,  W.  I.,  & Jenkins,  C.  J.,  Jr.:  Pediatrics  18:929,  1956.  (2)  Altemeier,  W.  A.: 
Postgrad.  Med.  20:319,  1956.  (3)  Cohen,  S.:  Postgrad.  Med.  20:483,  1956.  (4)  Rantz, 
L.  A.,  is  Rantz,  H.  H.:  Arch.  ItU.  Med.  97:694,  1956.  (5)  Bennett,  I.  L.,  Jr.:  West 
Virginia  M.  }.  53:5.5,  1957.  (6)  Hughes,  J.  G.,  & Carroll,  D.  S.:  Pediatrics  19:184,  1957. 
(7)  Kempe,  C.  H.:  California  Med.  84:242,  1956.  (8)  Spink,  W.  W.:  Ann.  New  York 
Acad.  Sc.  65:175,  1956.  (9)  Yow,  E.  M.:  GP  15:102,  1957.  (10)  Wise,  R.  I.;  Cranny,  C., 
& Spink,  W.  W.:  Am.  J.  Med.  20:176,  1956.  (11)  Royer,  A.:  Scientific  E.xhibit,  89th 
Ann.  Conv.  Canad.  M.  A.,  Quebec  City,  Quebec,  June  11-15,  1956. 


PARKE,  DAVIS  & COMPANY 


DETROIT  32,  MICHIGAN 


c ^ 


50123 


£ V- 


SENSITIVITY  OF  3 SEROTYPES  OF  E.  COLI  TO  CHLOROMYCETIN 
AND  THREE  OTHER  MAJOR  BROAD-SPECTRUM  ANTIBIOTICS* 


CHLOROMYCETIN  98% 
ANTIBIOTIC  A 81% 

ANTIBIOTICS  75% 

ANTIBIOTIC  C 81% 


*This  graph  is  adapted  from  Metzger  & Jenkins.^ 
Inhibitory  concentrations  were  12.5  meg.  or  less. 
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(pronounced  Trill'-ah-fon) 


perphenazine 


equally  valuable  in  all  decrees  of  psychic 
disorder  responsive  to  tranquilizing  therapy 


l+A4tLl. 


unsurpassed  relief 
of  nausea  and  vomiting 


(pronounced ' Trill '-ah-fon)  perphenazine 


unexcelled  antiemetic  potency 


I 

I 


Problem-eaters,  the  underweight,  and  generally  below- 
par  patients  of  all  ages  respond  to  incremin. 


Incremin  offers  1-Lysine  for  protein  utilization,  and  es- 
sential vitamins  noted  for  outstanding  ability  to  stimulate 
appetite,  overcome  anorexia. 


Specify  incremin  in  either  Drops  (cherry  flavor)  or 
Tablets  (caramel  flavor).  Same  formula.  Tablets,  highly 
palatable,  may  be  orally  dissolved,  chewed,  or  swallowed. 
Drops,  delicious,  may  be  mixed  with  milk,  milk  formula, 
or  other  liquid;  offered  in  15  cc.  polyethylene  dropper 
bottle. 


Each  INCREMIN  Tablet 

or  each  cc.  of  incremin  Drops  contains: 

I-Lysine  300  mg.  Pyridoxine  (Be)  5 mg. 

Vitamin  Bi2  25  mcgm.  (incremin  Drops  contain  1%  al- 

Thiamine  (Bi)  10  mg.  cohol) 

Reg.  U.  S.  Pat.  Off. 


Dosage  only  1 incremin  tablet  or  10-20  incremin 
Drops  daily. 
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Mallory  S.  Andrews,  M.D.,  Norfolk  (1) 
John  C.  Watson,  M.D.,  Alexandria  (1) 
Edward  E.  Haddock,  M.D.,  Richmond  (2) 
W.  C.  Elliott,  M.D.,  Lebanon  (2) 

William  H.  Barney,  M.D.,  Lynchburg  (3) 
Frank  A.  Farmer,  M.D.,  Roanoke  (2) 


Medical  Service 

Russell  V.  Buxton,  M.D.,  Chairman,  New- 
port News  ( 1 ) 

Frank  A.  Farmer,  M.D.,  Roanoke  (1) 

James  P.  Williams,  M.D.,  Richlands  (1) 
Arthur  L.  Van  Name,  Jr.,  M.D.,  Urbanna 
(1) 

Richard  E.  Palmer,  M.D.,  Alexandria  (1) 
William  A.  Johns,  M.D.,  Richmond  (2) 
Charles  H.  Lupton,  M.D.,  Norfolk  (2) 
Charles  L.  Savage,  M.D.,  Waynesboro  (2) 
Snowden  C.  Hall,  Jr.,  M.D.,  Danville  (2) 

H.  B.  Holsinger,  M.D.,  Farmville  (2) 


Membership 

A.  P.  Jones,  M.D.,  Chairman,  Roanoke  (1) 


Acors  W.  Thompson,  M.D.,  Falls  Church 

(2) 

Cecil  B.  Dixon,  M.D.,  South  Boston  (3) 


Scientific  Exhibits  and  Clinics 

Frank  M.  Blanton,  M.D.,  Chairman,  Rich- 
mond ( 1 ) 

Andrew  F.  Giesen,  M.D.,  Radford  (2) 

Alvin  C.  Wyman,  M.D.,  Alexandria  (3) 


Public  Relations 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman,^ 
Lynchburg  ( 3 ) 

Mason  C.  Andrews,  M.D.,  Vice-Chairman, 
Norfolk  (3) 

Harry  C.  Bates,  Jr.,  M.D.,  Arlington  (2) 

Ira  L.  Hancock,  M.D.,  Creeds  (2) 

Harry  B.  Stone,  Jr..  M.D.,  Roanoke  (1) 

W.  T.  Thompson,  M.D.,  Richmond  (1) 


Program 

Elam  C.  Toone,  Jr.,  M.D.,  Chairman,  Rich- 
mond (3) 

George  B.  Craddock,  M.D.,  Lynchburg  (1) 
Mary  Elizabeth  Johnston,  M.D.,  Tazewell 
(2) 

Julian  R.  Beckwith,  M.D.,  Charlottesville 
Associate 

Finance 

Walter  A.  Porter,  M.D.,  Chairman,  Hills- 
ville  (3) 

Harry  J.  Warthen.  Jr.,  M.D.,  Richmond 

D) 

Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 

(2) 
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Special  Committees 


>hild  Health 

Paul  Hogg,  M.D.,  Chairman,  Newport  News 
W.  E.  Chapin,  M.D.,  Richmond 
John  Walke,  M.D.,  Roanoke 
Harry  Cox,  M.D.,  Portsmouth 
Robert  Cox,  M.D.,  Lynchburg 
I A.  Page  Booker,  M.D.,  Charlottesville 
; Gayle  Arnold,  M.D.,  Richmond 
i W.  N.  Thompson,  M.D.,  Stuart 
! Boyd  H.  Payne,  M.D.,  Staunton 


Advisory  to  Woman’s  Auxiliary 

Charles  L.  Outland,  M.D.,  Chairman, 
Richmond 

Donald  S.  Daniel,  M.D.,  Vice-Chairman, 
Richmond 

William  V.  Rucker,  M.D.,  Bedford 
Paul  C.  Pearson,  M.D.,  Warsaw 


iValter  Reed  Commission 

Richard  B.  Bowles,  M.D.,  Chairman, 
Mathews 

John  R.  Gill,  M.D.,  Mathews 
Raymond  S.  Brown,  M.D.,  Gloucester 


riaternal  Health 

A.  Tyree  Finch,  M.D.,  Chairman, 
Farmville 

H.  H.  Ware,  Jr.,  M.D.,  Richmond 

L.  L.  Shamburger,  M.D.,  Richmond 

E.  S.  Groseclose,  M.D.,  Lynchburg 

George  S.  Hurt,  M.D.,  Roanoke 

Mason  C.  Andrews,  M.D.,  Norfolk 

Garrett  Dalton,  M.D.,  Radford 

Walter  L.  McMann,  M.D.,  Danville 

W,  N.  Thornton,  Jr.,  M.D.,  Charlotteeville 

James  J.  Dunne,  M.D.,  Richmond 

W.  J.  Hagood,  M.D.,  Clover 

K.  Charles  Latven,  M.D.,  Arlington 


Po  Confer  with  State  Board  of  Nnrse 
Examiners 

James  M.  Habel,  M.D.,  Chairman,  Suffolk 
Andrew  D.  Hart,  M.D.,  Charlottesville 
John  R.  Mapp,  M.D.,  Nassawadox 
Frank  Johns,  M.D.,  Richmond 
John  E.  Gaj-dner,  M.D.,  Roanoke 


Puberculosis 

William  H.  Barney,  M.D.,  Chairman, 
Lynchburg 

William  E.  Apperson,  M.D.,  Richmond 
L.  R.  Broome,  M.D..  Catawba  Sanatorium 
Thomas  Hunnicutt,  Jr.,  M.D.,  Newport 
News 

John  A.  Sims,  M.D.,  Alexandria 


!!erebral  Palsy 

Allen  M.  Ferry,  M.D.,  Chairman,  Arlington 
Gayle  G.  Arnold,  M.D.,  Richmond 
Louise  F.  Galvin,  M.D.,  Richmond 
John  A.  Vann,  M.D.,  Norfolk 
Richard  M.  Reynolds,  M.D.,  Norfolk 


dental  Hygiene 

John  R.  Saunders,  M.D.,  Chairman, 
Richmond 

Thomas  S.  Edwards,  M.D.,  Charlottesville 
Robert  C.  Longan,  Jr.,  M.D.,  Richmond 
Joseph  R.  Blalock,  M.D.,  Marion 
John  B.  McKee,  M.D.,  Winchester 
John  T,  T.  Hundley,  M.D.,  Lynchburg 
G.  Edmund  Stone,  M.D.,  Staunton 


Zanctr 

John  R.  Knight,  M.D.,  Chairman,  Norfolk 
George  Cooper,  Jr.,  M.D.,  Charlottesville 
William  D.  Dolan,  Jr.,  M.D.,  Arlingrton 
Joseph  W.  Houck,  M.D.,  Lynchburg 
Carrington  Williams,  Jr.,  M.D.,  Richmond 
John  W.  Hooker,  M.D.,  Danville 
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Hugh  H.  Trout,  Jr.,  M.D.,  Roanoke 

G.  J.  Carroll,  M.D.,  Suffolk 

W.  N.  Thornton,  Jr.,  M.D.,  Charlottesville 


Conservation  of  Hearing 

Francis  H.  McGovern,  M.D.,  Chairman, 
Danville 

P.  H.  Pastore,  M.D.,  Richmond 

Cal  T.  Burton,  M.D.,  Roanoke 

Cary  N.  Moon,  Jr.,  M.D.,  Charlottesville 

Gordon  Harrell,  M.D.,  Norfolk 

Fletcher  D.  Woodward,  M.D.,  Charlottesville 

Neil  Callahan,  M.D.,  Norfolk 

James  R.  Gorman,  M.D.,  Lynchburg 


Federal  Medical  Services 

John  T.  Hazel,  M.D.,  Chairman,  Arlington 
J.  D.  Zylman,  M.D.,  Falls  Church 
Paul  C.  Camp,  M.D.,  Richmond 
Ernest  G.  Scott,  M.D.,  Lynchburg 
Ralph  R.  Landes,  M.D.,  Danville 

Liaison  Committee  to  Confer  with 
U.M.W.  Welfare  Fund 
James  P.  Williams,  M.D.,  Chairman, 
Richlands 

Kinloch  Nelson,  M.D.,  Richmond 
Mack  I.  Shanholtz,  M.D.,  Richmond 
John  O.  Boyd,  Jr.,  M.D.,  Roanoke 
Rufus  P.  Brittain,  M.D.,  Tazewell 
William  B.  Barton,  M.D.,  Stonega 
Thomas  B.  Hunter,  M.D.,  Charlottesville 
William  F.  Maloney,  M.D.,  Richmond 


To  Assist  American  Diabetes  Association 
William  R.  Jotdan,  M.D.,  Chairman, 
Richmond 

Robert  C.  Crawford,  M.D.,  Roanoke 

W.  C.  Salley,  M.D.,  Norfolk 

Stuart  H.  Catron,  Jr.,  M.D.,  Abingdon 


House 

Harry  J.  Warthen,  Jr.,  M.D.,  Chairman, 
Richmond 

Donald  S.  Daniel,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 


Executive  Committee  of  Council 

Louis  P.  Bailey,  M.D.,  Chairman,  Nathalie 
Frank  A.  Farmer,  M.D.,  Roanoke 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 


National  Emergency  Medical  Service 

W.  Ross  Southward,  Jr.,  M.D.,  Chairman, 
Richmond 

Thomas  Smith,  M.D.,  Hayes 
Walter  P.  Adams,  M.D.,  Norfolk 
E.  Cato  Drash,  M.D.,  Charlottesville 
James  L.  Hamner,  M.D.,  Mannboro 
Alexander  McCausland,  M.D.,  Roanoke, 


Conservation  of  Sight 

W.  W.  Taylor,  M.D.,  Chairman,  Norfolk 
Edgar  Childrey,  M.D.,  RiAmond 
Parker  H.  Lee,  M.D.,  Lynchburg 
R.  O.  Smith,  M.D.,  Pulaski 
William  F.  Hatcher,  M.D.,  Roanoke 
Meade  C.  Edmunds,  M.D.,  Petersburg 
DuPont  Guerry,  III,  M.D.,  Richmond 


Liaison  Committee  with  Department  of 
Public  Welfare 

Malcolm  H.  Harris,  M.D.,  Chairman, 
West  Point 

G.  B.  Setzler,  M.D.,  Pennington  Gap 
A.  L.  Carson,  M.D.,  Richmond 

H.  B.  Mulholland,  M.D.,  Charlottesville 
John  P.  Lynch,  M.D.,  Richmond 
Kinloch  Nelson,  M.D.,  Richmond 


National  Legislative  Committee 

Vincent  W.  Archer,  M.D.,  Chairman, 
Charlottesville 

John  C.  Watson,  M.D.,  Co-Chairman, 
Alexan^ia 

Reverdy  it  Jones,  Jr.,  M.D.,  Roanoke 
A.  A.  Creecy,  M.D.,  Newport  News 
Walter  P.  Adams,  M.D.,  Norfolk 
Benjamin  W*  Rawles,  Jr.,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Louis  P.  Bailey,  M.D.,  Nathalie 
Frank  A.  Farmer,  M.D.,  Roanoke 
Harold  W.  Miller,  M.D.,  Woodstock 
David  W.  Scott,  Jr.,  M.D.,  Fredericksburg 
James  P.  Williams,  M.D.,  Richlands 
Jacob'D.  Zylman,  M.D..  Falls  Church 


Advisory  Heart  Committee 

Reno  Porter,  M.D.,  Chairman,  Richmond 
C.  p.  Nofsinger,  M.D.,  Roanoke 
Julian  R.  Beckwith,  M.D.,  Charlottesville 
George  B.  Craddock,  M.D.,  Lynchburg 
..  Walter  Nalls,  M.D<,'  Alexandria 


Society  Headquarters  Building  Committee 

James  P.  King,  M.D.,  Chairman,  Radford 
W.  Linwood  Ball,  M.D.,  Richmond 
Guy  W.  Horsley,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Louis  P.  Bailey,  M.D.,  Nathalie 


Venereal  Disease  Control 

Thomas  W.  Murrell,  Jr.,  M.D.,  Chairman, 
Richmond 

James  W.  Love,  M.D.,  Alexandria 
Edward  P.  Cawley,  M.D.,  Charlottesville 
O.  H.  McClung,  M.D.,  Lexington 
Jethro  H.  Irby  M.D.,  Martinsville 


Insurance 

Frank  A.  Farmer,  M.D.,  Chairman, 
Roanoke 

W.  D.  Lewis.  M.D.,  Martinsville 
Guy  W.  Horsley,  M.D.,  Richmond 
James  L.  Chitwood,  M.D.,  Pulaski 
Charles  V.  Amole,  M.D.,  Alexandria 
W.  Callier  Salley,  M.D.,  Norfolk 
Louis  P.  Bailey,  M.D.,  Nathalie 


Poliomyelitis 

Robert  C.  Hood,  M.D.,  Chairman,  Arlington 
Lee  E.  Sutton,  M.D.,  Richmond 
E.  A.  Harper,  M.D.,  Lynchburg 
Charles  B.  Bray,  Jr.,  M.D.,  Roanoke 
McLemore  Birdsong.  M.D.,  Charlottesville 
Mason  Romaine,  M.D.,  Petersburg 
J.  D.  Beale,  Jr.,  M.D.,  Danville 


American  Medical  Education  Foundation 

Robert  D.  Keeling,  M.D.,  Chairman, 

South  Hill 

Houston  L.  Bell,  M.D.,  Roanoke 
Walter  A.  Eskridge,  M.D.,  Parksley 
Mallory  S.  Andrews,  M.D.,  Norfolk 
Carrington  Williams,  Jr.,  M.D.,  Richmond 
Clyde  W.  Vick,  Jr.,  M.D.,  Petersburg 
Clifford  G.  Gaddy,  M.D.,  Danville 
John  W.  Davis,  Jr.,  M.D.,  Lynchburg 
Richard  P.  Bell,  Jr.,  M.D.,  Staunton 
Chester  L.  Riley,  M.D.,  Winchester 
E.  Cato  Drash,  M.D.,  Charlottesville 
Norman  R.  Tingle,  M.D.,  Nuttsville 
R,  D.  Campbell,  M.D.-,  SaItviUe 
George  W.  McCall,  M.D.,  Bristol 
David  S.  Phlegar,  M.D.,  Blacksburg 
J.  P.  Sutherland,  M.D.,  Harman 
H.  Haskins  Ferrell,  M.D.,  Alexandria 
Edward  M.  Alexander,  M.D.,  Newport  News 
Hugh  G.  Stokes,  Jr.,  M.D.,  Williamsburg 
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optimal  dosages  /or  atarax, 
based  on  thousands  of  case  histories: 


mg.  (t.i.d.j 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS ' PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

PeACe  OF  MIND  ATARAX 

IBRANO  or  HTODOnZINt)  fT>  J 1 . C 

labletS’oyrup 


Consider  these  3 atarax  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

ATARAX  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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kids  really  like,*. 


' SQUIBB  IRON,  B COMPLEX  AND  Bu  VITAMINS  ELIXITc 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality^ 
the  Priceless  Ingredient 


Each  teaspoonful  (5  cc.)  supplies: 

Elemental  Iron  38  mg, 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated) 

Vitamin  B12  activity  concentrate 4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide 5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Alcohol  content : 12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply:  Bottles  of  8 ounces  and  1 pint. 


«BUBMT0N'(E>  rt  A SQUIBB  TMAOCMARK 


VoL.  84,  July,  1957 


9 


Retirement  from  work,  yes — 

but  not  from  good  health.  Older  folks  have 

more  years  to  look  forward  to,  because 

life  expectancy  has  been  increased 

by  20  years  in  the  last  40.  The  extra  years 

are  healthier  because  modem  geriatric 

medicine  has  made  them  so. 

Community  agencies  are  seeing  to  it 
that  the  aged  have  more  to  do, 
more  interest  in  hfe. 

As  with  all  prescriptions  at  Peoples, 
your  doctor’s  geriatric  prescriptions 
are  compounded  accurately,  quickly. 

And,  of  course,  your  prescription 
is  priced  with  uniform  economj’. 


One  of  a Series  of  Newspaper  Ads 
Directed  to  Your  Patiefits 
a fid  Our  Customers — 


PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


® 19S«  PEOPLES 
DAUG  STORES.  |MC. 


Now... control  both 
the  G.l.  disorder 

.mm  and 

“emotional 

overlay" 


Htod  loiJn 


Dit-  d it  '"our  Patients 
atui  Out  ■stuniers 


I ami  ffUT 

bnB 
8ti 


IsnoiJomB 


SERVICE  ^ 

DRUG  STORES^ 


© 


tM«  ^Korvca 
OMUO  STOfltS.  IW^. 


Retirement  from  work,  yes — 

but  not  from  good  health.  Older  folks  have 

more  years  to  look  forward  to,  because 

life  expectancy  has  been  increased 

by  20  years  in  the  last  40.  The  extra  years 

are  healthier  because  modem  geriatric 

njedicine  has  made  them  so. 

Community  agencies  are  seeing  to  it 
that  the  aged  have  more  to  do, 
more  interest  in  life. 

As  with  all  prescriptions  at  Peoples, 
your  doctor’s  geriatric  prescriptions 
are  compounded  accurately,  quickly. 

And,  of  course,  your  prescription 
is  priced  w ith  uniform  economy. 

PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


a.. 

' s 
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combines  M©proba.ma.te  (400  mg.y 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness  I 

in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients.  j 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 

I'  over  long  periods  of  time. ^ 

with  Pat  h i I o n {25  mg.):  | 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high  \ 

effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  complications,  and  few  recurrences.'* 

Now .with  PATHIBAMATE..  .jow  can  control  disorders  of  the 
digestive  tract  and  the  “emotional  overlay^^ so  often  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dramatic  response  to  PATH  I BA  MATE  therapy: 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 
ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on  PATHIBAM  ATE  clinical  investigators 

• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”^ 


ferences:  l.  Borrus,  J.  C.;  M.  CUn.  North  America, 
>ress,  1957.  2.  Gillette,  H.  E.;  Internat.  Rec.  Med.  & G.  P. 
1. 169:453,  1956.  3.  Pennington,  V M.:  J.A.M.A., 

>ress,  1957.  4.  Gayer,  D.:  Prolonged  Anticholinergic 
rapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1 : 301-309 
y)  1956.  5.  McGlone,  E B.:  Personal  Communication  to 
erle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
nmunication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
McGavack,  T.  H.:  Personal  Communication 
.ederle  Laboratories. 


• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  1 BAM  ATE...  “will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”’ 


pplted:  Bottles  of  100  and  1000 

'ministration  and  Dosage:  l tablet  three  times  a day 
lealtimes  and  2 tablets  at  bedtime.  Full 


• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”^ 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


l^l49Uj 

“PREMARINI'c  MEPROBAMATE 

Conjugated  Estrogens  (equine)  with  Meprobamate 


It  was  inevitable  that  these  two  therapeutic  agents— the 
leading  natural  oral  estrogen  and  the  foremost,  clinically 
proven  tranquilizer— should  be  combined  for  control  of 
the  menopausal  syndrome  when  unusual  emotional  stress 
complicates  the  picture. 

5756  Ayerst  Laboratories  • New  York,  N.  Y.  • Montreal,  Canada 


for  "the  butterfly  stomach 


99 


Pavatrine*  with  Phenobarbital 


125  mg. 


15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 
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Successful  appetite  control 
begins  in  the  supermarket 

If  your  overweight  patient  can  resist 
the  temptation  to  buy  high  calorie 
snacks,  he’s  well  on  the  road  to  suc- 
cessful weight  reduction.  You  will 
find  that  one  Dexedrine*  Spansule 
sustained  release  capsule  taken  in 
the  morning  controls  appetite  all  day 
long— both  at  mealtimes  and  in  the 
supermarket. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dexfro-amphetamine  sulfate, 
S.K.F.  tT.M.  Reg.  U.S.  Pat.  Off. 
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One  DONNAGESic  Extentab  gives  10  to  12  hours  of 
steady,  high-level  codeine  analgesia.  Rebuilding 
of  effective  analgesia  with  repeated  doses  is 
avoided.  Patient  comfort  is  continuous. 

There  is  more  pain  relief  in  donnagesic  Extentabs 
than  in  codeine  alone  — codeine  analgesia  is  potentiated 
by  the  phenobarbital  present.  In  addition,  phenobarbital 
diminishes  anxiety,  lowering  patient’s  reactivity  to  pain. 

DONNAGESIC  is  safer,  too,  for  codeine  side  effects  are 
minimized  by  the  peripheral  action  of  the  belladonna 
alkaloids. 

extended  action — The  intensity  of  effects  smoothly 
sustained  all-day  or  all-night  by  each  donnagesic 
Extentab  is  equivalent  to,  or  greater  than,  the  maximum 
which  would  be  provided  by  q.  4h.  administration  of  one- 
third  the  active  ingredients. 


Donnagesic 

Extentabs" 

extended  action  tablets  of  CODEINE  with  DONNATAL® 

once  every  10-12  hours 
and 
for  all 

DONNAGESIC  No.  1 (pink) 

CODEINE  Phosphate 

Hyoscyamine  Sulfate 

Atropine  Sulfate  

Hyoscine  Hydrobromide  . . . 

Phenobarbital 


A.  H.  ROBINS  CO.,  INC.,  RICHhIOND,  VIRGINIA  Ethical  Pharmaceuticals  of  Merit  Since  1878 


*Res-  U.  S.  Pat.  Off.,  Pat.  applied  for. 
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Current  Practices  in  Dietary  Management  of 


Infant  Allergies 


Infants  are  not  born  hypersensitive  but  may  develop 
hypersensitivity  to  foodstuffs  shortly  after  birth. 
The  earliest  sensitizations  are  likely  to  be  to  milk, 
wheat,  eggs  and  orange  juice,  with  which  contact  is 
established  early  in  life.  Heredity  is  usually  a domi- 
nant factor  in  the  tendency  of  infants  to  develop 
allergy.  Infants  with  a family  history  of  both  pater- 
nal and  maternal  allergy  tend  to  develop  clinical 
symptoms  earlier  than  those  with  unilateral  inherit- 
ance. Both  the  allergen  and  the  symptom  in  the 


infant  may  be  different  from  those  of  the  father  or 
mother. 

Allergic  disorders  of  infants  include  gastrointestinal 
disturbances,  infantile  eczema,  urticaria  and  asthma. 
Gastrointestinal  allergy  may  be  manifested  by 
vomiting,  colicky  abdominal  pain  and  diarrhea. 
Allergic  dermatitis  may  be  evidenced  by  wheal-like 
cutaneous  reactions  which  may  develop  into  exuda- 
tive lesions  over  thescalp,  face  and  body.  A systemic 
food  hypersensitivity  may  produce  an  asthmatic 
response  manifested  by  dyspnea  and  wheezing, 
although  infection  is  usually  associated  with  this 
type  of  response. 

Common  treatments  include  avoidance  of  the 
allergen,  desensitization,  antihistaminics  and,  in  the 
presence  of  infection,  antibiotics.  Infants  sensitive 
to  the  proteins  of  cow’s  milk  whey  may  be  fed 
human,  goat  or  mare’s  milk  reinforced  with  KARO® 
Syrup.  Casein-sensitive  infants  may  be  offered  soy- 
bean milk  or  amino  acid  mixtures  reinforced  with 
KARO  Syrup. 

The  same  problems  of  infant  feeding  recur  from 
generation  to  generation,  but  solutions  may  differ 
with  each  era.  The  carbohydrate  requirement  for 
all  infants  is  as  completely  fulfilled  by  KARO  Syrup 
today  as  a generation  ago.  Whatever  the  type  of 
milk  adapted  to  the  individual  infant,  KARO  Syrup 
may  be  added  confidently  because  it  is  a balanced 
mixture  of  low  molecular  weight  sugars,  readily 
miscible,  well  tolerated,  palliative,  hypo-allergenic, 
resistant  to  fermentation  in  the  intestine,  easily 
digestible,  readily  absorbed  and  non-laxative. 
KARO  is  readily  available  in  all  food  stores. 

MEDICAL  DIVISION 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 
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Butazolidin  relieves  pain,  ■ 

improves  function,  1 

resolves  inflammation  in: 

Gouty  Arthritis 
Rheumatoid  Arthritis 
Rheumatoid  Spondylitis 
Painful  Shoulder  Syndrome 

Butazolidin  being  a potent  therapeutic 
agent,  physicians  unfamiliar  with  its 
use  are  urged  to  send  for  detailed 
literature  before  instituting  therapy. 

Butazolidin®  (phenylbutazone 
Geigy).  Red  coated  tablets  of  100  mg. 


GEiGY 

Ardsley,  New  York 


among  nonhormonal  antiarthritics  . . . 

unexcelled  in 
therapeutic  potency 

BUTAZOLIDIN' 

(phenylbutazone  Geicy)  , 


In  the  nonhormonal  treatment  of  arthritis 
and  allied  disorders  no  agent  surpasses 
Butazolidin  in  potency  of  action. 

Its  well-established  advantages 
include  remarkably  prompt  action,'  i 
broad  scope  of  usefulness,  ■ . M 

and  no  tendency  to  development  ' ^ 
of  drug  tolerance.  Being 
nonhormonal,  Butazolidin 
causes  no  upset  of  normal 
endocrine  balance. 


1<S 


ViRcixiA  Medical  Monthly 


advance  in  potentiated  multi-spectrum  therapy- 
higher,  faster  levels  of  antibiotic  activity 


OLEANDOMYCIN  TETRACYCLINE-PHOSPHATE  BUFFERED 


Signemycin  V— the  neiv  name 
for  multi-spectrum  Sigmamycin 
—noiv  buffered  for  higher 
antibiotic  serum  levels. 


capsules 


New  added  certainty  in  antibiotic  therapy 
—particularly  for  that  90%  of  the  patient 
population  treated  at  home  or  office  where 
susceptibility  testing  may  not  be  practical. 

Signemycin  V Capsules  provide  the  unsur- 
passed antimicrobial  spectrum  of  tetracy- 
cline extended  and  potentiated  to  include 
even  those  strains  of  staphylococci  and 
certain  other  pathogens  resistant  to  other 
antibiotics.  The  addition  of  the  buffering 
agent  affords  higher,  faster  antibiotic  blood 
levels  following  oral  administration. 

Supplied:  Capsules  containing  250  mg.  (oleando- 
mycin 83  mg.,  tetracycline  167  mg.),  phosphate 
buffered.  Bottles  of  16  and  100.  ♦Trademark 


World  leader  in  antibiotic  development  and  production 


zety  Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
— Division,  Chas.  Pfizer  & Co.,  Inc, 


24-hour  control 

for  the  majority  of  diabetics 


a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 
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(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


BEULAOONNA  ALKALOIDS  WITH 
DIHYDROXY  ALUMINUM  AMINOACETATC 

(alolyn®.  brayten) 


Alglyn 

adsorbed  only 
7% 

ofaUcaloidg 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  ot/sorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 

each  tablet  contains 

dIhydroxy 

1 aluminum 

1 aminoacetate,  o.s  om< 

j N.N.R. 

belladonna 

alkaloids  o.iea  mo. 

(as  sulfates) 

phenobarbital  le.a  mo. 

. 

rui  uuui  idpiu  diiu  piuiuii^vU  diiidciu  ciicLii  wiui  Luiioidiciiuy 

effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 

for  treatment  of  peptic  ulcer  and  epigastric  distress. 

Also  supplied:  Alglyn*  (dihydroxyiiumi- 
num  aminoacetate.  N.N  ft  0.5  Gm  per  tablet). 
BELGLYN*  (dihydroxy  aluminum  aminoacetate. 

N.N.R. , 0.5  Gm.  and  belladonna  alkaloids. 0.162  mg. 
per  tablet). 

Specialilies  for  the  Medical  Profession  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE  1 

m 
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and  Protection 

Against  Hypochromic  Anemia 

Hypochromic  anemia,  the  most  common  nutritional  deficiency  in 
children  in  the  United  States,  occurs  most  frequently  in  the  second 
six  months  after  birth.  * A major  cause  of  anemia  in  early  infancy 
may  arise  from  insufficient  transfer  of  iron  from  the  mother  to 
the  fetus,  2 since  anemia  is  not  uncommon  in  pregnant  women. 

A first  step,  then,  toward  prevention  of  hypochromic  anemia  in 
the  infant  is  the  provision  of  a prenatal  diet  rich  in  available  iron 
and  in  high  quality  protein.  A second  and  most  important  step  is 
the  addition  of  foods  high  in  utihzable  iron  (egg  yolk,  sieved  meat 
and  vegetables)  to  the  infant’s  daily  diet  as  early  as  possible 
(usually  3 months  after  birth) . ^ 

Meat  contributes  valuable  amounts  of  anabolically  effective  pro- 
tein, B vitamins,  readily  available  iron,  and  other  minerals  to  the 
nutrition  of  the  pregnant  and  lactating  woman.  The  feeding  of 
sieved  meat  to  infants  after  the  third  month  provides  weU-utilized 
iron  and  aids  in  the  prevention  of  hypochromic  anemia. 

1.  Jackson,  P.  L.;  Iron  Deficiency  Anemia  in  Infants,  Editorial,  J.A.M.A.  160:976 
(Mar.  17)  1956. 

2.  Martin,  E.  A.:  Roberts’  Nutrition  Work  with  Children,  Chicago,  The  Uni- 
versity of  Chicago  Press,  1954,  p.  211. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nu- 
trition of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

'-y 

(American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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A Better  Antihypertensive 

. . . because  among  all  Rauwolfia  preparations  Rauwiloid 
(alseroxylon)  is  maximally  effective  and  maximally  safe 
. . . because  least  dosage  adjustment  is  necessary  . . . 
because  the  incidence  of  depression  is  less  . . . because 
up  to  80%  of  patients  with  mild  labile  hypertension  and 
many  with  more  severe  forms  respond  to  Rauwiloid  alone. 


A Better  Tranquilizer,  too 

. . . because  Rauwiloid’s  nonsoporific  sedative  action 
relieves  anxiety  in  a long  list  of  unrelated  diseases 
not  necessarily  associated  with  hypertension  . . . with- 
out masking  of  symptoms  . . . without  impairing  in- 
tellectual or  psychomotor  efficiency. 

Dosage;  Simply  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  aU  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making  smaller 
dosage  effective  and  freer  from  side 
actions. 

Rauwiloid+Veriloid® 

In  moderate  to  severe  hypertension 
this  single-tablet  combination  per- 
mits long-term  therapy  with  depend- 
ably stable  response.  Each  tabletcon- 
tainslmg.  Rauwiloid  and  3 mg.Veri- 
loid.  Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethoniiun 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 


Riker 


LOS  ANGELES 
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How  +o  wir^ ‘friends  ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25 (f  Bottle  of  48  tablets  (Ilf  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway.  New  York  18,  N.  Y. 
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Meti-steroid  benefits  are  potentiated  in 


METRETON* 


ME-n-STEROID  — ANTIHISTAMINE  COMPOUND 


NASAL  SPRAY 
prompt  nasal  comfort 
without  jitters  or  rebound 


TABLETS 

with  stress  supportive 
vitamin  C 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders  — even  in  the  presence  of 


cardiorenal  and  hepatic  insufiBciency. 


COMPOSITION  AND  PACKAGING 

Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


from  allergic  effects  of  pollen 


CO-PYRONIL 

(Pyrrobutamine  Compound,  Lilly) 


— with  minimal  side-effects 


Each  Pulvule  ‘Co-Pyronil’ 
provides: 

‘Pyronir  15  mg. 

(Pyrrobutamine,  Lilly) 
‘HistadyV  25  mg. 

(Thenylpyramine,  Lilly) 

‘ Clopane 

Hydrochloride'  12.5  mg. 

(Cyclopentamine 
Hydrochloride,  Lilly) 


This  is  the  season  when  we  all  yearn  for  escape  from  every- 
day Ufe,  to  “commime  with  nature.”  But,  to  the  one  allergic 
to  pollen,  this  craving  is  usually  easier  to  endure  than  the 
penalty  of  exposure  to  poUen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 

‘Co-Pyronil’  combines  the  complementary  actions  of  a 
rapid-acting  antihistaminic,  a long-acting  antihistaminic, 
and  a sympathomimetic. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

758021 
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Guest  Editorial . . . . 


Cross — Shield — Blue 
An  Interpretation 

A FTER  EXPERIENCING  ONCE  AGAIN  the  great  joy  of  the  Easter  season 
with  its  re-focusing  of  our  attention  on  the  Cross  and  the  empty  tomb,  I cannot 
forego  the  impulse  to  write  the  following  thoughts  in  connection  with  the  meaning 
of  “Cross — Shield — Blue.”  I think,  for  example,  of  what  can  be  done  in  the  interest 
of  establishing  a better  relationship  between  the  physicians  and  our  Blue  Cross-Blue 
Shield  Plan,  and  of  how  we,  as  physicians,  must  seek  guidance  from  Above  if  we  are 
to  advise  our  patients,  in  a manner  that  will  be  fair  and  just  to  all,  concerning  hos- 
pitalization. Such,  briefly,  accounts  for  the  crystallization  of  what  is  to  follow. 

The  Cross  must  ever  be  central  in  our  thinking.  We  neglect  it  and  forget  it  at  our 
peril.  I am  incapable  of  enumerating  everMhing  for  which  the  Cross  stands,  but, 
certainly,  when  we  look  upon  the  Cross,  we  see  at  the  very  least  a symbol  of  personal 
discipline — of  self  control,  dedication,  consecration — of  vicarious  and  voluntary  suf- 
fering— of  salvation,  devotion,  and  love  at  its  highest  and  best — in  short,  of  all  that 
Dr.  Harry  Emerson  Fosdick  had  in  mind  when  he  spoke  of  the  “Unenforceable  obli- 
gation”. We  know  that  while  the  Cross  is  personal  and  individual,  it  is  also  univer- 
sal; we  know,  too,  that  it  must  be  carried  daily — and  voluntarily.  When  we  look 
upon  the  Cross,  we  realize  immediately  that  someone  has  given  of  himself  or  herself — 
voluntarily — for  the  benefit  of  others. 

The  Shield,  of  course,  was  a vital  part  of  that  equipment  carried  by  the  knight  in 
the  day  of  chivalry  designed  to  protect  him  physically.  We,  however,  have  come  to 
think  of  the  shield  as  an  item  of  spiritual  equipment.  One’s  faith,  for  example,  acts 
as  a shield  against  the  fiery  darts  of  temptation,  protects  one  spiritually.  Surely,  now, 
our  Plan  may  be  looked  upon  as  an  item  of  financial  equipment,  designed  to  protect 
and  to  assist  in  time  of  need  or  danger — that  is  to  say,  in  time  of  illness. 

Blue  is  a color  generally  symbolic  of  that  w'hich  is  “genuine",  “faithful,”  “unwaver- 
ing”, “honest” — in  a word,  that  which  is  true  (the  word  used  both  in  the  sense  of 
“truth”  and  in  the  sense  of  “loyalty”).  One  thinks,  for  example,  of  that  very  common 
expression  “true-blue  friend”.  More  rarely,  blue  is  considered  a symbol  of  wisdom, 
and,  because  the  color  of  the  sky,  indicative  of  that  which  is  “from  above”  in  origin 
and  nature.  Finally,  in  our  use  of  “blue  ribbon”  to  signify  first  place  in  a compe- 
tition, we  have  attached  to  the  color  a meaning  of  supreme  excellence. 

Let  me  refer  briefly  to  an  old  legend  attached  to  St.  Martin  of  Tours- — a legend 
which  is  certainly  of  interest  and  perhaps  also  of  use,  particularly  in  connection  with 
the  symbol  of  the  Cross.  Martin,  who  lived  in  the  fourth  century,  in  his  early  years 
served  in  the  Frankish  army,  and  (so  the  store-  goes)  was  standing  guard,  one  bitter 


cold  night,  at  the  gate  of  Amiens.  In  the  course  of  the  night,  he  noticed  beside  the 
gate  a beggar,  entirely  unclothed  against  the  freezing  wind.  Now,  Martin  had  only  his 
blue  mUitary  cloak  and  his  sword;  nevertheless,  he  took  his  sword  and  divided  the 
cloak,  giving  one  half  to  the  beggar  to  clothe  his  nakedness — and  was  rewarded  by  a 
dream  wherein  he  saw  Christ  displaying  the  triangular  piece  of  blue  cloth  to  angels 
with  the  statement,  “This  Martin  gave  to  me”.  X century-  lat^,  Clovis,  the  great 
Frankish  king,  after  his  conversion  to  Christianity,  used  as  a battle  flag  a triangular 
piece  of  blue  cloth,  supp>osed  to  be  the  other  half  of  Martin's  cloak.  It  was  expected 
to  insure  victory.  Thus  did  the  color — blue — come  to  be  attached  to  the  act  of  mercy 
and  the  hope  of  victory. 

In  olden  days,  names  were  considered  to  be  significant  and  important;  consequently, 
much  thought  was  given  to  their  selection.  I do  not  know  how  Blue  Cross-Blue  Shield 
came  to  be  selected  as  the  name  of  our  Plan.  That  the  choice  was  an  excellent  one, 
all.  I am  sure,  will  readily  agree. 

But,  are  ve  not  in  honor  bound  to  conduct  ourselves  in  a manner  that  will  reflect 
the  truest,  highest,  and  best  meaning  of  “Cross — Shield — Blue”? 

^^^lile  we  are  specially  trained,  we  must  also  remember  that  we  are  specially 
privileged.  We  cannot  be  satisfied  with  any  type  of  sendee  that  is  less  than  the  best; 
we  cannot,  even  though  what  we  do  may  be  considered  good  or  better  than  once  it  was. 
It  should  not  be  necessary  for  us  to  be  reminded  that  medicine  is  a sacred  calling, 
and  that,  if  we  are  to  be  assistants  to  and  consultants  with  the  Great  Physician,  truly 
manifesting  His  spirit,  then  our  best  efforts  must  be  forthcoming  in  the  care  of  the 
sick,  primarily  for  the  love  of  helping  them  rather  than  for  any  financial  remunera- 
tion that  may  be  ours.  I would  like  to  think  that  we  are  specially  trained,  some  mere 
so  than  others,  not  that  we  may  make  more  money,  but  that  we  may  render  seixice 
that  reaches  always  for  the  best. 

Recently  I heard  a radio  advertisement  in  which  a company,  spteaking  in  behalf 
of  its  own  pre-paid  policy,  depicted  a child  whose  life  depended  upon  a certain  opera- 
tion. The  advertisement  ended  with  the  assurance  that  everAthing  would  be  all  right 
with  this  child  because  the  child  had  a pre-paid  policy  with  this  particular  company. 
The  inference,  of  course,  (whether  intentional  or  unintentional  I don't  presume  to  say) 
was  to  the  effect  that  the  patient,  had  she  not  had  this  pre-paid  policy,  would  have 
been  denied  the  operation  and  would  have  died.  I feel  that  this  is  an  unfair  reflection 
upon  the  great  and  honored  profession  of  medicine,  and  I cannot  believe  that  tve  have 
detoured  so  far  from  the  highway  traveled  by  those  who  have  gone  before  us  that 
anyone  sick  and  in  need  of  healing  could  be  deprived  of  the  proper  service  because 
of  the  lack  of  money. 

It  is  felt  bv  those  who  administer  Blue  Cross-Blue  Shield  that — in  certain  cases — 
the  Plan  is  being  abused  and  overused  because  of  what  is  termed,  “Xeedless  Hos- 
pitalizations”. 

.\t  this  point  and  in  this  connection,  I wish  to  elaborate  further  on  what  Dr.  Harry 
Emerson  Fosdick  has  termed  the  “Unenforceable  Obligation”  and  Dr.  H.  Richard 
Rasmussen inspiring  description  of  the  Cross  as  a symbol  of  the  “F’nenforceable 
Obligation'’.  The  enforceable  obligations,  of  course,  are  those  imposed  by  custom 
and  law,  according  to  which  we  are  permitted  to  do  certain  things  and  forbidden  to 
do  certain  other  things.  There  is,  hoAvever,  an  area  in  our  lives  in  which  the  only 
compelling  obligations  are  those  which  voluntarily  we  impose  upon  ourselves.  Now, 
it  seems  to  me  that  it  is  precisely  in  this  area  of  thought  and  action  that  our  problem 
properlv  falls  and  in  which  its  solution  must  eventually  be  found.  It  is  just  as  in- 
cumbent upon  the  physician  as  it  is  upon  the  patient  to  classify  each  case  as  to  hos- 
pital or  home  care  in  the  light  of  the  principle  of  “unenforceable  obligations”.  We 
are  moral  individuals  and  we  must  make  moral  choices.  Moreover,  the  choice  is  not 
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always  a simple  choice  between  right  and  wrong,  good  and  evil;  often  it  is  a highly 
complicated  choice  between  what  is  best  and  what  is  merely  good  or  second-best.  After 
all,  as  compared  with  the  best,  even  that  which  is  good  can  be  rated  no  higher  than 
just  this,  second-best. 

In  this  connection  too,  certain  of  Dr.  Leslie  Weatherhead’s  thoughts  appeal  to  me, 
and  may,  I think,  be  helpful  to  us  in  thinking  about  our  problem.  Dr.  VVeatherhead 
points  out  that  power  must  be  considered  always  in  relation  to  purpose,  that,  in  fact,  a 
good  definition  of  power  is,  “the  ability  to  accomplish  purpose”.  Any  action  that 
defeats  purpose  is  a sign  of  weakness  rather  than  strength. 

Now,  we  as  physicians  have  the  power  to  permit  or  to  deny  the  hospitalization  of 
patients — and  therein  lies  our  own  peculiar  dilemma.  Admittedly,  if  every  patient 
were  hospitalized,  we  would  ultimately  price  our  Plan  out  of  existence,  thereby  de- 
feating its  very  purpose,  namely,  to  provide  protection — financially — to  as  many 
people  as  possible.  At  the  same  time,  we  want  to  be  as  certain  as  humanly  we  may 
to  arrive  at  a decision  just  to  the  one  that  is  sick.  Finally,  it  is  necessary,  too,  to 
remember  that  the  holder  of  our  Plan  purchased  it  with  the  purpose  of  using  it  if  and 
when  he  desires  and  thinks  it  necessary  in  case  of  illness.  The  dilemma  is  often 
acute;  nevertheless,  I do  sincerely  believe  that  in  these  borderline  cases,  if  we  will  but 
take  time  to  discuss  the  problem  with  our  patients,  keeping  carefully  in  mind  the 
principle  of  the  “unenforceable  objection”,  the  decision  will,  in  most  instances,  be 
fair  and  just  to  all  concerned. 

Harold  W.  Miller,  M.D. 

Woodstock,  Virginia 


Let’s  Reminisce! 

Alabama  State  Board  of  Health — The  Legislature  has  just  constituted  the  Medical 
Association  of  Alabama  the  State  Board  of  Health.  The  session  of  the  Association 
at  Montgomery  will  be  the  first  under  the  new  law.  The  measure  is  looked  upon 
as  the  commencements  of  better  days  in  Alabama.  We  would  be  rejoiced  to  learn  of 
the  successful  working  of  the  plan  adopted;  but  an  efficient  Secretary  or  Executive 
Officer  cannot  be  constantly  engaged  without  remuneration — at  least,  it  would  be 
unjust  to  expect  it. 


We  are  ashamed  to  have  to  confess  that  the  Virginia  Senate,  by  a vote,  taken  March 
19th,  of  15  ayes  to  18  noes  refused  to  make  the  necessary  appropriation  to  place  the 
State  Board  of  Health  upon  a working  plan;  although  we  predicted  the  result  in  our 
February  issue,  and  this  we  did  from  an  intimation  as  to  the  caliber  of  a large  part 
of  the  Legislature.  Men  who  talk  of  repudiation,  as  such,  of  just  and  incontrovertible 
debts,  or  of  withholding  a petty  annual  allowance  to  maintain  the  State  University, 
or  of  taxing  Church  property  for  State  purposes,  and  such  things  as  these,'  are  shallow- 
minded  enough  to  be  anything  except  politicians  in  the  true  sense  of  the  term.  Such 
men  should  not  be  returned  to  the  General  Assembly,  nor  ever  honored  hereafter 
with  positions  where  legislation  is  involved.  (Virginia  Medical  Monthly,  April,  1875) 
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Aortic  Stenosis 


TT7ITH  THE  REALIZATION  that  isolated 

’ ^ aortic  stenosis  is  more  common  than  was 
formerly  thought,  and  in  view  of  possible  surgical 
correction,  renewed  interest  in  this  lesion  has  been 
manifested. 

Though  the  exact  etiology  is  still  obscure  and 
methods  of  treatment  are  far  from  satisfactory, 
it  is  nevertheless  important  that  aortic  stenosis  be 
recognized  in  order  that  its  significance  may  be 
appreciated  and  proper  therapy  applied. 

Aortic  stenosis  is  three  times  as  frequent  in  men 
as  in  women  and  is  seen  more  commonly  in  people 
past  the  age  of  fifty.  Among  acquired  stenotic  valve 
deformities,  aortic  stenosis  is  the  second  most  com- 
mon. It  is  a disease  which  has  a greater  incidence 
in  climates  where  rheumatic  fever  and  rheumatic 
heart  disease  are  prevalent.  The  incidence  of  a past 
history  of  rheumatic  fever  varies  greatly.  In  Mitch- 
ell’s^ recent  study,  the  incidence  of  a past  history 
of  rheumatic  fever  in  131  cases  of  pure  aortic  stenosis 
was  15%.  In  patients  with  combined  valvular  dis- 
ease, the  incidence  was  progressively  larger.  In 
Bergeron’s^  recent  analysis  of  100  cases  of  pure 
aortic  stenosis,  studied  at  autopsy,  14%  had  a history 
of  rheumatic  fever. 

In  the  past  it  was  felt  that  acquired  aortic  stenosis 
in  young  people  is  rheumatic  in  origin  and  that 
calcific  aortic  stenosis  in  older  people  is  “sclerotic”.® 
More  recent  pathologic  studies  by  Karsner'*  and 
others  suggest  that  nearly  all  cases  are  initiated  by 
inflammation  due  to  rheumatic  fever  and  that  cal- 
cific or  sclerotic  changes  develop  later  as  a secondary 
process.  Rarely,  stenosis  may  be  of  congenital  origin 
involving  either  the  infundibular  area  of  the  valve 
or,  more  commonly,  the  valve  itself.  Most  often 
the  lesion  develops  slowly,  and  the  primary  physio- 
logic derangement  is  a marked  increase  in  resistance 
to  emptying  of  the  left  ventricle.  In  the  face  of  this 
obstruction,  cardiac  output  can  only  be  maintained 
by  means  of  a more  forceful  contraction  of  the  left 
ventricle  resulting  in  higher  intraventricular  systolic 
pressure.  Left  ventricular  work  is  increased  and 
gradually  hypertrophy  of  the  left  ventricle  occurs. 

HUTCHESON,  J.  MORRISON,  JR.,  formerly  Research 
Fello’w,  Thorndike  Memorial  Laboratory,  Boston  City 
Hospital,  and  Department  of  Medicine,  Harvard  Medical 
School. 

Presented  at  the  annual  meeting  of  The  Medical  So- 
ciety of  Virginia,  Roanoke,  October  14-17,  1956. 
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This  results  in  an  increased  demand  for  coronary 
blood  flow.  Since  coronary  blood  flow  probably  does 
not  increase  in  proportion  to  this  demand,  there 
ensues  a relative  deficiency  in  the  coronary  circula- 
tion. 

The  symptoms  of  aortic  stenosis  are  related  to 
the  output  of  the  left  ventricle  and  the  efficiency  of 
the  coronary  blood  flow.  Before  these  two  functions 
are  impaired,  there  are  no  symptoms.  When  cor- 
onary blood  flow  is  inadequate  for  a given  left 
ventricular  work  load,  angina  pectoris  may  appear. 
With  progressive  myocardial  fibrosis  the  left  ven- 
tricular reserve  may  decrease  and  syncopal  attacks 
and  pulmonary  symptoms  of  left  ventricular  failure 
may  appear. 

In  establishing  a diagnosis  of  aortic  stenosis,  con- 
siderable confusion  exists  as  to  the  reliability  of 
the  physical  signs  associated  with  this  disease — 
namely,  a basal  systolic  murmur,  a systolic  thrill, 
decreased  or  absent  aortic  second  sound,  a narrow 
pulse  pressure,  and  the  plateau  pulse.  No  single 
sign  is  more  than  suggestive,  but  where  a combina- 
tion of  signs  can  be  elicited,  the  anatomical  and 
functional  state  of  the  valve  may  be  better  assessed. 
Bergeron  has  concluded  that  with  the  presence  of 
the  three  classic  signs — murmur,  thrill,  and  dimin- 
ished aortic  second  sound — stenosis  is  generally  of  a 
considerable  degree.  In  a recent  study  by  Mitchell,  it 
was  found  that  the  level  of  blood  pressure  was  not 
helpful  in  the  diagnosis  of  aortic  stenosis  or  even 
in  the  estimation  of  the  degree  of  constriction  of  the 
valve.  It  was  also  found  that  the  so-called  “plateau 
pulse”  as  detected  by  palpation  was  not  very  helpful. 
The  direct  brachial  artery  pulse  tracing  seems  to  be 
a much  more  reliable  methcxi  of  determining  the 
j)eculiar  characteristics  of  the  pulse. 

Proper  radiological  examination  with  fluoroscopy 
is  essential  as  a diagnostic  tool.  The  cardiac  con- 
tour can  be  visualized,  indicating  cardiac  chamber 
enlargement  and  particularly  the  concentric  enlarge- 
ment of  the  left  ventricle.  Frequently,  calcium  can 
be  seen  in  the  region  of  the  aortic  valve,  but  at  times 
extensive  calcium  deposits  in  and  about  the  mitral 
ring  may  be  misinterpreted  as  involving  the  aortic 
valve.  The  position  and  mobility  of  calcium  de- 
posits can  be  judged  with  accuracy  only  by  fluoro- 
scopy. 
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The  electrocardiogram  may  be  helpful  but  is  in 
no  way  diagnostic.  Left  ventricular  hypertrophy  or 
strain  may  be  evident  and  abnormalities  of  rhythm 
may  be  discovered  or  confirmed.  However,  it  must 
be  remembered  that  the  electrocardiogram  may  not 
show  left  ventricular  hypertrophy  even  in  the  pres- 
ence of  significant  aortic  stenosis. 

Using  the  phonocardiogram  in  the  study  of  heart 
disease,  the  particular  valve  involved  is  determined 
from  the  relation  of  the  murmur  to  the  events  of 
the  cardiac  cycle  and  from  the  point  upon  the  chest 
wall  w'here  the  sound  is  transmitted  with  the  great- 
est intensity.  The  murmur  of  aortic  stenosis,  as 
recorded  by  phonocardiography,  is  typically  a dia- 
mond shaped  murmur  appearing  during  ventricular 
systole,  the  stethoscope  being  in  the  second  right 
interspace  at  the  costo-chondral  junction.  The 
aortic  second  sound  is  diminished  or  absent.  The 
murmur  may  be  loudest  along  the  left  sternal  border 
or  even,  occasionally,  at  the  apex. 

Certain  aspects  of  aortic  stenosis  were  recently 
reviewed  by  Bergeron  and  co-workers  at  the  Thorn- 
dike Memorial  Laboratory.  Their  studies  were 
based  on  100  autopsied  cases  of  pure  aortic  stenosis. 

In  regard  to  symptoms,  they  found  that  dyspnea, 
peripheral  edema,  orthopnea,  cough,  and  weakness 
predominated  and  that  syncope  was  infrequent. 
Cardiac  pain  was  present  in  approximately  one- 
third  of  the  patients.  One  of  the  most  difficult 
problems  confronting  the  physician  is  to  distinguish 
between  anginal  pain  due  to  arteriosclerosis  of  the 
coronary  vessels  and  anginal  pain  without  sclerosis 
of  the  coronary  vessels  but  due  to  a diminished 
coronary  blood  flow  secondary  to  narrowing  of  the 
aortic  valve  area.  Both  conditions  may  at  times 
exist. 

Interesting  data  were  recorded  in  the  same  study 
regarding  the  survival  times  of  these  patients  after 
the  onset  of  individual  clinical  manifestations. 
Within  two  years  of  the  advent  of  any  one  of  these 
four  manifestations — cardiac  pain,  syncope,  con- 
gestive heart  failure,  or  auricular  fibrillation — one- 
half  of  the  patients  had  died.  Less  than  one-quarter 
of  the  patients  survived  the  onset  of  these  manifes- 
tations by  five  years.  With  the  co-existence  of  any 
two  of  the  same  manifestations,  life  expectancy  was 
appreciably  decreased. 

Much  information  has  been  gained  from  the  study 
and  analysis  of  direct  brachial  artery  tracings.  The 
contour  and  duration  of  the  arterial  pulse  curve  is 
said  to  be  characteristic  in  aortic  stenosis.  Some 
people  place  great  emphasis  upon  the  form  of  the 


pulse  tracing  and  abnormalities  found  in  it  in  pa- 
tients with  aortic  stenosis. 

A normal  arterial  pulse  curve,  using  an  indwelling 
arterial  needle  in  the  brachial  artery,  consists  of 
an  abrupt,  almost  vertical  upstroke,  the  anacrotic 
limb,  and  a more  gradually  sloping  downstroke,  the 
catacrotic  limb.  Under  ordinary  circumstances,  the 
anacrotic  limb  is  smooth  and  uninterrupted.  The 
descending  limb,  on  the  other  hand,  shows  a nega- 
tive w’ave  or  depression  followed  by  a positive  wave. 
With  a slow  rate  of  ventricular  ejection,  such  as 
occurs  in  narrowing  of  the  aortic  ring  with  stenosis, 
the  upstroke  is  gradual,  the  wave  usually  of  low 
amplitude,  and  a secondary  fluctuation  may  appear 
— the  anacrotic  notch. 

Figure  I shows  six  brachial  arterial  tracings  from 
patients  with  aortic  stenosis.  The  top  three  are  taken 
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Fig.  1 

from  patients  with  proven  severe  aortic  stenosis  and 
the  bottom  three  from  patients  with  mild  aortic  steno- 
sis. One  can  see  a prolonged  systolic  upstroke  and  at 
times  an  anacrotic  notch.  This  figure  illustrates 
that,  while  a characteristically  tracing  may  be  ob- 
tained in  patients  with  aortic  stenosis,  this  test  is 
not  of  value  in  differentiating  severe  from  mild 
stenosis. 

Hancock  and  Abelmann^  have  recently  made  a 
study  of  brachial  artery  pressure  tracings  in  .250 
patients  to  determine  the  clinical  usefulness  of  the 
procedure,  especially  in  the  evaluation  of  aortic 
stenosis.  Their  conclusions  were  that,  because  of 
the  many  factors  which  determine  the  peripheral 
pressure  pulse,  the  interpretation  of  such  tracings 
is  difficult.  With  reference  to  aortic  stenosis,  how- 
ever, a clinical  diagnosis  of  this  condition  may  be 
confirmed  by  the  appropriate  pulse  contour,  but  the 
severity  of  the  lesion  cannot  be  determined  in  this 
manner.  A patient  with  severe  aortic  stenosis  only 
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very  rarely  will  show  a normal  brachial  arterial 
tracing. 

Certain  essential  physiological  data  may  be  ob- 
tained by  measuring  the  pressure  gradient  across 
the  stenotic  aortic  valve.  This  direct  assessment 
of  the  hemodraamic  impairment  yields  information 
about  the  severity  of  stenosis  and  aids  in  selecting 
the  more  suitable  candidates  for  aortic  valve  surgery. 
The  basic  technique  is  to  insert  catheters,  one  into 
the  proximal  aorta  (or  use  the  brachial  artery  pulse 
curves  as  described)  and  one  in  the  left  ventricle. 
W ith  suitable  pressure  recording  devices,  graphic 
representation  of  the  pressures  may  be  obtained.  Fig- 
ure II  illustrates  such  physiological  data  obtained 
in  the  operating  room  through  a thoracotomy  in- 
cision. With  a needle  in  the  left  ventricular  cavity 
and  one  in  the  proximal  aorta,  simultaneous  pres- 
sure tracings  are  obtained  on  both  sides  of  the  aortic 
valve,  and  in  this  case  a sizeable  systolic  pressure 
gradient  of  125  mm.  of  mercur}-  is  apparent. 
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In  Figure  III  the  same  procedure  is  used  and  a 
simultaneous  brachial  arter}-  tracing  is  also  depicted. 
Here,  the  systolic  pressure  gradient  is  102  mm.  of 
mercury  and  the  brachial  artery  tracing  shows  a 
prolonged  systolic  upstroke  with  a characteristic 
anacrotic  notch. 

Measurement  of  pressure  gradients  at  operation 
has  the  disadvantage  that  unnecessary  thoracotomy  is 
not  prevented  thereby,  but  has  the  advantage  in 
cases  of  mitral  stenosis  and  questionable  aortic 
stenosis  of  permitting  a valid  decision  at  time  of 
operation  whether  the  aortic  valve  should  also  be 
explored.  The  method  described  in  obtaining  intra- 
ventricular pressures  is  not  necessarily  the  best 
method  available.  The  bronchoscopic  approach  is 
used,  and  the  transdorsal  method  of  left  heart 
catheterization  has  proven  quite  successful.  It  is 


much  easier  to  measure  blood  flow  (cardiac  output) 
with  left  heart  catheterization  than  it  is  to  do  so 
in  the  op)erating  room.  The  importance  of  measure- 
ments of  blood  flow  is  increasingly  evident  since 
the  pressure  gradient  is  a function  of  the  flow, 
and  if  the  flow  is  depressed  during  operation,  a 
small  gradient  may  be  seen  with  severe  aortic 
stenosis. 
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The  medical  management  of  aortic  stenosis  con- 
sists largely  in  treatment  of  heart  failure  and  angina. 
These  patients  generally  respond  rather  poorly  to 
medical  treatment  when  compared  to  people  with 
ether  valve  defects  and  other  types  of  heart  disease. 

Since  the  pioneer  work  of  Tuffier®  and  Smithy'^ 
dealing  with  the  surgical  correction  of  aortic  steno- 
sis, considerable  interest  has  developed  in  such  a 
method  of  treatment.  Bailey®,  Harken®,  Muller^®, 
and  others  have  shown  that,  in  certain  selected 
patients,  aortic  commissurotomy  seems  to  have  a 
place  in  the  treatment  of  this  condition.  At  present 
it  is  believed  that  the  candidate  for  surgery  should 
be  one  with  pure  severe  aortic  stenosis  under  the  age 
of  60,  in  whom  symptoms  have  developed  and  are 
progressive,  particularly  left  ventricular  failure.  No 
published  series  has  been  studied  long  enough  in 
terms  of  postoperative  follow-up  to  draw  any  definite 
conclusions  as  to  the  real  merits  of  such  a formidable 
procedure.  The  operative  mortality  is  still  high  and 
complications  serious. 

SUMMARY 

Certain  aspects  of  the  natural  history  of  aortic 
stenosis  have  been  reviewed. 

Studies  of  the  physical  findings  indicate  that  a 
composite  of  physical  signs  is  quite  helpful  in  estab- 
lishing a diagnosis,  but  reliance  upon  single  physical 
signs  for  such  a purpose  is  frequently  misleading. 
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With  help  of  the  x-ray,  electrocardiogram,  and 
phonocardiogram,  the  diagnosis  may  be  confirmed. 

It  has  been  shown  that  the  life  expectancy  of  these 
people  is  poor,  once  they  have  become  symptomatic. 

A more  thorough  analysis  of  basic  physiologic  data 
is  extremely  important  in  patients  who  are  seriously 
considered  as  candidates  for  aortic  valve  surgery — 
i.e.,  information  derived  from  tlie  brachial  artery 
pulse  tracing,  intraventricular  pressure  recordings, 
pressure  gradients  across  the  aortic  valve,  and  blood 
flow  determinations  by  means  of  left  heart  catheteri- 
zation. 

Discussion  by  Dr.  Julian  R.  Beckwith,  Ch.yr- 

LOTTESVILLE 

This  is  an  excellent  review  of  the  pathology, 
pathologic  physiology,  physical  signs,  and  clinical 
course  of  aortic  stenosis,  a very  timely  subject  and 
one  in  which  we  have  been  much  interested. 

The  physical  signs,  as  has  been  pointed  out,  do 
not  usually  follow  the  so-called  classical  pattern. 
One  may  find  the  systolic  murmur  to  be  loudest  at 
the  apex  rather  than  over  the  aortic  area.  There 
is  no  characteristic  blood  pressure  or  pulse  and,  fre- 
quently, there  is  a fairly  loud  aortic  second  sound. 
It  should  be  mentioned  also  that  when  severe  heart 
failure  supervenes,  the  murmur  may  disappear  and 
the  cause  of  the  failure  be  overlooked.  The  hemo- 
dynamic significance  of  the  stenosis  may  be  very 
difficult  to  determine  and  occasionally  requires  the 
use  of  our  entire  diagnostic  armamentarium  before 
this  is  established.  This  is  particularly  true  if  other 
valvular  lesions  are  also  present. 

Sometimes,  as  Dr.  Hutcheson  mentioned,  the  gra- 
dient across  the  valve  must  be  measured  at  thorac- 
otomy before  one  is  sure  that  the  obstruction  needs 
relief.  We  have  recently  had  such  a patient  with 
mitral  stenosis  and  a loud  systolic  murmur  at  the 
aortic  area  thought  to  be  due  to  aortic  stenosis.  At 
operation,  a very  small  pressure  gradient  was  found 
across  the  aortic  valve  and  mitral  valvuloplasty  was 
the  only  necessary  operation. 

The  big  problem  to  decide  when  one  has  made  a 
diagnosis  of  significant  aortic  obstruction  is  whether 
or  not  to  advise  surgery.  At  the  present  time,  aortic 
valvulotomy  is  done  relatively  blindly  and  not  very 
precisely.  This  is  no  reflection  on  the  surgeons  who 
do  the  operation  but  is  true  because  of  the  conditions 
under  which  it  must  be  performed;  that  is,  in  the 
face  of  a high  pressure  and  occasionally  actively 
contracting  heart  muscle.  The  mortality  is  relatively 
high  and  the  results  not  nearly  so  good  as  in  mitral 


valve  surgery.  Occasionally  one  merely  substitutes 
aortic  regurgitation  for  aortic  stenosis.  We  have, 
however,  seen  a few  excellent  results  and  have  read 
reports  of  others.  This  is  a real  tribute  to  the 
surgeons  who  at  present  are  doing  this  under  very 
difficult  circumstances. 

It  is  my  very  strong  feeling  that  at  present  the 
operation  should  be  reserved  for  patients  who  have 
progressive  symptoms.  These  patients,  as  Dr.  Hutch- 
eson has  pointed  out,  go  downhill  rapidly  and  more 
than  50%  are  dead  in  two  years.  One  can  con- 
scientiously recommend  a risky  operation  in  these 
patients  who  are  not  doing  well  and  who  may  be 
greatly  improved  by  the  operation. 

Those  without  progressive  symptoms  should,  in 
my  opinion,  not  have  surgery  now  since  it  is  very 
probable  that  in  the  near  future  the  aortic  valve  can 
be  fractured  and  reconstructed  under  direct  vision 
with  the  chance  of  a much  better  result  and  with 
less  risk.  We  are  following  a number  of  these 
patients  now  and  will  recommend  such  surgery  later. 
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Hodgkin’s  Disease  With  Unusual  Findings 
On  Sternal  Marrow  Study 

Report  of  a Case 


JAMES  B.  TWYMAN,  M.D. 
Charlottesville,  Virginia 


INCE  HODGKIX^S  DISEASE  is  of  unknown 
etiology,  therapy  may  at  times  be  a trying  ordeal 
for  both  the  patient  and  the  physician.  Any  addi- 
tional procedure  which  may  be  of  help  should  be 
utilized.  In  the  case  being  reported,  sternal  marrow 
aspiration  and  a study  of  the  cellular  elements 
seemed  to  furnish  a key  to  therapy. 

REPORT  OE  A CASE 

The  patient  was  a 31  year  old  married,  white, 
plasterer,  who  was  first  seen  on  the  19th  of  July, 
1954,  with  the  complaints  of  soreness  throughout 
his  lower  abdomen,  sweats,  and  fever  of  seven  weeks 
duration.  He  had  also  had  anorexia  and  a twelve 
pound  weight  loss.  Two  weeks  previously.  Achro- 
mycin (tetracyline)  one  gram  per  day,  had  been  pre- 


scribed for  seven  days  without  benefit.  The  patient 
had  noted  no  recent  lymph  node  enlargement. 

On  the  11th  of  November,  1952,  three  nodes  of 
moderate  size  had  been  removed,  and  eight  days 
later,  a radical  dissection  of  the  neck  had  been  per- 
formed. Pathological  section  and  study  of  the  ma- 
terial from  both  procedures  had  revealed  malignant 
lymphoma,  Hodgkin’s  granuloma  (Fig.  1).  The 
patient’s  post  operative  course  had  been  uneventful. 
For  thirteen  months  he  had  had  no  recurrence.  In 
late  December,  1953,  there  had  been  gradual  and 
progressive  enlargement  of  the  right  anterior  cervical 
lymph  nodes  during  a six  week  period.  At  that  time 
the  patient  had  had  neither  systemic  symptoms,  nor 
enlargement  of  the  liver  or  spleen.  Early  in  Jan- 
uary, 1954,  two  lymph  nodes  in  the  left  supra- 


Fig.  1 — Section  of  a cervical  lymph  node  x 200  showing  replacement  of  the  normal  lymphoid 
Tissue  by  Hodgkin’s  granuloma.  The  large  Reed-Sternberg  cells  are  easily  identified. 
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clavicular  area  and  one  in  the  right  mid-neck  be- 
came palpable  and  gradually  increased  in  size.  Over 
a four  week  {>eriod,  1450  r were  delivered  to  the 
neck  area  on  the  right  and  left  through  four  portals. 
The  adenopathy  subsided  and  the  patient  seemed  to 
be  well  for  five  months. 

F'amilial,  past,  systems,  and  marital  history  wore 
not  remarkable. 

Physical  examination  on  the  19th  of  July,  1954, 
revealed  a chronically  ill  and  undernourished  young 
male.  The  skin  and  mucous  membranes  were  pale. 
There  was  a large,  healed,  six  by  four  inch,  crossed 
incision  on  the  right  neck.  There  were  a few  shotty 
axillary  and  inguinal  nodes  felt  bilaterally.  The 
liver  and  spleen  were  both  palpable,  tw'o  finger 
breadtlis  below  the  costal  margin.  small  right 
inguinal  hernia  was  present.  The  temperature  was 
102  degrees  F.,  jjulse  was  92  per  minute,  and  the 
blood  pressure  was  100/68  mm.  of  Hg.  His  weight 
was  123  pounds.  The  remainder  of  the  physical 
examination  was  within  normal  limits. 

F'rine  examination  at  this  time  showed  a specific 
gravity  of  1.016,  negative  tests  for  albumin  and 
sugar,  and  no  abnormalities  on  microscopic  examina- 
tion. The  sedimentation  rate  (Westergren)  was  125 
mm.  for  one  hour  with  an  hematocrit  of  33%,  and 
a hemoglobin  of  9.5  gm//( . Red  blood  cells  were  3.8 


million  and  white  blood  cells  were  4,200  j)er  cubic 
millimeter.  'I’he  differential  count  revealed  70% 
polymorphonuclears  of  which  40%  were  band  forms 
and  metamyelocytes,  20%  large  and  10%  small  lym- 
phocytes. Platelets  and  erythrocytes  were  normal. 

Roentgen  therapy  was  given  over  three  portals 
of  the  abdomen,  which  included  the  left  upper  and 
both  lower  cjuadrants,  and  also,  over  the  corres])ond- 
ing  portals  in  the  back.  During  ai)j)roximately  three 
weeks,  he  received  1325  r and  was  transfused  with 
1000  c.c.  of  whole  blcxjd.  None  of  these  measures 
benefited  the  patient  and  his  course  continued  down- 
hill. 

On  the  16th  of  August,  1954,  approximately  eleven 
weeks  after  the  onset  of  his  symptoms,  he  was  hos- 
j)italized.  Physical  examination  at  that  time  re- 
vealed no  essential  change.  The  admission  blood 
studies  showed  a fairly  profound  anemia  with  2.8 
million  red  blood  cells  per  cubic  millimeter  and  a 
hemoglobin  of  7.5  gms.%.  The  leukopenia  per- 
sisted. Sternal  marrow  aspiration  was  done  under 
local  anaesthesia.  I'he  marrow  was  hyperjdastic 
with  respect  to  both  the  nprmoljlastic  and  myelocytic 
elements.  The  striking  large  cells  with  bizarre 
nuclei,  containing  nucleoli  and  heavy  clumps  of 
chromatin,  are  presented  in  the  photomicrograph 
(Figs.  2 A and  2 B). 


Fig.  2A — Sternal  marrow  smear  x 1100  shows  the  large  cells  with  bizarre  nuclei  containing 
nucleoli  and  heavy  clumps  of  chromatin.  Leukocytes  adjacent  to  these  cells  furnish  a good 
comparison  of  size. 
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Fig.  2b — Photomicrograph  x 1400  of  sternal  marrow  showing  cells  similar  to  those  in  Fig.  2A, 
but  nuclei  are  multilobulated.  The  cell  in  right  upper  portion  contains  two  nuclei.  In  each, 
several  nucleoli  are  visible. 


By  the  30th  of  .August,  tlie  patient's  weight  had 
dropped  to  104  pounds,  and  his  condition  was  de- 
teriorating daily.  On  the  first  of  Seittember,  he  was 
given  intravenously  4.7  mg.  of  nitrogen  mustard 
(Mechlorethamine  Hydrochloride).  This  same  dose 
was  repeated  on  three  subsequent  occasions,  making 
a total  of  18.8  mg.  Penicillin,  1 c.  c.  containing 
600,000  units  of  G Procaine  and  200,000  units  of 
Potassium  G Penicillin,  was  administered  intra- 
muscularly, every  other  day  from  the  2nd  through 
the  9th  of  September.  On  the  9th  and  10th  of  Sep- 
tember, respectively,  he  was  transfused  with  500 
c.c.  of  whole  blood.  The  patient's  improvement  was 
nothing  short  of  miraculous.  The  effect  of  treat- 
ment on  his  temi)erature  and  leukocyte  count  is 
shown  in  figure  3.  His  fever  and  sweats  subsided. 
His  appetite  returned,  and  his  nausea  and  vomiting 
disapp>eared.  Within  about  five  weeks,  he  had 
gained  almost  twenty  pounds  and  was  able  to  return 
to  work  as  a plasterer. 

During  the  following  year  he  had  three  relapses, 
occurring  at  three  to  four  month  intervals.  On  two 
occasions,  Roentgen  therapy,  totalling  2,277  r,  to 
the  splenic  area  was  tried  without  benefit.  Nitro- 
gen mustard,  in  each  of  these  relapses,  was  admin- 
istered with  the  same  gratifying  results.  During 


November  and  December,  1955,  his  condition  again 
deteriorated.  Three  courses  of  mustard  therapy  had 
only  transient  effect  with  remissions  lasting  five 
to  ten  days. 

The  patient's  final  hospital  admission  was  on 
the  10th  of  January,  1956,  because  of  sudden  onset 
of  sharp  pain  in  the  left  upper  abdomen  and  anterior 
chest.  He  had  had  a recent  non-productive  cough. 
Fever,  anore.xia,  weight  loss,  and  weakness  were  his 
other  symptoms. 

Physical  e.xamination  revealed  an  emaciated, 
mildly  icteric  male  with  multiple  small  petechiae 
scattered  over  the  mucous  membrane  of  the  pharyn.x, 
on  the  torso  and  e.xtremities.  He  was  short  of 
breath  with  marked  splinting  of  the  chest,  particu- 
larly on  the  left.  Many  course  rales  were  present 
throughout  both  lung  fields  without  impairment  of 
resonance  or  change  in  breath  sounds.  There  was 
marked  tenderness  over  the  spleen  which  was  felt 
four  finger  breadths  below  the  costal  margin.  A rub 
was  heard  over  the  splenic  area.  The  liver  could 
not  be  felt  and  there  was  no  adenopathy.  The  tem- 
perature was  102  degrees  F.,  the  blood  pressure  was 
90/60  mm.  of  Hg,  pulse  120  and  the  respirations  22 
per  minute. 

Laboratory  data:  The  urine  showed  a trace  of 
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TEMPERATURE-ORAL-DIURNAL  MAXIMUM  AND  MINIMUM 


AUGUST,  1954  SEPTEMBER  OCTOBER 

Fig,  3 — This  chart  shows  the  eflrect  of  the  initial  course  of  nitrogen  mustard 
on  the  fever  and  white  blood  count. 


sugar,  a plus  1 albumin,  but  no  abnormalities  on 
microscopic  examination.  The  hemoglobin  was  6 
gms.^r  with  an  hematocrit  of  21%.  The  red  blood 
count  was  2.01  million  and  the  leukocytes  were  160 
mm.  per  cubic  millimeter  with  56%  neutrophiles  and 
44%  lymphocytes. 

Penicillin  and  streptomycin  were  administered 
intramuscularly.  Prednisone,  20  mg.  in  the  first 
twenty  four  hours  and  10  mg.  as  a daily  dose,  was 
begun.  Triethylene  Melamine  (TEM),  5 mg.,  was 
given  orally  on  the  second  hospital  day.  Despite 
supportive  treatment  with  oxygen,  opiates,  digitaliza- 
tion, and  a small  blood  transfusion,  he  died  with 
pulmonary  edema  and  shock  on  the  third  hospital 
day. 

•Autopsy  revealed  Hodgkin’s  granuloma  involving 
the  liver,  spleen,  kidneys,  and  lymph  nodes  in  the 
neck,  mediastinal,  retroaortic  and  peripancreatic 
areas;  also,  the  bone  marrow  of  the  ribs  and  ver- 
tebra was  invaded.  There  was  pulmonary  edema 
and  confluent  lobular  pneumonia  in  the  middle  and 
right  upp)er  lobes.  Microscopically,  the  post  mortem 
sections  were  quite  similar  to  those  obtained  from 
the  nodes  in  the  neck  in  November,  1952.  Both 
revealed  the  characteristics  typical  of  Hodgkin’s 
granuloma  (Fig.  1). 

DISCUSSION 

•At  the  time  of  this  patient’s  initial  visit,  the 


peripheral  blood  smear  suggested  that  hemopoietic 
activity  was  probably  adequate.  Examination  of 
the  bone  marrow  contributed  two  pertinent  facts, 
namely : ( 1 ) there  was  an  abundance  of  normal 

marrow  elements  both  erythroid  and  myeloid;  (2) 
there  was  evidence  of  disseminated  Hodgkin’s  dis- 
ease. The  patient’s  critical  condition,  with  pro- 
gressive deterioration,  warranted  the  calculated  risk 
of  nitrogen  mustard  therapy.  Despite  the  fact  that 
the  marrow  was  hit  and  hit  heavily,  by  the  action  of 
Mechlorethamine  Hydrochloride,  the  early  remis- 
sions, lasting  three  to  four  months,  justified  the  de- 
cision on  the  type  of  treatment  given.  If  the  large 
bizarre  cells  readily  seen  on  all  four  smears  of  the 
patient’s  sternal  marrow  were  Reed-Sternberg  cells, 
then  the  aspiration  studies  were  not  only  of  prog- 
nostic and  diagnostic  value,  but  also,  of  therapeutic 
importance. 

Having  raised  the  question  of  Reed-Sternberg  cells 
in  the  bone  marrow  of  patients  with  Hodgkin’s  dis- 
ease, but  without  proven  osseous  metastases,  con- 
sider the  evidence  at  hand.  Invasion  of  the  bone 
marrow  is  seen  on  post-mortem  examination  in  about 
60%  of  the  cases,  but  ante-mortem  demonstration 
of  the  Reed-Sternberg  cells  in  marrow  smears  is 
rare^-2'®4.5,6,7  However,  Varadi  recently  reported 
obtaining  these  characteristics  cells  in  four  of  six 
cases*.  Some  authorities  feel  that  identification  of 
these  characteristic  cells  in  ante  mortem  marrow  is 
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not  onlv  difficult,  but  also,  open  to  question  because 
of  the  similarity  to  the  megakaryocytes- In  the 
case  under  consideration,  three  competent  hematolo- 
gists reviewed  the  sternal  marrow  smears.  Their 
observations  were  made  independently  and  without 
direct  knowledge  of  the  case.  Their  unanimous 
o{)inion  was:  “The  cells  seen  appear  to  be  malig- 
nant." Since  necropsy  failed  to  reveal  any  invasion 
of  the  vital  organs  except  by  Hcxlgkin’s  disease,  the 
evidence  at  hand  supjxirts  the  fact  that  Reed-Stern- 
berg  cells  were  obtained  by  bone  marrow  aspiration. 

SUMMARY  AXT)  COXXLUSIOX 

A case  of  Hodgkin's  disease  has  been  presented. 
The  sternal  marrow  studies  were  of  therapeutic  and 
jwssibly  of  prognostic  help.  Reed-Sternberg  cells 
were  thought  to  have  been  present  in  the  ante-mortem 
smears. 
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Helps  Find  Lung  Cancer 


The  laboratory  examination  of  sputum  frecjuently 
can  give  an  early  indication  of  lung  cancer,  accord- 
ing to  two  -Albany,  X".  Y.,  doctors,  ^^’hile  the  test 
cannot  always  establish  a definite  diagnosis,  it  can 
indicate  the  need  for  further  study  with  other  more 
spiecialized  techniques,  Drs.  Doris  S.  Rome  and  Ken- 
neth B.  Olson  of  Albany  Medical  College  said  in 
the  May  11  Journal  of  the  .\merican  Medical 
Association. 

They  pointed  out  that  cough  and  expectoration 
are  common  in  adults  as  a result  of  chronic  irrita- 
tion due  to  smoking,  chronic  bronchitis,  or  acute  pul- 
monary infection.  Such  jiersons  should  have  their 
sputum  examined  for  cancer  cells  in  an  effort  to 


make  an  earlier  diagnosis  of  lung  cancer — if  it  is 
present — and  thereby  begin  treatment  sooner. 

The  doctors  examined  3,102  specimens  of  sputum 
and  bronchial  aspirates  (material  drawn  from  the 
lungs  themselves)  from  1,203  patients  in  order  to 
detect  possible  cancer  cells.  Of  these  patients,  266 
were  ultimately  believed  to  have  lung  cancer.  Al- 
most three-fourths  of  the  266  patients  had  suspicious 
or  positive  results  on  first  examination  of  sputum 
or  bronchial  aspirates. 

It  was  jxKsible  to  establish  diagnosis  somewhat 
more  accurately  with  the  easily  obtained  sputum 
specimens  than  with  bronchial  aspirates. 
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Treatment  of  Viral  Syndromes  with  a Lipo- 
Protein-Nucleic  Acid  Compound  (Reticulose) 

A Report  of  Five  Cases 


N RECENT  YEARS  there  has  been  considerable 
stabilization  of  ideas  concerning  viral  and  rickett- 
sial infections  and  great  strides  have  been  made  in 
delineating  the  various  syndromes,  pathology  and 
diagnoses  of  the  diseases,  which  have  greatly  reduced 
the  gaps  in  our  knowledge.  Extensive  laboratory 
investigations  have  clarified  considerably  the  chem- 
ical and  physical  fractionations  and  their  characteri- 
zations as  well  as  the  serologic  reactions  and  propa- 
gation, but  much  remains  to  be  learned  about  the 
causative  agents  of  these  diseases.  In  attemj)ting 
to  solve  clinical  problems  in  viral  and  rickettsial 
diseases  there  is  need  for  effective  therapy  and  this 
need  has  stimulated  a search  for  newer  compounds. 

We  are  familiar  with  the  excellent  re.sults  obtained 
in  the  therapy  of  certain  bacterial  and  protozoal  in- 
fections by  the  use  of  chemical  agents  and  antibiotics 
and  the  failure  of  similar  therapy  in  the  treatment 
of  viral  and  rickettsial  diseases.  Some  evidence  has 
been  obtained  to  warrant  the  hope  that  eventuallv 
various  agents  will  be  found  effective  against  the 
maladies  of  the  latter  group. 

It  has  been  demonstrated  that  sulfonamides  and 
penicillin  have  been  somewhat  efficacious  against 
the  action  of  certain  viruses  of  the  psittacosis,  lymph- 
ogranuloma and  trachoma  group.  We  are  also 
familiar  with  the  beneficial  role  of  chloramphenicol 
and  chlortetracycline  in  the  treatment  of  psittacosis 
and  the  rickettsial  diseases. 

The  reason  for  the  lack  of  therapeutic  response 
in  this  group  is  probably  due  to  the  fact  that  viruses 
and  rickettsiae  differ  greatly  from  bacteria  and  pro- 
tozoa in  botli  their  nature  and  metabolic  activities^. 

At  the  present  time,  indiscriminate  use  of  known 
chemotherapeutic  agents  and  antibiotics  in  the  treat- 
ment of  all  viral  diseases  is  without  merit  and  should 
be  discouraged. 

Since  it  is  believed  that  known  therapeutic  agents 
have  no  direct  deleterious  effect  on  viruses,  the  logi- 
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cal  ajrproach  is  to  find  potent  agents  that  will  inter- 
fere with  their  activity  and  inhibit  multiplication 
by  disturbing  enzyme  systems  and  metabolic  processes 
of  their  host  cells. 

It  is  fairly  well  established  that  viruses  and 
rickettsiae  are  definite  parasites  and  in  order  for 
them  to  propagate  they  must  have  contact  with  liv- 
ing cells  of  a host  or  contact  with  living  cells  in 
tissue  cultures  on  which  they  can  parasitize.  Pre- 
sumably all  viruses  are  pathogens  and  there  are  no 
saprophytic  viruses  known  at  present.  They  can 
adapt  themselves  to  host  species  other  than  those 
with  which  we  are  familiar.  We  are  also  aware  that 
viral  types  and  variants  often  have  differences  of 
antigenicity. 

It  has  been  noted  that  the  therapeutic  agents  with 
which  we  are  familiar  do  not  inactivate  or  injure 
viruses  and  rickettsiae.  Their  action  is  one  of 
arresting  multiplication  of  the  pathogens.  The  fact 
that  they  are  intracellular  parasites  without  complete 
enzyme  systems  or  metabolic  processes  may  explain 
the  difference  between  the  response  of  bacterial  and 
protozoal  diseases  and  viral  and  rickettsial  diseases. 

There  has  been  an  excellent  therapeutic  response 
to  the  drug  known  as  “Reticulose”  in  pathogenic 
processes  which  has  been  most  encouraging  as  at- 
tested by  numerous  reports  from  physicians  through- 
out the  United  States. 

For  many  years  we  have  been  aware  of  the  role 
that  protein  and  nucleic  acid  compounds  have  had 
in  combating  infection  by  stimulating  leukocyte  re- 
sponses, increasing  phagocytic  phenomena,  and 
accelerating  antibody  fonnation^'^’^’®. 

The  excellent  antigenic  properties  of  Reticulose 
and  its  ability  to  enhance  and  accelerate  the  leuko- 
cytic response  has  been  shown  by  Berry  and  Mitchell 
in  1951®.  They  reported  that  their  experimental 
animals  were  more  resistant  to  infection  after  re- 
ceiving this  substance,  and  they  supported  previous 
claims  that  this  material  stimulated  leukocytic  pro- 
duction. These  findings  were  later  substantiated 
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by  Thompson  in  1952'  in  studies  on  the  treatment  of 
the  post-irradiation  syndrome. 

For  the  past  eighteen  months,  at  a leading  Uni- 
versit}-,  a large  and  imj>ressive  research  project  in 
primate  experiments  has  been  under  way.  They 
have  demonstrated  the  anti-viral  abilities  of  Reti- 
culose  and  its  faculty  for  developing  specific  an- 
tigens and  antibodies  against  a series  of  both  viral 
and  bacterial  invaders.  They  have  been  doing 
impressive  experiments  on  monkeys  artificially  in- 
jected witli  poliomyelitis  viral  strains  and  treated 
with  Reticulose.  .\lso,  in  their  experiments,  they 
have  obtained  a similar  therapeutic  response  in  the 


treatment  of  animals  infected  with  influenza  viruses. 
It  is  their  belief  that  Reticulose  affects  and  alters 
the  living  cells  of  the  host,  thereby  inhibiting  further 
multiplication  of  the  pathogenic  process.  Since  this 
agent  has  such  a rapid  therapeutic  response,  thev 
have  concluded  that  this  drug  exhibits  positive  viral 
antigenic  properties  that  accelerate  antibody  forma- 
tion and,  as  a result  of  the  leukocytic  resjwnse, 
greatly  increases  phagacytosis. 

Reticulose  is  the  combination  product  of  a protein 
complex  associated  with  nucleic  acid  and  a lipoidal 
substance.  The  extent  of  the  chemical  union  is  not 
completely  understood,  although  electrophoretic 
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studies  seem  to  reveal  two  peaks  which  may  indicate 
two  different  chemical  structures.  Since  this  is  a 
true  solution,  it  may  be  justifiable  to  assume  that 
the  two  products  are  entirely  miscible  or  soluble 
within  themselves.  E.xperiments  in  spray  drying 
Reticulose  seem  to  reveal  certain  physical  qualities 
which  may  also  suggest  that  the  components  of 
Reticulose  have  undergone  union  in  the  formation 


of  a new  chemical  substance.  'I'he  solubility  fac- 
tors of  the  various  components  of  Reticulose  in  dis- 
tilled water  are  quite  negligible,  and  in  some  cases 
they  are  entirely  insoluble,  d'he  preparation  of  a 
dried  material  from  Reticulose  produces  a product 
that  is  instantly  soluble  in  distilled  water. 

'I'he  protein  used  in  the  manufacture  of  Reticulose 
can  be  obtained  from  several  sources.  'I'he  process 
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has  been  adjusted  to  use  normal  horse  serum  because 
it  is  uniform  and  easily  available.  The  fact  that 
a foreign  protein  when  injected  in  the  human  could 
cause  various  degrees  of  sensitization  and  anaphy- 
lactic reaction  made  it  apparent  that  the  removal 
of  the  sensitizing  properties  of  this  protein  was  nec- 
essary. .\n  exclusive  process  was  developed  to  achieve 
this  objective.  This  desensitized  protein  is  then 
processed  in  the  presence  of  lecithol,  of  animal 
origin,  thereby  obtaining  the  lipoidal  fraction  and 
association  with  nucleic  acid.  The  resultant  mate- 
rial is  then  standardized  by  chemical  assay.  The 
product  is  then  adjusted  at  a pH  of  7.5  and  packaged. 

Reticulose  is  non-toxic,  is  extremely  stable  for 
indefinite  periods  of  time  under  ordinary  room  tem- 
j>eratures,  and  is  free  of  any  anaphylactic  or  sensi- 
tization properties. 

The  suggested  dosage  of  Reticulose  in  an  acute 
infection  is  one  ampoule  (2  c.c.)  injected  intramus- 
cularly every  four  hours.  This  may  be  gradually 
decreased  with  clinical  improvement.  In  infants 
and  young  children  the  dosage  is  1 c.c.  every  four 
hours.  The  dosage  may  be  altered  as  determined  by 
the  severity  of  the  infection  and  the  clinical  response. 

The  following  report  of  five  clinical  cases  of  acute 
viral  syndromes  in  which  Reticulose  was  used  is 
herewith  presented. 

CASE  I.  #45268 — This  seven  year  old  white 
male  was  admitted  to  the  .Alexandria  Hospital  on 
6/19/56,  with  a history  of  headache  and  a slight 
fever  for  three  days  prior  to  admission.  On  6/18/56, 
he  vomited  three  times  and  seemed  to  have  a stiff 
back.  That  night  he  was  seen  by  his  physician 
who  found  a unilateral  parotid  swelling.  On 
6/19/56,  he  was  found  to  have  a bilateral  parotid 
swelling  and  marked  rigidity  of  his  neck  and  back. 
He  was  admitted  for  further  study. 

Family  History — -Non  contributory. 

Past  History — He  had  had  no  significant  diseases 
or  injuries. 

Physical  Examination — On  admission  the  patient 
was  found  to  be  a well  develol)ed,  well  nourished, 
white  boy  who  appeared  acutely  ill,  but  in  no  dis- 
tress. His  temperature  was  103.4  (R).  EENT 
examination  was  normal,  except  for  bilateral  parotid 
swelling.  The  chest  was  clear  to  percussion  and 
auscultation.  His  heart  showed  no  murmurs,  en- 
largement or  arrhythmia.  There  was  generalized 
tenderness  of  the  abdomen  but  liver,  spleen  and  kid- 
neys were  not  enlarged.  The  genitalia  were  normal. 
.All  reflexes  were  normal  and  equal.  There  was 
marked  stiffness  of  his  back  and  neck  with  a positive 
Kernig’s  sign. 


Laboratory — Studies  revealed  a hemoglobin  of 
13.4  grams  per  100/ml.  and  a white  blood  cell  count 
of  5,200  per  cmm.  with  44%  neutrophils,  55%  lym- 
phocytes and  1%  eosinophiles.  There  were  42% 
segmented  forms  and  2%  bands.  Urine  was  nega- 
tive for  albumin  and  sugar.  Microscopic  examina- 
tion showed  5-6  white  blood  cells  per  high  powered 
field.  Spinal  fluid  obtained  on  6/20/56  was  color- 
less and  cloudy.  The  total  cell  count  was  245  per 
cubic  mm.  with  20%  polymorphonuclear  leukocytes. 
There  were  80%  lymphocytes.  Total  spinal  fluid 
protein  was  42  mg.%.  The  bacteriologic  cultures 
were  negative  after  seventy-two  hours  of  incubation. 

Clinical  Course — The  initial  diagnosis  was 
mumps  encephalitis.  The  patient  was  given  500 
c.c.  of  5%  glucose  in  Ringer’s  solution  intravenously, 
shortly  after  admission.  He  was  given  five  grains 
of  aspirin  every  four  hours  and  elixir  of  pheno- 
barbital,  drams  II,  every  four  hours  when  awake. 
His  fever  continued  to  range  from  100-104  degrees. 
On  6/20/56,  Reticulose  was  started.  He  was  given 
1 c.c.  intramuscularly  every  four  hours  except  for 
the  2 .A.AI.  dose.  .After  the  initial  dose  of  Reticulose, 
the  fever  rapidly  dropped  to  normal  but  elevated 
slightly  the  next  day  before  dropping  a final  time 
and  remaining  within  normal  limits.  On  6/21/56, 
the  patient  showed  definite  improvement  in  the  stiff- 
ness of  his  neck  and  back.  There  was  less  swelling 
and  tenderness  of  his  parotid  glands.  On  6/26/56, 
stiffness  of  his  neck  and  back  was  negligible  and  the 
parotids  were  no  longer  enlarged  or  tender.  He  was 
discharged  in  good  condition  on  the  seventh  hospital 
day.  Final  diagnosis  was  mumps  encephalitis. 

C.ASE  II.  #47606 — This  four  month  old  white 
male  was  admitted  to  “.Alexandria  Hospital  on 
8/26/56,  with  a history  of  the  onset  of  fever  four 
days  before  admission.  He  was  seen  by  his  phy- 
sician that  evening  when  physical  examination  was 
found  to  be  completely  negative  e.xcept  for  the  pres- 
ence of  acute  follicular  tonsillitis.  Two  of  his  siblings 
also  had  sore  throats.  He  was  put  on  aureomycin, 
dram  1 q.  6 hr.,  but  the  fever  continued  so  the  medi- 
cation was  changed  to  achromycin  on  8/24/56.  The 
fever  continued,  bulging  of  the  anterior  fontanel 
developed  and  he  was  admitted  to  .Alexandria  Hos- 
pital. 

Family  History — Non  contributory. 

Past  History — This  infant  was  premature  at  birth 
but  had  otherwise  done  well  and  had  not  been  ill 
previously. 

Physical  Examination — On  admission,  the  patient 
was  found  to  be  a well  developed,  well  nourished 
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white  male  infant  who  was  moderately  alert.  Tem- 
perature was  102.4  degrees.  KENT  were  normal 
except  for  slight  injection  of  anterior  faucial  pillars. 
Chest  was  clear  to  P.  and  A.  Heart  showed  no 
murmur  or  enlargement,  rate  was  rapid.  Abdomen 
was  normal  as  were  the  genitalia.  Neurological 
e.xamination  showed  definite  bulging  of  the  anterior 
fontanel.  There  was  a slight  nuchal  rigidity  with 
crying  when  the  neck  was  flexed.  Any  handling  or 
lifting  caused  immediate  crying.  There  was  occa- 
sional gross  twitching  of  the  arms  and  legs.  Re- 
flexes were  equal  and  active. 

Laboratory — Urine  was  slightly  cloudy  yellow  and 
acid.  There  was  a faint  trace  of  albumin  but  no 
sugar.  Microscopic  examination  showed  only  rare 
leukocytes  and  no  casts.  Hgb.  11  grams,  WBC  was 
10,500  with  36%  neutrophils,  34%  segs  and  2% 
bands,  58%  lymphocytes  and  6%  monocytes.  Spinal 
fluid  obtained  on  admission  was  colorless  and  clear. 
There  were  553  cells  with  100%  lymphocytes.  The 
bacteriologic  cultures  were  negative  after  seventy- 
two  hours  of  incubation. 

Clinical  Course — Shortly  after  admission,  the 
infant  was  placed  on  phenobarbital  grains  1/8 
q.  4 hr.,  terramycin  drops  50  mgm.  q.  4 hrs.,  penicil- 
lin 300,000  u B.I.D.  On  the  second  day  after  ad- 
mission (8/28/56)  his  temperature  was  102°  (R) 
and  his  condition  was  poor.  Reticulose  was  started, 
1 c.  c.  T.I.D.  I.M.,  and  within  twenty-four  hours  his 
temperature  was  down  to  normal  and  remained  so 
until  discharge.  On  8/29/56  the  penicillin  was 
discontinued.  On  8/30/56,  the  Reticulose  was  de- 
creased to  1 c.c.  B.I.D.  The  baby  was  now  in 
apparent  normal  state  of  health  and  neurological 
examination  was  negative.  He  was  discharged  on 
9/1/56,  the  seventh  hospital  day.  The  final  diag- 
nosis was  viral  encephalitis. 

CASE  III.  .^50067 — This  two  year  old  white 
female  was  admitted  to  Alexandria  Hospital  on 
10/5/56,  with  a history  of  fever  and  headache  since 
noon  the  day  before  admission.  She  vomited  sev- 
eral times  but  had  no  diarrhea.  She  seemed  to  be  in- 
continent and  had  frequency  of  urination.  She 
began  to  have  a generalized  clonic  convulsion  so 
was  brought  to  the  Emergency  Room  at  3 :00  A.IM. 

Family  History — The  father  had  convulsions 
frecjuently  in  his  seventh  and  eight  years. 

Past  History — The  child  had  had  Chicken  Pox 
and  \\’hooping  Cough  but  no  other  diseases. 

Physical  Examination — On  admission  the  patient 
was  found  to  be  a well  developed,  well  nourished 
white  female  who  was  unconscious  and  having  clonic 


convulsions.  Her  temperature  was  103.6°  (R). 

Puj)ils  were  normal  in  size  and  reacted  to  light 
and  deviated  to  the  right.  Chest  was  clear  to  per- 
cussion and  auscultation.  Ears,  nose  and  throat 
were  normal.  Heart  showed  no  murmur,  enlarge- 
ment or  arrhythmia.  Abdomen  showed  no  tender- 
ness. Liver,  spleen  and  kidneys  were  not  enlarged. 
Neurological  examination  revealed  no  nuchal  rigid- 
ity. Kernig’s  and  Babinski’s  signs  were  negative. 
Knee  jerks  were  2 plus  bilaterally  but  other  reflexes 
were  equal  and  normal. 

Laboratory — Urine  on  admission  showed  no  al- 
bumin, but  a trace  of  sugar  and  a strongly  positive 
acetone.  Hemoglobin  was  1 1 grams/1 00  c.c.  and  WBC 
was  18,000  with  70%  PMNs.  and  30%  lymphocytes. 
Spinal  fluid  on  10/6/56  was  clear  and  colorless. 
The  total  cell  count  was  four  per  cu.  mm.  and  all 
cells  noted  were  lymphocytes.  Glucose  on  the  spinal 
fluid  was  88.5%,  Chlorides  630  mgs%  and  Total 
Proteins  11  mgm%.  The  bacteriological  cultures 
were  sterile  after  seventy-two  hours  incubation. 
Chest  x-ray  on  admission  was  normal.  X-rays  of 
knee  and  wrist  showed  no  evidence  of  lead  poisoning. 
COo  on  10/6/56  was  20  vols.%;  HCO3  was  9.1 
meq/1;  Ca  - — 10.  6 mgs%  P-3.7  mg%;  sedimenta- 
tion rate  was  14mm.  (Wintrobe)  On  admission, 
agglutinations  for  typhoid,  para-t}phoid,  brucellosis 
and  typhus  were  negative.  On  10/11/56  eosino- 
phile  count  was  149/cu.  mm. 

Clinical  Course — On  admission  she  was  given 
aspirin,  grains  5 q.  4 hr.,  and  alcohol  sponge  for 
fever  103°  or  over.  She  was  given  phenobarbitol  as 
needed  for  convulsions.  The  next  day  (10/6/56) 
she  had  high  fever,  103°-104°,  and  became  cyanotic, 
stopped  breathing  and  began  to  convulse  again.  A 
tracheotomy  was  done  and  some  improvement  was 
noticed.  She  was  taken  to  the  operating  room  where, 
while  in  decerebrate  rigidity,  she  had  a tracheotomy 
tube  inserted  and  was  given  200  mgm.  Nembutal 
intravenously  by  a neurosurgeon.  This  relieved  the 
rigidity  and  the  convulsion  stopped.  Preoperatively, 
she  was  given  250  c.c.  of  2%%  glucose  in  %% 
saline  by  clysis;  200  c.c.  of  1/6  molar  sodium  lac- 
tate followed,  intravenously.  She  was  put  on  Chloro- 
mycetin 0.5  gm.  I.M.  q.  12  hr.  and  was  given  1.000,- 
000  units  aqueous  penicillin  at  once.  (10/5/56) 
The  next  day  her  condition  was  worse  with  fever  of 
106°.  She  was  again  given  1,000,000  units  of  pen- 
icillin I.M.  WBC  was  9,300  with  40%  P.M.N., 
58%  lymphocytes  and  2%  eosinophiles.  On  the 
afternoon  of  the  second  day  of  hospitalization  she 
was  started  on  Reticulose,  1 c.c.  q.  4 hr.  This  was 
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changed  to  2 c.c.  B.I.D.  on  the  fifth  day.  Imme- 
diately after  Reticulose  was  started  there  was  a drop 
in  the  temperature  and  for  four  days  it  ranged  from 
100.6°  to  102.6°,  with  afternoon  and  evening  peak. 
On  the  sixth  hospital  day  the  temperature  was  nor- 
mal and  remained  so.  There  was  marked  general 
improvement  on  the  6th  day  of  hospitalization  with 
continued  daily  improvement  from  then  on.  She 
was  discharged  on  the  15th  day  with  a final  diag- 
nosis of  acute  viral  encephalitis. 

C.\SE  IV.  1^39903 — This  30  year  old  white  fe- 
male was  admitted  to  Alexandria  Hospital  on 
1 /22/56  with  a complaint  of  onset  of  severe  fatigue. 
Two  weeks  before  admission  she  complained  of  chest 
pain,  and  one  week  before  admission  she  began 
to  have  a burning  sensation  in  her  chest  which 
ended  with  tingling  in  her  arms  and  legs.  She  was 
admitted  to  another  hospital  on  1/19/56  where  she 
had  a normal  EKG,  spinal  fluid  and  chest  x-ray. 
On  admission  she  complained  of  severe  headache, 
backache,  and  pain  in  her  extremities. 

Family  History — Non  contributory. 

Past  History — Non  contributory. 

Physical  Examination — On  admission,  the  patient 
was  found  to  be  a well  developed,  well  nourished 
white  female  who  was  alert  and  cooperative.  Tem- 
perature was  99°,  pulse  80.  respiration  20.  The 
pharvnx  was  slightly  injected  and  her  neck  and 
back  were  stiff.  The  chest  was  clear  to  P.  and  A. 
Heart  was  normal.  Blood  pressure  was  126/90. 
The  abdomen  revealed  generalized  tenderness,  most 
marked  in  the  upper  mid  abdomen.  Neurological 
examination  revealed  that  there  was  a generalized 
hyperreflexia.  Kernig's  sign  was  positive  bilaterally. 
.■\bdominal  reflexes  were  absent.  Brudzinski’s  sign 
was  negative,  although  the  back  seemed  stiff. 

Laboratory — Urine  was  negative  except  for  1 plus 
acetone  reaction.  Hgb.  16  gm/100  c.c.;  WBC — 
8,800  with  71  PMNs,  25%  lymphocytes,  3%  mono- 
cytes and  1%  eosinophiles.  VDRL — negative;  CO2 
was  66  vols  %.  Blood  glucose  was  77.5  mg%  and 
urea  N.  was  35.5  mg%.  EKG  was  normal. 

Clinical  Course — She  was  put  on  achromycin — 
100  mgs  EM  q.  12  hr.,  but  this  was  discontinued  the 
next  day  and  she  was  put  on  Tetracyn  S.F.  250  mgm. 
q.  4 hr.  She  was  given  Nembutal  gr.  1 h.s.  PRN 
and  aspirin.  She  was  seen  by  a neurosurgeon  on 
1/23/56,  whose  impression  was  that  she  had  a viral 
neuritis  (plexitis)  with  a probable  encephalitic  com- 
ponent. 

For  the  first  four  days  in  the  hospital  there  was 
no  improvement.  On  the  fifth  day  she  was  put  on 


Reticulose,  2 c.c.  IM  B.I.D.,  and  the  Tetracyn  was 
discontinued.  On  the  sixth  day  she  was  markedly 
improved,  appeared  more  alert  and  had  no  com- 
plaints. Temperature  was  normal.  WBC  was  6,000 
with  60%  PlMNs.  and  40%  lymphocytes.  Electro- 
encephalogram (done  2/10/56)  showed  a highly 
abnormal  EEG  with  spiking  on  hyperventilation  and 
irregularity.  The  patient  was  discharged  markedly 
improved  on  the  eleventh  day.  The  final  diagnosis 
was  acute  viral  plexitis  with  encephalitis. 

CASE  V.  :^52763 — This  two  year  old  white 
male  was  admitted  to  Alexandria  Hospital  on 
12/10/56,  with  a history  of  mumps,  ten  to  fourteen 
days  before  admission.  His  recovery  seemed  un- 
eventful but  on  12/7/56,  he  began  to  have  fever  of 
103°  (R)  and  complained  of  pain  in  his  legs  and 
could  not  walk.  He  was  seen  by  a physician  on 
12/10/56.  At  this  time,  his  fever  was  103°,  he 
looked  drowsy  and  complained  of  pain  upon  motion. 
He  had  a positive  Kernig's  sign  but  no  apparent 
nuchal  rigidity.  He  was  admitted  for  further  study. 

Family  History — Non  contributory. 

Past  History — He  had  had  measles  and  asthma 
but  no  other  illness. 

Physical  Examination — On  admission  the  patient 
was  found  to  be  a well  developed,  well  nourished 
white  boy  who  was  acutely  ill  but  cooperative  and 
alert.  His  temperature  was  102.2°  (R).  EENT 
were  normal  e.xcept  for  enlarged  tonsils.  His  chest 
was  clear  to  percussion  and  auscultation.  The  heart 
showed  no  murmur,  enlargement  or  arrhythmia.  The 
abdomen  was  normal  as  was  the  skin.  Neurological 
examination  was  normal  and  the  reflexes  were  equal 
bilaterally.  There  was  a positive  Kernig’s  sign  but 
no  nuchal  rigidity. 

Laboratory — Studies  revealed  a Hemoglobin  of 
8 gm.  per  100  ml.  and  a WBC  of  10,200  per  cmm. 
with  63%  neutrophiles,  33%  lymphocytes  and  4% 
eosinophiles.  Urine  was  negative  for  albumin  and 
sugar.  Microscopic  examination  was  negative.  Spinal 
fluid  on  admission  revealed  370  cells,  all  lympho- 
cytes. Spinal  fluid  sugar  was  69  mg%  and  Total 
Protein  was  38  mg%.  The  bacteriologic  cultures 
were  negative  after  72  hours  of  incubation. 

Clinical  Course — The  initial  diagnosis  was  mumps 
encephalitis.  He  was  given  aspirin  grains  1 54  q. 
4 hr.  and  100  mgm.  terramycin  IM  at  once.  He  was 
put  on  Terrabon  Elixir,  2 c.c.  q.  6 hr.,  250  c.c.  2% 
glucose  in  0.45,  normal  saline  given  by  clysis. 
On  12/12/56,  he  was  started  on  Reticulose,  1 c.c. 
q.  4 hr.  IM.  Within  24  hours,  the  fever  was  down 
to  normal  and  remained  so  until  his  discharge.  250 
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c.c.  of  whole  blood  was  given  on  12/15/56,  to  cor- 
rect his  anemia.  He  was  discharged  on  12/17/56, 
(the  seventh  hospital  day)  in  good  condition,  with 
a final  diagnosis  of  mumps  encephalitis. 

DISCUSSION 

The  most  noteworthy  finding  as  a result  of  this 
study  is  the  rapid  action  of  Reticulose  in  promoting 
a remarkable  therapeutic  response,  particularly  after 
the  lack  of  beneficial  action  of  various  chemothera- 
peutic agents  and  antibiotics. 

Reticulose  was  well  tolerated  by  all  of  the  five 
patients  and  produced  no  evidence  of  to.xic  mani- 
festations or  side  effects.  None  of  the  patients  ex- 
hibited any  sensitivity  or  allergic  reactions  while  in 
the  hospital  or  during  their  convalescence  following 
their  discharge. 

There  was  no  discomfort  elicited  after  the  intra- 
muscular injections. 

In  all  of  the  patients  there  was  improvement  with- 
in twenty-four  to  thirty-six  hours  after  Reticulose 
was  started,  which  was  manifested  by  clinical  and 
sy  mptomatic  improvement. 

The  exact  method  of  action  of  this  pharmaceutical 
product,  on  the  virus,  is  not  fully  understood.  Since 
its  therapeutic  response  is  so  rapid,  its  action  may 
be  considered  a direct  one.  It  either  alters  the  action 
of  the  virus  or  inhibits  the  host  cells  to  ])revent 
virus  duplication,  or  it  may  do  both.  In  addition, 
the  antigenic  properties  of  the  lipo-protein-nucleic 
acid  complex  definitely  initiates  and  promotes  anti- 
body formation  and  phagocytosis. 

The  primary  objective  in  reporting  these  five  cases 
is  to  stimulate  further  investigation  in  the  use  of 
Reticulose  in  the  treatment  of  viral  diseases. 


SUMMARY 

Five  cases  of  acute  viral  infections  were  treated 
at  Alexandria  Hospital,  Alexandria,  Virginia,  with 
intramuscular  injections  of  Reticulose,  a lipo-pro- 
tein-nucleic acid  complex,  after  the  apparent  failure 
of  the  usual  antibiotics.  Immediate  improvement 
was  noted  clinically  and  symptomatically. 

From  the  conclusions  reached  in  studying  these 
five  clinical  cases,  it  appears  that  Reticulose  is  a 
definite  anti-viral  substance  and  should  be  consid- 
ered in  the  treatment  of  viral  infections. 
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Thrombosis  of  the  Inferior  Vena  Cava  in 
Childhood 

Report  of  a Case 

WILLIAM  D.  LIDDLE,  Jr.,  M.D. 


Thrombosis  of  the  inferior  vena  cava  has 
long  been  a well  known  entity  with  its  usual, 
hut  not  invariable,  physical  findings^-^-^’'*’®.  Descrip- 
tions of  inferior  vena  caval  occlusion  are  rarely  en- 
countered in  English  and  American  pediatric  liter- 
ature and  only  occasional  cases  have  been  reported 
in  children  in  other  medical  writings^'®-'^.  The  case 
reported  here  is  remarkable  because  of  the  age  of 
onset,  the  duration,  and  the  i)aucity  of  sym[)toms. 

CASE  REPORT 

This  white  male  was  born  on  February  16,  1949, 
and  underwent  pyloromyotomy  for  h)pertro{>hic 
pyloric  stenosis  at  the  age  of  six  weeks.  He  was 
well  until  IMay  1950  when  he  had  varicella  which 
was  followed  in  one  week  by  a febrile  illness  treated 
unsuccessfully  with  penicillin.  A low  grade  inter- 
mittent fever  continued  and  was  later  accompanied 
by  cough,  listlessness,  and  twitchings  of  his  arm, 
hand,  and  the  left  side  of  the  face. 

He  was  admitted  to  another  hospital  on  June 
22,  1950,  at  which  time  he  appeared  extremely  pale 
and  acutely  ill.  Fine  muscular  twitchings  of  his 
left  arm  and  leg  and  the  left  side  of  the  face  were 
observed.  There  were  no  other  abnormal  neuro- 
logical findings.  The  mucous  membranes  were  pale. 
The  spleen  was  questionably  felt.  Complete  hema- 
tological examination  indicated  a megaloblastic  ane- 
mia. The  spinal  fluid  sugar  and  protein  contents 
were  within  normal  ranges  but  the  spinal  fluid  cell 
count  consisted  of  4 polymorjflionuclears  and  31  lym- 
phocytes per  milliliter.  He  was  treated  with  several 
blood  transfusions  and  various  antibiotics.  On  the 
fourth  hospital  day,  his  left  leg  was  found  to  be 
edematous,  red  and  warm  and  a diagnosis  of  throm- 
bophlebitis and  cellulitis  was  made.  His  subse- 
quent course  was  stormy  but  he  became  afebrile  on 
his  24th  day  of  hospitalization  and  was  discharged. 
Soon  after  discharge  the  boy  began  to  have  attacks 

Department  of  Pediatrics,  University  of  Virginia  Medi- 
cal School  and  Hospital,  Charlottesville,  Virginia. 


Fredericksburg,  Virginia 
W.  W.  WADDELL,  Jr.,  M.D. 

Charlottesville,  Virginia 

of  grand  mal  epilejisy  and  at  about  the  same  time 
the  father  first  noticed  dilated  veins  appearing  on 
the  child's  abdomen  and  chest.  The  attacks  of 
epilepsy  continued  at  about  the  rate  of  one  attack 
every  two  months  and  he  was  referred  to  the  Univer- 
sity of  Virginia  Hospital  on  April  16,  1956,  for 
management  of  his  seizures.  Careful  questioning 
elicited  no  evidence  of  recurrent  phlebitis  or  other 
physical  disability.  Physical  examination  revealed 
a well  developed  and  well  nourished  seven  year  old 
white  male  who  was  not  apparently  ill  but  who 
appeared  to  be  possibly  mentally  retarded.  -A.  right 
u{)per  abdominal  scar  was  present.  There  was  no 
fluid  wave  or  shifting  dullness.  The  liver  was 
palpated  9 cms.  below  the  right  costal  margin  and 
was  of  normal  consistency.  The  upper  border  of 
the  liver  was  percussed  in  the  fifth  interspace.  The 
spleen  was  felt  3 cms.  below  the  left  costal  margin. 
Both  legs,  especially  the  left,  were  enlarged  and  the 
skin  on  the  legs  was  thick  and  edematous.  The 
muscle  mass  and  bone  structure  of  the  legs  appeared 
to  be  normal,  ^’arices  were  present  in  both  legs, 
becoming  most  prominent  in  the  femoral  areas  and 
extending  over  the  flanks  to  the  thorax.  Of  special 
note  were  the  greatly  enlarged  veins  arising  from  the 
groins  and  coursing  superiorly  in  a very  tortuous 
fashion.  (Fig.  1)  Other  dilated  veins  were  pres- 
ent on  the  epigastric  and  lower  sternal  areas.  The 
flow  was  cephalad  in  all  of  these  veins  and  they 
were  soft  and  not  tender.  Two  urinalyses  were  per- 
formed and  were  normal.  One  specific  gravity  de- 
termination was  1.015.  Microscopic  examinations 
revealed  no  cellular  elements  and  albumin  was  not 
present.  Urinary  phenyl  pyruvic  acid  was  not  pres- 
ent. Blood  counts  revealed  the  hemoglobin  to  be 
14  grams,  the  hematocrit  41%,  the  red  count  4.87 
million/mm^,  the  platelet  count  467,000/  mm^,  and 
the  white  cell  count  10,800/mm*  with  a normal 
differential  smear.  The  stool  examination,  sero- 
logical tests  for  syphilis,  and  tul:)erculin  tests  were 
negative.  The  prothrombin  time  was  15  seconds 
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Fig.  1 — Photograph  showing  hepatosplenomegaly  and 
dilated  tortuous  collateral  veins. 

with  a control  of  12.9  seconds  on  one  occasion  and 
14  seconds  with  a control  of  12.5  seconds  on  another 
occasion.  The  thymol  turbidity  was  1.1  T.T.  units, 
the  cephalin  cholesterol  flocculation  was  2 plus,  and 
the  bromsulphalein  retention  was  in  45  minutes. 
The  alkaline  phosphatase  was  10.3  Bodanski  units, 
serum  cholesterol  197  mgs.  per  100  cc.,  and  the  Van 
den  Bergh  was  negative  direct  and  0.2  mgs.  per  100 
cc.  indirect.  Esophagoscojjy  and  fluoroscojty  after 
barium  swallow  showed  no  esophageal  varices.  Five 
milliliters  cf  ether  were  inserted  into  the  rectum 
by  a catheter  and  ether  was  present  on  the  breath 
in  26  seconds.  'I'he  electroencephalographic  tracing 
was  consistent  with  grand  mal  epilepsy.  Venograms, 
using  the  right  femoral  vein,  showed  utilization  of 
the  vertebral  system,  the  intercostal  veins,  and  the 
azygos.  (Fig.  2)  No  evidence  of  inferior  vena  caval 
flow  was  present.  I'he  height  of  the  thrombosis  in 
the  vena  cava  could  only  be  inferred  from  the  ab- 
sence of  a crossing  back  of  the  return  flow.  Actual 
determination  of  the  level  would  have  necessitated 
trans-auricular  catheterization  from  above  and  the 
patient’s  state  of  well  being  did  not  warrant  this 
l)rocedure.  The  boy  has  been  seen  here  once  since 
his  discharge  from  the  hospital,  this  visit  being  due 
to  a mild  thrombophlebitis  in  the  saphenous  system 


Fig.  2 — Venogram  showing  no  contrast  material  in  the 
vena  cava  but  present  in  the  collateral  systems.  Barium 
is  in  the  colon  and  some  contrast  material  may  be  seen 
subcutaneously  in  the  left  femoral  area. 

of  tlie  left  leg.  This  soon  cleared  witli  rest,  eleva- 
tion, and  bandaging  of  the  limb.  This  episode  of 
thrombophlel)itis  was  considered  to  have  been  sec- 
ondai}-  to  venous  stasis  and  had  never  occurred 
before. 

COMMENT 

Most  of  the  naturally  occurring  cases  of  inferior 
vena  caval  thrombosis  are  rapidly  fatal  either  because 
of  the  causative  agent  such  as  tumor  or  overwhelm- 
ing infection,  or  because  of  the  lack  of  ability  to 
deveh  j>  sufficient  collateral  circulation.  Death  may 
ensue  before  comjiensatory  dilatation  of  the  super- 
ficial veins  over  the  trunk  has  had  time  to  develop^. 
A patient  who  compensates  adequately,  showing  no 
progression  of  the  thrombosis  past  the  hepatic  vein, 
u.'^ually  does  well  and  has  relatively  few  troublesome 
symj)toms.  Persistent  edema  of  the  lower  extremi- 
ties and  recurrent  thrombophlebitis  are  the  only 
bothersome  sequelae.  The  typical  physical  findings 
include  edematous  legs  with  dilated  compensator}- 
veins  arising  below  the  level  of  the  obstruction  and 
coursing  over  the  flanks  to  the  thorax'.  The  admin- 
istration of  anticoagulants  would  be  in  order  during 
the  acute  episode  to  retard  extension  of  the  thrombus 
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but  after  the  thrombosis  is  established  the  use  of 
anticoagulants  would  probably  be  of  little  use.  If 
the  level  of  a progressing  thrombus  can  be  deter- 
mined, surgical  ligation  of  the  vena  cava  above  that 
point  would  be  indicated  to  prevent  occlusion  of  the 
renal  veins,  and  later,  the  hepatic  vein.  To  our 
knowledge,  no  attempt  has  ever  been  made  to  re- 
move a thrombus  once  established.  Excellent  results 
have  been  obtained  in  surgical  ligation  of  the  in- 
ferior vena  cava.  Although  the  first  recorded  liga- 
tion was  performed  by  Kocher  in  1883  and  the  sec- 
ond by  Bilroth  two  years  later,  this  entire  subject 
has  only  recently  received  more  attention  since  diera- 
peutic  ligation  of  the  inferior  vena  cava  is  now  an 
accepted  procedure’-^.  The  resulting  symptoms  from 
therapeutic  ligation  of  the  inferior  vena  cava  are 
remarkably  few®,  and  may  be  compared  to  the  pau- 
city of  s}Tnptom5  found  in  well  compensated  cases 
of  occlusion  resulting  from  disease  processes. 

REVIEW  OF  LITERATURE 

The  most  celebrated  case  history  in  the  literature 
is  that  of  Dr.  G.  M.  Humphry  who,  at  the  age  of 
24,  while  a medical  student  at  Cambridge  University, 
held  his  breath  for  sixteen  seconds  while  winning 
the  120  yards  hurdle  race  against  Oxford  Univer- 
sity (1884).  This  ordeal  was  immediately  followed 
by  severe  lumbar  spine  area  pain  and,  several  days 
later,  by  the  appearance  of  massive  leg  edema  and 
progressive  enlargement  of  the  superficial  veins.  Dr. 
Humphr}-  actively  practiced  gynecolog}'  and  suft'ered 
only  from  recurrent  attacks  of  thrombophlebitis  in 
the  enlarged  saphenous  veins.  Albuminuria  ap- 
peared at  once  after  the  accident  and  persisted 
throughout  life.  He  wore  bandages  continuously 
on  his  legs  for  the  rest  of  his  life.  He  died  in  1909, 
25  years  after  the  thromlx)sis,  of  tonsillitis  and  sep- 
ticemia. His  autopsy  revealed  the  inferior  vena 
cava  to  be  a flat  impei^dous  ribbon  from  the  point  of 
entry  of  the  hepatic  vein  downwards,  with  both  renal 
veins  being  closed  at  their  entrance  into  the  vena 
cava.  The  renal  blood  return  was  thought  to  have 
taken  place  through  the  veins  of  the  capsules,  to 
the  lumbar  veins  and  through  the  azygos  vessels®-®. 

In  addition  to  the  case  of  Dr.  Humphry,  ^\‘eber 
mentions  a case  that  survived  three  years  and  another 
that  lived  eight  years  after  thrombosis  had  occurred®. 
Another  case  in  this  same  report  concerns  a 28  year 
old  man  who,  when  examined,  “appeared  in  good 
health  and  free  from  disease’’  and  had  a five  year 
histor}-  at  the  time®.  Mitchell  reported  a 32  year 
old  man  who  had  thrombosis  of  both  the  superior 
and  inferior  venae  cavae,  these  being  demonstrated 


on  post  mortem  examination^®.  These  latter  two 
cases  and  our  case  are  remarkable  in  that  albumin- 
uria was  not  present. 

Stevens  mentions  a 19  month  old  infant  who  sur- 
vived two  months  with  the  symptoms  of  thrombosis, 
death  being  due  to  hemorrhagic  renal  infarction 
secondar}-  to  extention  of  the  vena  caval  thrombosis 
in  the  renal  veins^h  The  initial  thrombosis  in  this 
case  was  attributed  to  dehydration  and  infection. 
Derow  reported  a 15  year  old  boy  who  had  chronic 
progressive  occlusion  of  the  inferior  vena  cava,  renal 
and  portal  veins,  giving  a clinical  picture  of  the 
nephrotic  syndrome®.  This  patient  survived  1 7 
months  after  the  signs  of  thrombosis  were  apparent. 
IMost  of  the  cases  of  inferior  vena  caval  thrombosis 
reported  in  infants  and  small  children  have  been 
associated  with  fatal  hemorrhagic  infarction  of  the 
kidneys. 

Birnberg  described  a fatal  case  of  thrombophle- 
bitis migrans  in  a 14  year  old  boy  who,  on  post 
mortem  examination,  showed  ‘‘several  old  thrombi 
in  the  midportion  of  the  abdominal  vena  cava”  but 
these  did  not  occlude  the  lumen^®.  We  do  not  believe 
that  our  case  represents  thrombophlebitis  migrans 
since  it  occurred  at  a verj-  early  age,  was  preceded 
by  saphenous  thrombophlebitis  and  leg  cellulitis, 
and  because  the  child  has  had  only  one  episode  of 
thrombophlebitis  since  his  initial  illness.  Also,  the 
superficial  veins  in  this  case  are  soft  and  do  not 
exhibit  the  cordlike  masses,  representing  old  throm- 
bosed veins,  as  are  seen  in  thrombophlebitis  migrans. 

Since  venograms  indicate  that  our  case  has  occlu- 
sion above  the  level  of  the  renal  veins  we  must 
surmise  that  his  thrombosis  progressed  slowly 
enough  to  allow  collateral  renal  venous  channels  to 
develop,  probably  by  way  of  the  capsules.  Our  case 
shows  no  evidence  of  canalization  of  the  thrombus 
which  is  said  to  occur  in  some  instances®,  \^'e  do 
not  know  if  he  had  hematuria  and  proteinuria  with 
the  initial  thrombosis  but  his  present  normal  urines 
do  not  preclude  renal  vein  obstruction.  \\’e  believe 
that  our  case  needs  no  treatment  for  his  condition 
other  than  bandaging  of  his  legs  to  reduce  the  edema 
and  as  protection  against  recurrent  phlebitis.  He 
has  suft'ered  thrombophlebitis  one  time  only  during 
the  six  years  since  the  initial  incident. 

SUMMARY 

A case  of  chronic  inferior  vena  caval  thrombosis 
in  a seven  year  old  boy  is  presented  and  discussed. 
The  thrombosis  apparently  developed  following  cel- 
lulitis and  thrombophlebitis  of  the  legs  when  the 
child  was  sixteen  months  old.  The  diagnosis  was 
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suspected  because  of  the  t}pical  j)hysical  findings 
and  was  substantiated  by  venograms.  A few  minor 
alterations  in  liver  function  were  found  but  renal 
function  appeared  normal.  The  prognosis  in  this 
condition  seems  dependent  on  the  causative  agent 
and  on  the  ability  to  establish  quickly  adequate 
collateral  circulation. 
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Ear  Wax  Should  Be  Removed 


\^’ax  in  a swimmer’s  ears — particularly  in  only 
one  ear — may  lead  to  serious  or  even  dangerous 
consequences.  Dr.  Albert  P.  Selzer,  a Philadelphia 
otolaryngologist,  said  that  dizziness  sometimes  occurs 
when  a person  swims  in  cold  water  w’hich  enters  his 
ears  and  causes  abnormal  activity  in  the  ear’s  laby- 
rinths where  the  sense  of  equilibrium  is  controlled. 
The  dizziness  may  lead  to  an  inability  to  tell  the 
position  the  body,  panic,  or  even  drowning,  he 
said  in  the  May  Archives  of  Otolaryngology,  pub- 
lished by  the  American  Medical  Association. 

Dizziness  is  especially  likely  to  occur  when  only 
one  ear  is  clogged  with  wax.  Cold  water  cannot 
reach  that  ear’s  labyrinth,  but  does  reach  the  laby- 


rinth of  the  unclogged  ear.  This  sets  up  two  differ- 
ent unbalanced  reactions  and  produces  dizziness  and 
inability  to  tell  body  position.  In  a jjerson  with 
wax  in  both  ears  or  in  neither  ear,  the  labyrinths’ 
reactions  to  cold  water  are  the  same  and  there  is 
no  dizziness. 

Dr.  Selzer  pointed  out  that  dizziness  resulting 
from  wax  in  only  one  ear  is  not  confined  to  swim- 
mers. It  may  also  occur  when  cold  air  reaches  the 
labyrinth  of  only  one  ear. 

Dr.  Selzer  is  assistant  professor  of  otolaryngology 
at  the  University  of  Pennsylvania  Graduate  School 
of  Medicine. 
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Diphenylhydantoin  in  Tic  Douloureux  and 
Atypical  Facial  Pain 


TIC  DOULOUREUX  is  one  of  the  frustrating 
conditions  of  medical  therapeutics.  The  exact 
mechanism  of  this  disorder  is  not  understood  and 
tlie  fact  that  numerous  modalities  have  been  at- 
tempted in  an  effort  to  conquer  this  illness  indicates 
that  no  one  method  is  uniformly  successful. 

The  use  of  diphenylhydantoin  (Dilantin)  in 
atypical  facial  pain  was  introduced  by  the  German 
physicians  Winiker-Blanck,  E. ; Albrech,  K.;  and 
Krump,  J.  These  authors  saw  fairly  frequently 
patients  who  had  received  various  forms  of  therapy 
including  nerve  section,  nerve  block,  injection  with 
alcohol,  Bjo  and  stilbamidine  theraj)}',  none  of  which 
had  been  successful.  In  an  effort  to  trv  and  help 
these  i)eo])le,  several  of  them  were  started  on  Dilan- 
tin empirically. 

Over  a period  of  two  years  we  have  successfully 
treated  nine  cases.  In  most  instances  the  drug  pro- 
duced relief  of  symptoms  within  twenty-four  hours. 
Frequently  the  first  capsule  gave  relief.  These 
patients  have  been  subjected  to  nearly  every  form  of 
therapy  recommended  for  the  treatment  of  this  con- 
dition and  it  is  difficult  to  believe  that  the  drug 
had  a placebo  effect  in  view  of  the  relief  of  such 
a simple  jrrocedure  when  so  many  dramatic  manir,u- 
lations  had  failed.  The  pain  was  fairly  well  con- 
trolled as  long  as  the  drug  was  continued.  It  was 
also  found  that  small  doses  would  produce  the  de- 
sired effect.  Most  patients  res{)onded  to  1 ’/z  grs. 
given  three  times  a day. 

C.ASE  REPORTS 

Case  1.  si.xty-five  year  old  white  female  was 
initially  seen  because  op  agonizing  pain  located  above 
the  right  side  of  the  lip  of  e.xcruciating  intensity 
which  had  failed  to  resfxrnd  to  large  quantities  of 
Demoral.  The  patient  had  a characteristic  history 
of  tic  douloureux  and  had  been  under  treatment  for 
some  period  of  time.  She  had  had  an  operation  on 
the  lower  portion  of  the  sensory  root  of  the  right 
trigeminal  nerve.  The  motor  root  was  preserved  and 
fibers  of  the  first  branch  also  were  preserved  since 
these  did  not  appear  to  be  involved.  The  patient 
apparently  did  well  for  several  months  when  she  had 
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a recurrence  of  her  pain,  but  she  refused  further 
surgery  and  attempted  taking  opiates. 

The  patient  was  hospitalized  and  given  a course 
of  intravenous  hydro.xy-stilbamidine  which  had  very 
little  effect  on  the  course  of  her  condition.  She  was 
started  on  Dilantin  and  within  twenty-four  hours 
she  was  pain  free  and  has  remained  rem.arkably  so 
over  a jjericxi  of  two  years.  Some  exacerbations 
requiring  an  increase  in  dosage  have  occurred,  how- 
ever, as  long  as  she  continues  to  take  the  medicine 
regularly  she  does  well. 

Case  2.  An  eiglity  year  old  white  female  was  seen 
in  consultation  with  lancinating  facial  pain.  Sur- 
gery had  been  recommended.  In  view  of  the  patients’ 
age,  the  family  was  extremely  reluctant  to  attempt 
such  procedure.  .An  attempt  was  made  to  control  the 
the  pain  with  demoral  to  no  avail.  The  patient  was 
started  on  Dilantin  and  on  this  therapy  she  e.xperi- 
enced  almost  complete  relief.  The  pain,  however, 
recurs  when  the  drug  is  discontinued  for  several 
days.  The  patient  has  been  maintained  very  com- 
fortably for  more  tlian  a year  and  a half. 

Case  3.  A middle  age  wliite  female  with  typical 
history  of  tic  douloureux  had  been  injected  on  two 
occasions  for  this  condition  with  procaine  which 
had  resulted  in  only  temjjorary  improvement.  This 
particular  case  experienced  relief  of  pain  within 
two  hours  of  taking  the  first  capsule  and  has  re- 
mained so  for  several  months. 

Case  4.  A fifty-five  year  old  colored  male  with 
severe  facial  pain  radiating  to  the  back  of  the  head 
and  neck,  diagnosed  as  atypical  tic  douloureux,  had 
Ijeen  studied  intensively.  The  patient  had  been  given 
a course  of  histamine  and  Bj^  injections.  Operation 
had  been  recommended  and  the  patient  was  intend- 
ing to  return  for  this  procedure.  He  was  started 
on  Dilatin  and  within  the  first  day  of  therapy  ob- 
tained complete  relief  of  jxiin  and  has  continued 
so  for  more  than  three  months. 

Case  5.  A forty-five  year  old  white  female  suf- 
fered severely  over  a period  of  three  to  four  years 
from  tic  douloureux  and  had  received  novocain  in- 
jections, stilbamidine.  Bio  and  ultra-sonic  therapy 
in  an  effort  to  eliminate  the  condition.  The  patient 


ViRoixi.x  Medical  AIoxthly 


resisted  taking  the  medication  initially  because  of 
the  pain  involved  in  swallowing.  She  was  started 
on  1 Yz  grs.  three  times  a day  and  experienced  an 
immediate  relief  of  pain  within  the  first  day  of 
therapy,  but  became  somewhat  groggy  on  this  dosage. 
The  dosage  was  reduced  to  % grs.  three  times  a 
day.  The  patient  has  done  well  over  the  past  four 
months. 

Four  other  cases  have  been  treated  with  similar 
results.  Several  patients,  in  addition,  have  been 
treated  by  my  colleagues  with  excellent  improvement. 

SUMM.-^RY 

The  drug  Dilantin  appears  to  be  an  adjunct  in 
tre«tment  of  atypical  facial  pain  and  tic  douloureux. 
The  action  is  not  understood.  Its  effect  appears  to 
be  very  prompt  and  somewhat  specific.  The  medica- 


tion is  deserving  of  a trial  before  more  drastic 
measures  are  undertaken. 
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Relation  of  Hypertension  and  Salt 


A recent  study  of  more  than  1,000  adults  has 
confirmed  earlier  findings  that  the  amount  of  salt 
eaten  is  probably  a “primar}'  factor”  in  the  develop- 
ment of  one  type  of  high  blood  pressure.  Dr.  Lewis 
K.  Dahl  and  Robert  A.  Love,  Upton,  N.Y.,  reported 
the  new  study  on  the  relationship  of  sodium  chloride 
to  essential  hypertension  (high  blood  pressure  with- 
out known  cause)  in  the  May  25  Journal  of  the 
American  Medical  Association. 

.\mong  1,346  employes  of  the  Brookhaven  Na- 
tional Laboratory,  they  found  that  persons  with 
low-salt  intake  had  “significantly  less”  hyperten- 
sion and  those  with  high  intake  “significantly  more” 
hypertension  than  would  be  expected  by  chance. 

Classified  according  to  sodium  chloride  intake, 
there  were  135  persons  with  low  intake;  630  with 
average  intake,  and  581  with  high  intake.  The  dis- 
tribution of  the  105  persons  with  hypertension  was 
one  in  the  low-intake  group,  43  in  the  average- 


intake  group,  and  61  in  the  high-intake  group.  The 
probability  of  such  a distribution  occurring  by 
chance  is  less  than  one  in  a thousand. 

The  incidence  of  hypertension  among  non-over- 
weight persons  with  high-salt  intake  was  several 
times  that  among  similar  individuals  on  a low-salt 
diet.  It  was  most  prevalent  among  persons  who 
were  overweight  and  consuming  large  quantities  of 
salt. 

Although  it  has  been  suggested  that  persons  with 
hypertension  have  an  increased  appetite  for  salt, 
the  doctors  said  that  their  patients  who  have  been 
placed  on  low-salt  diets  after  always  eating  large 
quantities  of  salt  have  not  developed  cravings  for  it. 

It  is  known  that  overweight  jDersons  suffer  from 
hypertension  more  commonly  than  do  non-over- 
weight individuals.  One  possible  explanation  may 
be  that  “in  eating  more  food  generally,  more  salt 
is  ingested  simultaneously.” 
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Medical  Practice  in  the  Jamestown  Colony 


The  first  English  surgeon  to  set  foot  on  Vir- 
ginia soil  was  Henr}’  Kenton  who  was  attached 
to  a fleet  exploring  the  Virginia  coast  in  1603. 
Kenton  was  ambushed  and  slain  by  Indians  when  he 
went  ashore  with  a landing  party.  He  thus  became 
the  first  English  doctor  to  land  on  the  North  Amer- 
ican continent.  English  physicians  were  greatly 
interested  in  the  scheme  to  colonize  Virginia.  They 
gave  advice  as  to  the  location  of  the  colony  and  made 
recommendations  to  safeguard  the  health  of  the 
settlers.  When  Jamestown  was  founded  in  1607, 
two  surgeons,  Will  Wilkinson  and  Thomas  U'otton, 
were  among  the  settlers.  Wotton’s  services  were 
praised  by  Captain  John  Smith  and  Wotton  is  later 
referred  to  as  the  Surgeon  General  of  the  Colony. 
Dr.  ^^’alter  Russell  was  the  first  physician  to  arrive 
in  Jamestown.  In  England  at  that  time  there  was 
a distinct  line  between  physicians  and  surgeons.  The 
former  were  better  educated  than  the  latter  and 
indeed  the  physicians  who  were  usually  men  of 
better  families  looked  down  on  the  surgeons  who 
had  only  recently  divorced  themselves  from  the  bar- 
bers. During  an  exploring  expedition  in  1608,  Dr. 
Russell  was  credited  with  saving  the  life  of  John 
Smith  when  he  was  stung  by  a strange  fish. 

The  second  physician  to  arrive  in  Jamestown  was 
Dr.  Lawrence  Bohun  who  came  over  with  Lord  Dela- 
ware in  1610.  He  is  described  in  the  chronicles  as 
“a  long  time  brought  up  amongst  the  most  learned 
surgeons  and  physicians  in  the  Netherlands.”  Bohun 
was  praised  for  his  diligence  in  the  “preservation 
of  our  men’s  lives  assaulted  with  strange  fluxes  and 
agues.”  When  Bohun’s  medical  supplies  ran  low  he 
began  to  investigate  the  medicinal  properties  of  the 
plants  which  grew  around  Jamestown,  such  as  sassa- 
fras, rhubarb,  and  the  gums  of  certain  trees.  The 
gum  of  one  tree,  he  thought,  was  good  for  diarrheal 
disorders  and  he  advised  all  jfliysicians  who  might 
come  to  Virginia  to  make  use  of  it.  Returning  to 
England  he  was  appointed  Physician  General  of  the 
Colony  and  given  an  allotment  of  500  acres  of  land. 
On  the  way  back  to  Jamestown  in  1620  his  ship  was 
attacked  by  a Spanish  man-of-war  during  which 
engagement  Bohun  was  mortally  wounded. 

Dr.  John  Pott  was  sent  out  by  the  Virginia  Com- 
pany to  replace  Bohun.  Pott  was  a man  of  good 
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medical  education  and  ability,  but  his  taste  for  poli- 
tics was  to  involve  him  in  man}-  bitter  disputes  dur- 
ing the  twenty  years  he  lived  and  labored  in  James- 
town. During  his  verj"  first  year  in  the  colony, 
word  reached  the  indignant  Company  directors  in 
London  that  the  colonists,  after  making  a peace 
treaty  with  the  Indians,  had  poisoned  a great  many 
of  them  and  that  Dr.  Pott  was  one  of  the  ringleaders 
in  this  trick.  The  doctor  was  therefore  removed 
from  his  place  on  the  Board  of  Directors  of  the  Vir- 
ginia Company,  although  he  later  managed  to  be 
reinstated.  Pott  was  a politician  as  can  be  seen 
from  a letter  written  to  London  about  him  by  an- 
other colonist:  “Dr.  Pott  keeps  too  much  com- 
I)any  with  his  inferiors  who  hang  upon  him  while 
his  good  liriuor  lasts.” 

In  1625  Dr.  Pott  was  sued  by  a Mrs.  Blaynie  who 
blamed  him  for  her  miscarriage.  It  all  came  about 
in  this  way.  Pott  had  given  his  servants  strict 
orders  that  all  hogs  which  trespassed  on  his  corn 
were  to  be  killed  and  butchered  for  his  table.  Mrs. 
Blaynie  was  apparently  the  owner  of  four  hogs 
which  met  this  fate  and  she  therefore  felt  she  was 
entitled  to  a share  of  the  meat.  She  accordingly 
sent  word  to  Pott  that  she  wanted  a “peece  of  hog 
flesh.”  \\’hen  the  meat  was  not  forthcoming  she 
became  so  uj)set  that  she  had  a miscarriage,  she 
alleged.  The  resourceful  Pott  contrived  to  convince 
the  Court  that  he  did  not  intentionally  refuse  the 
hog  meat  to  Mrs.  Blaynie.  Therefore,  the  Court 
ruled  that  even  though  the  denial  of  the  hog  meat 
had  undoubtedly  been  the  cause  of  the  miscarriage, 
Pott  could  not  be  held  responsible  because  he  thought 
that  his  wife  had  already  sent  the  meat  to  Mrs. 
Blaynie.  “.\s  for  the  hogs,”  said  the  Court,  “who- 
soever they  were  there  is  no  damage  due  from  Dr. 
Pott  to  the  owner  of  the  hogs  because  the  spoil 
they  did  his  corn  was  as  great  as  the  value  of  the 
hogs  or  greater.  But  his  killing  and  eating  of  them 
without  a legal  order  was  irregular  and  liable  to 
censure.” 

Even  though  Dr.  Pott  made  many  bitter  enemies 
he  wxis  universally  res{)ected  as  a physician.  In 
1627  the  authorities  had  a boat  built  for  him,  for 
the  James  River  was  the  only  means  of  transportation 
and  the  settlements  were  scattered  along  the  water- 
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front.  Pott  must  have  been  a familiar  sight  along 
the  river  as  his  servants  rowed  him  from  one  place 
of  sickness  to  the  other.  He  hospitali^ed  patients  in 
his  own  home  as  was  to  be  the  custom  with  physicians 
during  that  century.  Pott  had  a very  able  ajiprentice 
named  Richard  Townshend.  In  1626  this  appren- 
tice sued  his  master  because  he  was  failing  to  teach 
him  his  craft.  The  Court  ordered  tliat  Pott  must 
teach  his  apprentice  with  all  due  diligence  or  be 
compelled  to  pay  Townshend  for  all  the  time  he  had 
spent  with  him. 

In  this  same  year  Dr.  Pott  became  involved  in  a 
lawsuit  with  the  Secretary  of  the  Colony  over  the 
ownership  of  some  cows.  Pott  was  able  to  produce 
some  certificates  to  prove  his  points  and  the  cows 
were  ordered  to  remain  in  his  possession.  However, 
one  suspects  a political  angle  to  this  suit,  for  two 
years  later  Pott  was  appointed  Governor  of  the 
Colony,  a post  he  held  for  one  year.  In  1630  a new 
Governor  came  over  from  I^ondon,  Sir  John  Harvey. 
Sir  John  took  an  immediate  dislike  to  Pott  and 
the  two  men  became  unrelenting  enemies.  Before 
long.  Governor  Harvey  had  Pott  arrested  on  tliree 
separate  charges  which  showed  that  he  had  been 
going  over  Pott’s  career  in  the  colony  pretty  thor- 
oughly. (1)  “pertaining  to  willful  murder”  (this 
undoubtedly  had  to  do  with  the  poisoning  of  the 
Indians);  (2)  “marking  other  men’s  cattle  as  his 
own”  (the  dispute  over  the  cows  with  the  Secretary 
of  the  Colony) ; (3)  “killing  up  other  people’s  hogs.” 
The  jury,  handpicked  by  Governor  Harvey,  found 
Pott  guilty  and  ordered  his  estates  confiscated,  but 
the  ]x>pular  clamor  in  favor  of  Dr.  Pott  was  so 
great  that  he  was  shortly  pardoned  by  the  King. 

From  then  on  it  was  war  to  the  end  between 
Pott  and  the  Governor.  Pott  and  his  clique  attempted 
to  foment  rebellion,  so  Harvey  rearrested  Pott  and 
put  him  in  chains.  He  was  soon  forced  to  release 
Pott.  Pott  then  secured  Harvey’s  recall  to  England 
and  went  along  on  the  same  ship  to  see  that  Harvey 
got  his  just  desserts.  But  in  England  Harvey  got 
to  the  proper  ears  and  the  King  reappointed  him  as 
Governor.  Sir  John  Harvey  returned  to  Jamestown 
in  triumph  while  Pott  stayed  in  England  to  work 
for  Harvey’s  downfall.  Eventually  Pott  had  the 
satisfaction  of  seeing  Harvey  again  recalled  and  his 
friend  Sir  Frances  Wyatt  sent  out  as  Governor.  This 
time  it  was  Pott  who  returned  in  triumph.  Dr. 
John  Pott  died  around  1642  after  20  years  of  a 
prominent  medical  and  political  career  in  the  James- 
town Colony. 

Another  physician  of  this  period  was  \A’illiam 
Norton  who  was  killed  in  the  Indian  massacre  of 


1622.  He  is  thought  to  be  the  same  Norton  who 
established  the  glassworks  at  Jamestown,  bringing 
over  a number  of  Dutch,  Polish  and  Italian  artisans 
to  get  the  plant  going.  It  can  be  seen  that  the  doc- 
tors of  the  Jamestown  colony  did  not  confine  them- 
selves to  medicine  alone  by  any  means,  but  were 
also  land  owners,  farmers,  businessmen,  exjfiorers 
and  soldiers.  Dr.  Robert  Pawlett  was  a preacher 
as  well  as  physician  and  surgeon.  Alany  other 
physicians  and  surgeons  ])racticed  briefly  in  James- 
town but  they  only  stayed  a short  time  or  else  died 
in  the  numerous  epidemics  and  Indian  raids.  Ships 
surgeons  also  practiced  on  land  and  sometimes  took 
up  residence  for  a while  in  the  colony  where  many 
of  them  owned  land.  Of  all  these,  however,  Russell, 
Bohun,  Pott,  and  Pawlett  alone  seemed  to  have  been 
men  of  formal  medical  education,  probably  repre- 
senting the  best  British  medicine  of  that  time. 
Throughout  the  remainder  of  the  century  the  colony 
was  served  by  physicians  who  were  largely  home- 
grown, being  self-instructed  or  the  product  of  local 
apprenticeships. 

The  death  rate  in  the  Jamestown  Colony  was 
appalling.  During  the  100  years  of  the  colony’s 
existence  more  than  100,000  Englishmen  immigrated 
to  Virginia,  but  at  the  end  of  that  century  there  were 
only  75,000  souls  in  the  colony.  This  means  that 
in  spite  of  the  natural  increase  by  births  in  the 
colony  there  was  in  1700,  25,000  less  i:>eople  than 
had  immigrated  during  the  preceding  100  years. 
Between  1607  and  1625  more  than  five  out  of  every 
six  settlers  died  after  arriving.  The  chief  causes 
of  death  during  these  early  days  were  Indian  mas- 
sacres, famine,  beri  beri,  scurvy,  and  dysentery  which 
was  known  as  the  “bloody  flux”.  Practically  every 
one  who  arrived  in  Virginia  in  the  summertime  fell 
a victim  to  the  diarrhea.  This  was  looked  upon 
by  all  as  a peculiarity  of  the  climate  and  was  spoken 
of  as  “seasoning”.  This  “seasoning”  for  new  ar- 
rivals was  felt  to  be  as  inevitable  as  we  feel  about 
mumps  and  chickenpox  in  children  at  the  present 
day.  In  addition,  the  colonists  were  plagued  in 
winter  by  epidemics  of  such  diseases  as  influenza, 
pneumonia,  smallpox  and  a very  vicious  form  of 
measles.  Now  and  then  incoming  ships  which  had 
stopped  in  the  \\’est  Indies  would  bring  in  such 
exotic  diseases  as  plague  and  yellow  fever.  In  fact, 
the  colonists  liked  to  blame  much  of  their  disease 
on  the  immigrant  ships  on  which  many  people  sick- 
ened and  died  during  the  long,  crowded  voyage  from 
England.  The  sickness  on  the  ships  was  attributed 
to  the  beer  which  was  used  for  drinking  purposes. 
Englishmen  of  that  period  must  always  have  their 
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beer  for  it  was  believed  that  water  drinking  was 
unhealthy.  The  English  brewer,  Dupper,  was 
roundly  cursed  for  his  “stinking  beer”  which,  it  was 
thought,  caused  the  death  of  200  ])eople  in  one 
epidemic  in  Jamestown. 

However,  it  must  not  be  supjx)sed  that  the  colonial 
authorities  were  totally  lacking  in  notions  of  sani- 
tation, for  the  regulations  of  1610  forbade  throwing 
waste  water  into  the  streets  and  all  washing  had  to 
be  done  at  least  40  feet  from  any  well  or  pump. 
“Nor  shall  any  one  within  less  than  a quarter  mile 
from  the  pallisades  dare  to  do  the  necessities  of 
nature,  since  by  these  unmanly,  slothful,  and  loath- 
some immodesties,  the  whole  fort  may  be  choked 
and  poisoned  with  ill  airs  and  so  corrupt  (as  in 
all  reason  cannot  but  much  infect  the  same)  and  this 
shall  they  take  notice  of,  and  avoid,  upon  pain  of 
whipping  and  further  punishment.”  In  1612  an 
eighty  bed  hospital  was  built  at  what  is  now  Dutch 
Gap,  but  it  is  thought  to  have  been  destroyed  in 
tlie  massacre  of  1622.  This  hospital,  located  fifty 
miles  up  the  James  River  from  Jamestown,  was  the 
first  hospital  in  Virginia  and  the  first  on  the  North 
American  continent. 

The  sharp  distinction  between  physician  and  sur- 
geon prevalent  in  England  tended  to  become  blurred 
in  the  New  World.  Surgeons  dispensed  medicine 
and  physicians  performed  surgery.  Abdominal  sur- 
gery was,  of  course,  never  done,  surgery  being  limited 
to  the  outside  of  the  body  only.  This  included  treat- 
ment of  wounds,  fractures,  dislocations,  amputations, 
abscesses  and  ulcers.  The  remedies  used  are  the 
same  as  those  used  in  England  at  the  time  plus  a few 
native  drugs.  Sassafras  was  highly  esteemed  for 
dysentery,  nephritis,  skin  diseases,  gout,  rheumatism 
and  syphilis.  Snake  root  was  considered  a good 
tonic,  diuretic,  diaphoretic  and  useful  in  the  treat- 
ment of  typhoid,  digestive  disorders,  gout,  rheuma- 
tism and  amenorrhea.  Many  thought  that  tobacco 
also  had  curative  powers.  Quinine  was  not  used, 
for  English  physicians  were  opposed  to  its  employ- 
ment until  late  in  the  century. 

As  might  be  expected  seventeenth  century  doctors 
were  long  on  treatment  and  short  on  diagnosis.  Eor 
instance,  it  was  believed  that  palpation  of  the  radial 
pulse  gave  specific  diagnostic  information.  Many 
still  believed  the  teaching  of  Galen  who  asserted 
that  there  was  a characteristic  {mlse  for  ever}-  disease. 
A ver}-  interesting  diagnostic  procedure  of  this  time 
was  what  was  called  uroscopy.  The  doctor  held  a 
flask  of  the  patient’s  urine  to  the  light  and  believed 
that  he  could  diagnose  disease  in  other  parts  of  the 
body  by  the  color,  opacity,  smell,  weight,  and  even 


taste  of  the  urine.  The  Reverend  John  Clayton,  who 
was  a Church  of  England  minister  at  Jamestown 
from  1684  to  1686  also  practiced  medicine.  He 
wrote  to  the  Royal  Society  of  which  he  was  a Fellow, 
as  follows:  “I  had  glasses  which  would  hold  about 
five  ounces,  others  about  ten  ounces,  with  necks  so 
small  that  a drop  would  make  a considerable  varia- 
tion. With  these  I could  make  much  more  critical 
and  satisfactory  observations  as  to  the  specifical 
gravity  of  liquors,  having  critical  .scales,  than  by  any 
other  way  yet  by  me  tried.  I used  this  method  to 
weigh  urines,  which  practice  I would  recommend 
to  the  inquisitive  and  critical  physicians.  By  weight 
I find  observations  may  be  made  of  affections  in 
the  head,  which  rarely  make  any  visible  alterations 
in  the  urine.” 

The  methods  of  treatment  of  that  time  included 
blistering,  sweating,  vomiting,  cupping,  blood-letting, 
and,  of  course,  much  purging.  This  was  the  century 
of  the  clyster,  which  was  a form  of  enema  admin- 
istered with  a wooden  syringe.  This  syringe  was  so 
large  that  it  was  carried  over  the  shoulder  like  a 
modern  rifle.  The  dietaix’  habits  of  the  people  in 
both  Europe  and  the  New  World  were  such  that 
obstinate  constipation  was  highly  prevalent.  Even 
people  of  the  highest  station  suffered  from  fecal 
impactions  which  had  to  be  softened,  loosened  and 
expelled  Iry  means  of  clysters.  These  fecal  impac- 
tions were  spoken  of  as  “infarcts”  and  were  con- 
sidered the  source  of  many  diseases  just  as  in  our 
own  time  “auto-intoxication”  from  the  bowel  which 
has  been  considered  a cause  of  disease.  People  of  the 
seventeenth  centur\’  used  to  talk  about  their  fecal 
“infarcts”  much  as  modern  people  brag  about  their 
operations. 

During  the  first  years  of  the  Jamestown  Colony 
medical  service  was  furnished  free.  I.ater  when 
the  colony  became  crown  property  the  physicians 
charged  fees.  All  throughout  the  century  tobacco 
served  in  lieu  of  money.  It  was  the  chief  crop  of 
the  colony.  Wyndham  Blanton  tells  us,  “In  general 
the  seventeenth  century  physician  received  from 
thirty-five  to  fifty  pounds  of  tobacco  for  a visit.” 
Dr.  Robert  Ellyson  asked  600  pounds  of  tobacco  for 
reducing  a shoulder.  The  care  of  a burnt  hand  was 
considered  worth  80  pounds  of  tobacco;  putting  up 
a rupture,  50  pounds  of  tobacco;  blood-letting  was 
20  pounds  of  tobacco  which  was  also  the  fee  for 
cupping.  The  charge  for  a clyster  was  30  pounds  of 
tobacco.  The  charge  for  attendance  on  a prolonged 
case  of  illness  ranged  from  500  to  1500  pounds  of 
toltacco. 

In  1699  the  capital  of  Virginia  was  moved  from 
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Jamestown  to  Williamsburg  and  with  the  dawn  of 
the  eighteenth  century  the  physicians  of  A’irginia 
entered  upon  a new  era.  The  culture  of  Williams- 
burg. with  its  college,  Governor’s  Palace,  House  of 
Burgesses,  church,  theater,  fine  residences,  societies 
for  intellectual  improvement,  balls,  fetes  and  high 
life,  was  far  ahead  of  the  primitive  rudeness  of 
Jamestown.  The  doctors  of  Williamsburg  were  well 
educated  gentlemen  who  had  studied  medicine  in 
Edinburgh,  I.ondon  and  on  the  Continent.  Their 
fame  si>read  so  that  men  like  Washington  came 
down  from  IMount  \Trnon  for  diagnosis  and  treat- 
ment. One  of  the  most  prominent  was  Dr.  James 
McClurg,  a native  of  Hampton,  who  studied  medi- 
cine in  Edinburgh,  London  and  Paris.  Dr.  John 
de  Sequeyra  of  Williamsburg,  who  is  variously 
described  as  an  Italian  and  a Portuguese,  was  cred- 
ited by  Thomas  Jefferson  with  introducing  the  eat- 
ing of  the  tomato  into  America.  Previously  it  had 
been  considered  more  a flower  than  a vegetable. 


It  is  now  .i.S4  years  since  Dr.  Henry  Kenton  set 
foot  on  the  shores  of  Virginia  only  to  meet  a violent 
death  at  the  hands  of  savages.  A few  years  later 
Dr.  I.awrence  Bohun  lighted  the  lamp  of  medical 
learning  on  this  soil  as  he  sought  medicinal  value 
in  the  plants  and  trees  around  Jamestown.  Could 
Bohun  return  today  he  would  be  proud  of  the  two 
fine  medical  schools  in  this  state.  On  the  other  hand, 
Virginia  physicians  may  well  be  proud  of  Bohun 
and  those  other  rugged  doctors  who  practiced  the 
healing  art  in  the  wilderness  three  centuries  ago. 
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Blood  Tests — Paternity  Suits 


Blood-grouping  tests  should  be  carried  out  in 
uncontested  paternity  suits  as  well  as  in  contested 
ones.  Tests  for  matching  the  child’s  Iflood  with 
that  of  the  supposed  father  are  used  now  only  when 
the  accused  man  denies  paternity.  If  the  man  ad- 
mits paternity,  he  is  not  given  a blood-grouping 
test. 

However,  a study  of  67  “typical”  cases  in  which 
the  men  admitted  paternity  in  court  showed  from 
12  to  18  per  cent  of  the  men  were. probably  not  the 
fathers  of  the  children  they  accejited  in  the  court, 
according  to  Dr.  I.eon  N.  Sussman,  attending  phy- 
sician at  Beth  Israel  Hospital,  and  Sidney  B.  Schat- 
kin,  LL.B.,  assistant  corporation  counsel  of  the 
City  of  New  York.  In  addition  previous  studies 
have  shown  that  from  30  to  40  per  cent  of  the  men 
who  deny  paternity  and  who  are  given  blood  tests 
are  falsely  accused.  Thus,  in  the  interests  of  jus- 
tice, a Iflood  test  should  be  ordered  in  every  case 
involving  a charge  of  paternity,  the  authors  said 
in  the  May  18  Journal  of  the  .American  Medical 
Association. 

The  authors  studied  blood  tests  performed  on 
involved  persons  after  their  uncontested  suits  were 
settled.  The  method  was  the  usual  one  of  dujflicate 


testing  by  different  technicians  using  different  lots 
of  blood  serum.  The  three  standard  groupings, 
.V-B-O,  M-N,  and  Rh-Hr,  were  tested,  as  well  as 
two  lesser  known  groups.  The  tests  indicated  that 
of  the  67  men  involved,  six  “absolutely”  were  not 
the  fathers  of  the  involved  children.  Since  earlier 
studies  have  shown  that  tests  using  the  three  stand- 
ard groups  can  clear  onh’  50  per  cent  of  falsely 
accused  men,  it  follows  that  not  six  but  12  of  the.se 
men  were  probably  not  the  fathers  of  the  children 
they  accepted. 

Although  the  number  of  cases  studied  was  small 
— due  to  difficulty  in  obtaining  cooperation  of  per- 
sons after  their  cases  were  closed — the  figures  have 
“a  significant  bearing”  on  the  reliability  of  admis- 
sions of  paternity  which  are  “routinely  and  perfunc- 
torily” accepted  daily  in  court. 

The  motivation  for  these  admissions  of  paternity 
without  scientific  proof  are  interesting.  Usually  a 
man  admits  to  paternity  for  one  of  the  following 
reasons:  a sincere  belief  that  he  is  the  father;  a 
sense  of  pride  arising  from  the  fact  that  he  could 
be  the  father;  no  feeling  of  responsibility;  inability 
to  afford  defense  and  blood  tests  costs,  or  a mis- 
understanding of  the  meaning  of  paternity. 
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Clinicopathological  Conferences 

Of  The  Medical  College  of  Virginia  Hospital 


Case  197  {A9310) 

40  YEAR  OLD  colored  female  was  admitted 
to  St.  Philip  Hospital  on  September  20,  1956. 
She  apparently  had  been  in  good  health  until  Sep- 
tember 7th,  when  she  develof)ed  chills  and  fever 
and  complained  of  weakness.  Treated  by  her  local 
physician,  she  apparently  improved,  but  on  Septem- 
ber 9th  she  developed  abdominal  pain,  vomited,  and 
had  more  chills  and  fever.  Thereafter  her  fever 
seemed  to  subside,  but  she  continued  to  complain  of 
weakness  and,  therefore,  was  referred  to  the  hospital. 

She  admitted  to  having  had  frontal  headaches  and 
dizziness  for  several  months  with  polydipsia  and 
nocturia.  Her  appetite  had  been  poor  for  two  weeks. 
Her  history  was  otherwise  negative  and  the  family 
history  non-contributory. 

Physical  Examination : B.  P.  220/160.  Tem- 
perature 100.4  (R).  Pulse  120.  Respiration  24. 
The  patient  was  markedly  obese,  weighing  220  lbs., 
and  appeared  moderately  ill.  The  skin  was  warm 
and  dry  and  the  tongue  and  mouth  were  quite  dr}'. 
The  general  physical  examination,  including  pelvic 
and  rectal  examinations,  was  essentially  negative 
except  for  the  obesity  and  mild  calf  tenderness 
bilaterally. 

Laboratory  Data:  Hgb.  10.5  grams,  RBC  3,400.- 
000,  WBC  13,500  with  67  polys.,  1 eos.,  1 bas.,  25 
lymphs.,  and  6 monos.  A catheterized  urine  speci- 
men revealed  specific  gravity  1.012,  acid  reaction,  3 + 
albumin,  4-r  sugar,  negative  acetone,  23-30  WBC 
and  a rare  cast/hpf.  Blood  sugar  540  mgm./?. 
BUX  30  mgm.  %.  CO2  21,  chlorides  90,  sodium 
128,  potassium  5.4  mEq  L,  respectively.  Total 
serum  protein  6.9  grams  % with  albumin  2.1  and 
globulin  4.8.  The  serology  was  positive.  Chest 
x-ray  showed  slight  prominence  of  the  left  ventricle 
and  a slightly  tortuous  aorta  with  grossly  clear  lung 
fields.  An  electrocardiogram  was  normal. 

Initial  therapy  included  20  units  of  regular  in- 
sulin, 600  cc.  normal  saline,  a 1200  calorie  diet,  and 
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.■iulfisoxazole,  1 gram  every  four  hours.  Further 
insulin  was  given  on  a sliding  scale  and  averaged 
around  25  units  daily  for  the  next  5-6  days.  There- 
after the  urine  was  essentially  sugar-free  and  no 
further  insulin  was  given.  A fasting  blood  sugar 
on  the  day  after  admission  was  173  mgm.  % and 
thereafter  varied  between  88  and  168  mgm.  For 
the  next  week  the  patient  continued  to  run  a tem- 
perature elevation  of  around  101°.  E.  Coli  was 
cultured  from  the  urine  and  was  said  to  be  sensitive 
to  tetracycline.  Sulfisoxazole  was  then  discontinued 
and  tetracycline  begun  in  a dosage  of  250  mgm. 
q.i.d.  The  temperature  thereafter  gradually  declined 
and  by  September  27th  was  normal.  The  patient 
seemed  to  feel  better.  On  Septeml^er  27th  an  in- 
travenous pyelogram  showed  no  dye  excretion  in 
thirty  minutes.  On  September  29th  the  BL'N  had 
risen  to  66  mgm.  % with  creatinine  2.5.  At  this 
time  the  COo  was  19,  sodium  92,  chlorides  130, 
potassium  5.3  mEq  L,  respectively.  Serum  calcium 
10.2  mgm.  %,  serum  phosphorus  8.0  mgm.  %,  and 
alkaline  phosphatase  3.8  Bodansky  units.  Subse- 
quent urinalyses  revealed  no  albumin  and  only  5-10 
^^'BC/hpf,  but  a 24-hour  urine  collection  on  Sep- 
tember 21st  revealed  4.1  grams  of  albumin  in  a 
volume  of  2300  ccs.  The  urine  output  remained 
good.  Retrograde  pyelography  on  October  1st 
showed  normal  indigo  carmine  excretion  bilaterally, 
but  suggested  incomplete  filling  of  the  lower  half 
of  the  right  renal  sinus.  On  the  following  day 
repeat  studies  showed  good  filling  of  this  kidney. 

Because  of  the  positive  serolog}-,  a lumbar  punc- 
ture was  done.  The  spinal  fluid  was  negative.  The 
j)atient  was  given  12,000,000  units  of  procaine  peni- 
cillin over  a ten-day  period. 

The  patient  continued  to  do  well  and  was  sched- 
uled for  discharge.  However,  on  October  6,  1956, 
the  patient  expired  suddenly,  having  been  up  walk- 
ing around  the  ward  in  good  spirits  a half-hour 
I)rior  to  her  demise.  An  autopsy  was  obtained. 
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CLINICAL  DISCUSSION 

Dr.  E.  Lovell  Becker*:  This  very  interesting 
but  confusing  case  })resents  several  problems  which 
we  will  take  in  succession.  In  reviewing  the  histor}- 
we  find  that  we  have  little  positive  information  with 
which  to  investigate  the  problems.  There  is  a story 
of  vomiting,  chills,  and  fever,  together  with  poly- 
dipsia, nocturia,  frontal  headaches,  dizziness  and 
poor  appetite  for  a period  of  several  weeks  prior  to 
admission  to  the  hospital.  Physical  examination 
revealed  an  obese,  hypertensive  female  with  a raj>id 
pulse,  rapid  respiration,  and  a temperature  of  100.4 
(R).  Laboratory  data  showed  a patient  with  a high 
blood  sugar  (540  mgm./lOOcc)  which  could  cause 
a hemodilution  by  virtue  of  the  osmotic  effect  of  the 
sugar.  In  view  of  this,  the  hemoglobin  could  be 
considered  as  normal  for  the  values  found  in  this 
hospital.  There  is  slight  elevation  of  total  protein  if 
one  considers  the  hemodilution  and  7.5  mgm/lOO  cc 
is  the  upper  limit  of  normal  for  this  laboratory. 
Low  albumin  with  a high  globulin  is  noted.  The 
low  albumin  could  be  due  to  urinary  loss  and  the 
high  globulin  as  a result  of  stimulation  of  gamma 
globulin  by  chronic  infection.  During  the  course 
of  the  hospital  stay  the  patient’s  diabetes  was  brought 
under  control,  but  a positive  urine  culture  was  ob- 
tained for  E.  Coli.  L^rinalyses  showed  a more  or 
less  fixed  specific  gravity  with  marked  albuminuria 
and  glycosuria,  together  with  white  blood  cells  and 
occasional  casts. 

The  conditions  which  most  commonly  come  to 
mind  are  intercapillary  glomerulosclerosis,  or  Kim- 
melstiel-Wilson’s  disease,  chronic  glomerulonephritis 
and  chronic  pyelonephritis.  In  differentiating  these 
three  interesting  diseases  affecting  the  kidney, 
let  us  first  consider  the  fact  that  pyelonephritis  is 
by  far  the  most  common  of  the  disorders.  It  is 
considered  more  prevalent  than  chronic  glomerulo- 
nephritis, and  usually  patients  with  this  condition 
come  under  observation  when  they  have  hyperten- 
sion and/or  renal  insufficiency.  An  extremely  high 
blood  pressure  may  result  from  pyelonephritis. 
However,  either  glomerulonephritis  or  pyelonephritis 
can  produce  the  clinical  picture  of  malignant  hyper- 
tension with  hypertensive  retinopathy,  but  we  have 
no  indication  of  eye  ground  changes,  consequently, 
we  are  at  a loss  on  this  point.  The  finding  of  j>us 
in  the  urine  and  only  a few  red  cells  is  in  favor 
of  pyelonephritis,  for  hematuria  is  usually  more 
marked  in  glomerulonephritis.  A verj’  few  casts  are 
noted,  and  in  chronic  pyelonephritis  this  is  cer- 
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tainly  the  situation;  only  in  the  terminal  stages 
do  we  have  more  abundant  large  granular  and  waxy 
casts.  'I'he  j)roteinuria  is  marked,  but  is  not  44- 
which  is  the  more  common  finding  in  the  nephrotic 
stage  of  glomerulonephritis.  Usually  the  urine  is 
sterile  in  glomerulonephritis,  but  in  pyelonephritis 
organisms  may  be  found.  Edema  occurs  only  in 
the  late  stages  of  pyelonephritis,  is  usually  slight, 
and  most  always  of  cardiac  origin.  Variable  pyelo- 
graphic  findings  have  been  reported  in  pyelo- 
nephritis. One  group  rej)orts  22.6%  normal  pye- 
lograms,  minimal  changes  in  54.7%,  and  moderate 
changes  in  15%,  and  marked  changes  in  7.5%  of 
159  cases  of  chronic  pyelonephritis.  The  changes 
reported  consisted  of  various  dilatations,  constric- 
tions or  distortion  of  the  pelvis  and  ureters. 

Glomerulonephritis  is  a rare  condition  in  com- 
bination with  diabetes.  In  view  of  this  and  of  the 
otlier  findings  of  this  patient,  I think  we  can  rule 
out  the  diagnosis  of  chronic  glomerulonephritis.  It 
is  on  the  basis  of  lack  of  edema,  lack  of  large 
numbers  of  red  cells  in  the  urine,  and  the  lack  of 
history  compatible  with  glomerulonephritis,  and  the 
coincident  finding  of  diabetes,  and  the  low  grade 
proteinuria.  In  considering  Kimmelstiel-Wilson’s 
disease,  intercapillary  glomerulosclerosis,  and  chronic 
pyelonephritis,  we  find  several  interesting  problems. 
Classically  glomerulosclerosis  consists  of  a triad  of 
hypertension,  edema,  and  dial>etes.  The  lesion 
typically  involves  the  glomerules  and  the  tubules, 
and  as  reviewed  by  Dr.  Kimmelstiel,  the  specific 
morphological  changes  take  place  in  the  epithelial 
layer  of  the  glomerular  tufts  in  contact  with  me.sen- 
chyme,  in  the  parietal  layer  of  Bowman’s  membrane, 
and  in  the  tubular  basement  membrane.  Further, 
in  the  middle-aged  patient,  hypertension  and  nejihro- 
sis  commonly  occur  together,  whereas  in  the  juvenile 
diabetic  the  nephrotic  syndrome  is  most  pronounced 
and  often  precedes  the  hypertension,  and  in  the 
older  aged  group  hypertension  is  predominant,  while 
a nephrosis  may  be  entirely  absent.  Mendlow  and 
Brill  (in  the  J.  of  the  Mt.  Sinai  Hospital)  reviewed 
109  post  mortem  cases  of  diabetes  mellitus;  32% 
or  35  cases  showed  intercajnllary  glomerulosclerosis 
and  it  was  apparently  not  related  to  age  or  sex,  nor 
to  the  clinical  severity  of  the  diabetes.  However, 
there  was  direct  relationship  to  the  duration  of  the 
diabetic  symi^toms  particularly  when  of  long  dura- 
tion. Only  9 of  the  35  cases,  or  26%  displayed  the 
classical  triad  of  hypertension,  albuminuria,  and 
edema.  Further,  it  has  been  pointed  out  that  in 
Kimmelstiel-Wilson’s  disease  doubly  refractile  fat 
bodies  are  quite  often  found  in  the  urine  and  repre- 
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sent  tubular  disease.  In  this  patient,  the  urine  was 
not  examined  for  doubly  refractile  bodies,  nor  was 
it  examined  for  “glitter  cells’’  which  may  'ue  indica- 
tive of  pyelonephritis,  although  not  diagnostic. 

In  summary  then,  in  view  of  the  short  duration 
of  the  diabetes  and  the  lack  of  edema,  I feel  that  we 
can  more  or  less  exclude  the  diagnosis  of  Kimmel- 
stiel-Wilson’s  disease. 

In  support  of  pyelonephritis  as  a primary  disease 
problem,  there  is  no  past  history  to  support  the 
question  of  acute  pyelonephritis,  although  it  is  most 
often  seen  in  females  and  dates  to  pregnancy.  The 
disease  predominates  in  females  up  to  the  age  of 
50,  after  which  the  male  may  be  more  prominent, 
but  yet  no  great  sex  predominance.  This  is  due  to 
prostatic  enlargement  in  the  male.  The  colon  bacil- 
lus is  the  organism  most  often  cultured  from  the 
urine,  but  many  cases  have  been  reported  due  to 
aerobic  and  anaerobic  streptococci  and  staphylococci, 
aerobacter,  pyocyaneus  and  many  other  bacteria. 
Particularly  in  obstructive  cases  are  mixed  infec- 
tions com.mon.  The  disease  may  be  bilateral,  or 
less  often  unilateral.  In  the  kidney  involved,  one 
most  always  encounters  a mixture  of  both  acute  and 
chronic  inflammator}’  processes  and  some  scarring. 
Normally  the  kidneys  vary  in  size  from  normal, 
or  even  slightly  enlarged,  to  extremely  small  organs. 
In  our  x-ray  findings  there  is  a deformity  in  the 
right  ureter,  and  the  size  of  tlie  right  kidney  is  the 
upper  limit  of  normal,  if  not  slightly  enlarged. 
Fuidlier,  there  is  difficulty  in  filling  the  lower  pelvis 
of  the  right  kidney. 

Clinically  in  pyelonephritis  it  is  not  rare  to  have 
patients  come  under  clinical  observation  only  after 
uremia  has  developed  and  they  apparently  have 
had  the  disease  for  many  years.  Pyuria  is  the 
classic  sign  of  pyelonephritis.  Proteinuria  varies 
greatly.  Usually  the  urine  does  not  contain  more 
than  a trace  to  1 or  2 grams  daily.  However,  there 
may  be  several  times  this  amount  and  it  is  a source 
of  confusion  with  glomerulonephritis,  as  in  this 
patient  the  daily  output  was  4.1  grams.  The  bac- 
teria most  commonly-  found  are  the  colon  bacilli 
and  this  can  give  rise  to  an  acid  urine.  Renal 
function  in  these  patients  is  markedly  impaired  and 
sooner  or  later  there  is  hyp>osthenuria,  and  decreased 
clearances. 

Tumors  of  the  Kidneys:  The  x-ray  findings  are 
suggestive  of  enlargement  of  the  right  kidney.  This 
may  be  compatible  with  tumor,  and  I use  the  word 
“tumor”  in  the  literal  sense  to  mean  “any  morbid 
swelling".  Renal  tumors  can  be  classified  as  fol- 
lows : 


1.  Connective  Tissue  Tumor 

( a ) F ibroma 

(b)  Lipoma 

(c)  Leiomyoma 

(d)  Hemangioma 

(e)  Tumors  associated  with  tuberous  scle- 
rosis 

(f)  Sarcoma 

2.  Epithelial  tumors 

3.  Wilms'  tumor 

4.  Tumors  of  the  renal  pelvis 

It  must  be  pointed  out  that  this  is  for  the  sake  of 
completeness.  I do  not  have  any  information  in 
the  history  or  jdiysical  examination  to  make  a diag- 
nosis. 

In  summary,  then,  the  patient  has  a story  com- 
patible with  chronic  pyelonephritis,  a histor}-  and 
laboratory  findings  of  diabetes  mellitus  and  liA'per- 
tension.  Further,  there  is  suggestive  evidence  to 
indicate  that  there  is  some  involvement  of  the  right 
kidney  by  a process  other  than  pyelonephritis.  For 
this  reason  my  clinical  diagnosis  would  be  (1)  dia- 
betes mellitus,  (2)  chronic  pyelonephritis  bilaterally, 
and  (3)  hypertensive  cardiovascular  disease,  and 
(4)  tumor  of  the  right  kidney. 

Even  though  we  can  speculate  as  to  a clinical 
diagnosis,  the  cause  of  death  in  this  patient  is 
obscure. 

If  we  consider  the  causes  of  sudden  death,  the 
first  category  may  be  the  so-called  instantaneous 
death,  the  second  category  death  in  several  minutes, 
and  the  third  category  deatli  in  several  hours.  Causes 
for  instantaneous  death  are  rather  limited,  and  are 
more  frequently  attributable  to  alterations  in  coro- 
nary circulation,  or  ventricular  fibrillation.  Death 
within  a few  minutes  can  be  due  to  a rupture  of  a 
major  vessel,  and  death  in  several  hours  to  a great 
variety  of  conditions. 

It  is  most  interesting  to  speculate  on  the  causes 
of  unexplained  instantaneous  death  as  is  probably 
the  case  in  this  patient.  I would  refer  to  the  article 
of  Dr.  Soma  Weiss  which  appeared  in  the  New 
England  Journal  of  iSIedicine  in  1940  in  which  he 
points  out  in  cases  of  sudden  death  the  post  mortem 
examination  frequently  fails  to  explain  the  mecha- 
nism of  death.  In  the  majority  of  cases  the  under- 
lying structural  lesions  are  chronic  and  do  not 
contribute  to  the  cause  of  death.  In  instantaneous 
death  fresh  lesions  are  often  absent. 

“In  the  causation  of  instantaneous  death  a hyper- 
irritable  myocardium  of  anoxic  or  infectious  origin 
and  hypoactive  reflexes  singly  or  in  combination  play 
the  most  important  roles.  The  functional  capacity 
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of  the  heart  before  death  in  these  cases  may  be 
adequate  or  good.  The  determining  factor  in  in- 
stantaneous death  is  often  physiologic.” 

Unfortunately  the  mechanisms  of  instantaneous 
death  have  been  little  studied.  So  seldom  are  phy- 
sicians or  people  in  attendance  when  a patient  dies 
in  this  manner. 

Dr.  E.  Lovell  Becker’s  Diagnosis 

1.  Diabetes  mellitus 

2.  Chronic  pyelonephritis,  bilateral 

3.  Hypertensive  cardiovascular  disease 

4.  Tumor  of  the  right  kidney 

Pathological  Diagnosis 

1.  Chronic  xanthogranulomatous  pyelonephritis, 
bilateral 

2.  Diabetes  mellitus 

3.  Coronary  atherosclerosis  with  focal  myocardial 
fibrosis 

4.  Acute  pulmonary  edema 

5.  Fatty  metamorphosis  of  the  liver 

6.  Obesity 

DISCUSSION  OF  PATHOLOGIC  FINDINGS 
Dr.  Gordon  R.  Hennigar;*  The  body  at  autopsy 
was  markedly  obese,  weighing  approximately  200 
lbs.  measuring  62  inches  in  length.  There  were  no 
external  lesions  noted.  No  serous  effusion  was 
found.  The  heart  weighed  only  300  gm.  and  there 
was  slight  hypertrophy  and  dilatation  of  the  left 
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ventricle.  The  coronary  arteries  were  moderately 
atherosclerotic  and  the  left  ventricular  myocardium 
showed  focal  ischemic  scarring  on  microscopical 
examination.  The  lungs  were  congested  and  showed 
moderate  edema  without  evidence  of  pneumonia. 
The  death  in  this  case  can  be  best  explained  on  the 
liasis  of  coronary  sclerosis  and  acute  coronary  in- 
sufficiency. The  liver  was  enlarged  weighing  2300 
gm.  and  showed  very  marked  fatty  metamorphosis 
which  was  most  likely  due  to  poorly  controlled  dia- 
betes mellitus  and  obesity.  There  was  no  appre- 
ciable centrilobular  congestion  of  the  liver.  The 
gallbladder  was  the  seat  of  chronic  cholecystitis. 
The  biliary  tract  showed  no  gall  stones  or  obstructive 
lesions.  The  pancreas  showed  slight  acinar  dila- 
tation which  is  often  present  in  uremia.  The  islets 
of  Langerhans  showed  no  remarkable  findings.  The 
gastrointestinal  tract  was  essentially  normal. 

Both  kidneys  were  enlarged  and  covered  with 
thick,  indurated,  fibrotic  adipose  tissue.  The  right 
kidney  weighed  450  gm.  and  was  largely  replaced 
by  white,  firm,  tumorous  tissue  (Fig.  1).  The  left 
kidne}'  showed  similar  changes  in  the  upper  pole 
and  weighed  250  gm.  (Fig.  2).  These  tumorous 
masses  invoved  both  the  cortex  and  the  pyramids 
and  resembled  metastatic  sarcoma  grossly.  The 
renal  pelves  were  hyperemic  and  contained  purulent 
material.  Histologically,  both  kidneys  showed  mark- 
ed chronic  pyelonephritis  which  was  associated  with 
large  areas  of  necrosis  and  infiltration  with  plasma 
cells,  lymphocytes  and  large  mononuclear  cells  with 


Fig.  1 — The  cortical  surfaces  of  the  kidneys  showing  numerous,  white,  tumorous  masses 
which  have  replaced  a major  portion  of  the  right  kidney  and  the  upper  pole  of  the 
left  kidney. 
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Fig.  2 — A close-up  view  of  the  cut  surface  of  the  left  kidney  showing  the  tumorous 
tissue  which  extends  from  the  cortex  to  the  pyramid. 


eosino})hilic  and  often  foamy  o toidasm  which  con- 
tained sudanophilic  substance  (Fig.  3).  Polymor- 
phonuclear leukocytes  were  also  present  in  scattered 
areas.  The  necrosis  of  tubular  epithelium  was  a 
prominent  feature  and  the  cells  showed  various 
stages  of  degeneration.  Many  of  the  degenerating 
tubular  cells  revealed  vacuolated  c}  to|)lasm  and  had 
become  descjuamated  into  the  lumina  which  were 
often  markedly  dilated.  It  is  our  feeling  that  the 


jjseudoxanthoma  cells  are  simjdy  liberated  tubular 
e])ithelial  cells  which  have  taken  up  their  potential 
phagocytic  properties.  Occasional  multinucleated 
giant  cells  were  seen  along  with  predominantly 
mononuclear  cell  infiltration.  The  glomeruli  showed 
diffuse  hyaline  thickening  of  the  basement  mem- 
brane, and  freejuently,  acellular,  hyaline,  nodular 
sclerosis,  d'he  afferent  arterioles  also  showed  marked 
hyalinization  of  the  walls.  The  hyaline  substance 


Fig.  3 — A photomicrograph  of  the  tumorous  portion  of  the  kidney  showing  numerous, 
large,  mononuclear  cells  with  foamy  cytoplasm. 
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of  the  glomerular  basement  membrane  and  the  ar- 
terioles was  accompanied  by  distinct  basophilia 
which  is  in  our  opinion  very  characteristic  of  ar- 
teriolosclerosis  associated  with  diabetes  mellitus. 

Many  diabetic  patients  die  as  a result  of  renal 
disease.  The  diabetic  nephropathy  is  very  often 
complicated  by  either  acute  or  chronic  pyelonephritis. 
A special  form  of  acute  pyelonephritis  known  as 
papillitis  necroticans  is  almost  always  seen  in  dia- 
betics. A pyelonephritis  with  xanthogranulomatous 
changes  and  gross  resemblance  to  renal  neoplasm 
has  been  reported  in  the  literature.  Recently,  Ghosh 
reported  three  cases  of  chronic  pyelonei)hritis  with 
xanthogranulomatous  changes.  They  were  asso- 
ciated with  hydronephrosis  and  renal  stones  block- 
ing the  ureteropelvic  junction.  The  appearance  of 
xanthoma  cells  has  been  noted  in  long  standing  sup- 


puration of  tlie  kidney  or  pyonej)hrosis  I)y  various 
observers. 

Various  microorganisms  have  been  cultured  in 
cases  of  xanthogranulomatous  j)yelonephritis  and 
most  have  been  of  the  Gram  negative  intestinal 
group.  I' rom  two  of  Gliosh’s  three  cases  H.  j)roteu.s 
was  cultured  and  she  makes  the  point  that  B. 
proteus  infection  of  low  virulence  may  Ire  respon- 
sible for  the  slow  apjrearance  and  maintenance  of 
granulation  tissue  in  the  kidney.  In  the  jrresent  case 
E.  coli  was  isolated  in  pure  culture  from  the  urine. 
None  of  the  previously  reported  cases  of  xantho- 
granulomatous pyelonephritis  was  found  in  diabetic 
patients,  but  it  may  be  possible  that  this  disea.se  like 
jiapillitis  necroticans  will  prove  to  occur  more  fre- 
quently in  diabetic  than  nondiabetic  patients. 


Limitations  of  Tolbutamide 


The  release  of  the  new  oral  diabetic  drug  tol- 
butamide (Orinase)  for  prescription  use  imposes 
new  responsibilities  on  the  physician  and  patient, 
according  to  an  editorial  in  the  June  1st  Journal 
of  the  American  Medical  Association. 

The  drug,  which  was  available  only  for  e.xperi- 
mental  purposes  until  recently,  is  not  a substitute 
for  insulin  and  can  be  used  only  in  certain  types 
of  diabetic  patients,  the  editorial  said.  Both  insulin 
and  tolbutamide  help  control  the  amount  of  sugar 
in  the  blood,  which  is  excessive  in  diabetes  mellitus. 

Real  and  serious  problems  will  arise  if  tolbuta- 
mide is  dispensed  without  a prescription  and  if  it  is 
used  in  patients  for  whom  it  “obviously  is  not  indi- 
cated.” It  is  most  likely  to  help  the  diabetic  who 
has  a relatively  mild  case  which  developed  after 
the  age  of  30. 

It  is  especially  important  for  the  patient  not  to 
develop  a careless  attitude  and  for  him  to  under- 
stand that  the  use  of  tolbutamide  does  not  rule  out 
dietary  restrictions  and  other  measures  necessary  to 
control  the  disease.  Uncooperative  patients  should 
not  be  considered  suitable  for  treatment  with  tol- 
butamide. 

Much  research  has  been  done  on  tolbutamide; 
however,  more  remains,  including  learning  what 


happens  when  the  drug  is  administered  for  many 
years. 

“In  the  meantime,  physicians  mu.st  warn  their 
patients  that  this  drug  is  not  a true  substitute  for 
insulin  but  in  carefully  selected  patients  can  be  used 
instead  of  insulin  to  control  the  blood  sugar  level.” 
“If  the  jratients  are  not  warned  properly,  if  they  do 
not  cooperate,  or  if  the  prescribers  of  the  drug  do 
not  understand  its  limitations,  trouble  will  inevitably 
arise.” 

I'he  editorial  also  listed  some  of  the  restrictions 
and  precautions  in  the  use  of  tolbutamide. 

It  cannot  be  used  in  patients  with  juvenile  or 
growth-onset  diabetes  mellitus;  unstable  or  “brittle” 
diabetes;  a history  of  diabetic  coma;  maturity-onset 
diabetes  complicated  by  severe  ketosis,  acidosis, 
coma,  severe  injury,  gangrene,  Raynaud’s  disease, 
or  serious  impairment  of  kidney  or  thyroid  func- 
tion; malfunctioning  or  disease  of  the  liver,  or  dia- 
betes adequately  controlled  by  dietary  restriction. 

.“^ny  physician  using  tolbutamide  should  insist 
that  during  the  initial  test  period  the  patient  report 
to  him  daily  and  during  the  first  month  once  w'eekly 
for  examination.  After  the  first  month  the  patient 
should  be  seen  at  least  once  a month. 
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The  Manic  Patient 

The  manic  phase  of  the  manic  depressive  phy- 
chosis  is  perhaps  the  most  interesting  and  not  too 
well  understood  of  the  psychiatric  reaction  types. 
It  comprises  about  4%  of  first  admissions  to  mental 
hospitals.  The  symptoms  have  a special  fascination 
for  medical  men  and  students  of  human  behavior 
because  of  their  very  nature  and  because  of  their 
close  relationship  to  the  ambitious  strivings  and 
frustrating  life  e.xperiences  of  the  average  man. 

In  an  investigation  (published  in  1936)  into  the 
psycholog}"  of  mental  mechanisms  and  behavior  of  the 
manic  phase  of  the  manic-depressive  reaction  the 
most  rational  method  of  approach  was  felt  by  the 
author  to  be  a recording  and  study  of  their  ideational 
content,  of  the  facts  they  presented  in  their  con- 
versation and  behavior.  The  ideas  expressed  by 
the  manic  are  a guide  to  the  patient’s  conflicts.  The 
restraint  of  the  manic  is  so  lifted  that  one  obtains 
a clear  picture  of  his  inner  life  and  conflicts.  The 
answer  is  provided,  indeed  offered,  to  problems  that 
would  remain  hidden  ordinarily. 

Two  patients  were  studied  and  a brief  sum- 
marizing statement  is  given  concerning  each. 

Case  One:  This  patient,  male,  age  43,  was  a 
mathematician,  who  w’as  admitted  in  a manic  attack 
after  having  been  in  a hypomanic  state  for  over  one 
month.  During  his  first  10  days  in  the  hospital 
he  was  definitely  more  ov'eractive,  overtalkative  and 
elated.  This  was  followed  by  a two-week  period  in 
which  there  was  a definite  break  with  reality,  a 
break  which  was  varying  and  was  characterized  by- 
dramatizations,  misidentifications,  symbolic  behavior 
and  utterances.  He  then  gradually  returned  to  more 
normal  behavior  with  a brief  period  in  the  transition 
marked  by  fatigue  and.  general  lassitude  rather  than 
by  a recurrence  of  his  earlier  manic  symptoms.  This 
improvement  was  permanent  and  he  left  the  hospital 
two  months  after  this  return  to  approximate  nor- 
malcy. Attention  is  called  to  the  two  stages  of  his 
manic  reaction  of  about  40  and  14  days  eacli.  This 
patient  was  interviewed  from  admission  and  his 
behavior  and  productions  recorded  at  considerable 
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length.  He  was  cooperative  and  intelligent,  and  as 
he  improved,  interviews  covered  on  the  one  hand 
his  restrospective  account  of  his  statements  and  ac- 
tions, and  on  the  other  a detailed  life  history.  Soon 
after  his  admission  anamneses  were  taken  from  his 
wife,  sister,  brotlier,  a fellow  teacher,  and  nurse  of 
his  childhood.  As  a result,  a fairly  complete  life 
history  was  obtained. 

Case  Two:  This  patient,  male,  age  23,  Hebrew, 
a law  student,  became  mildly  depressed  in  the  spring 
of  1933  and  remained  variably  depressed  until  July. 
At  this  time  he  developed  symptoms  leading  to  an 
appendectomy’.  His  general  picture  thereafter  changed 
to  one  of  normal  interest,  then  to  excessive  interest, 
activity  and  elaborate  jjlans  for  the  future.  He 
entered  into  plans  with  a friend  to  open  a restaurant, 
used  up  his  savings,  became  increasingly  overtalk- 
ative and  insulting,  and  was  admitted  to  the  hospital 
October  26,  1934.  There  his  overactivity  continued, 
he  became  more  sullen,  assaultive,  and  showed  more 
definite  regressive  features.  In  this  state  his  pro- 
ductions revealed  particularly  well  his  psychosexual 
conflicts.  He  also  made  statements  concerning  father, 
God,  power,  sun,  electricity,  emanations  and  sex- 
uality, which  made  their  psychological  meaning  in 
his  particular  case  rather  clear. 

The  ideational  content  of  both  patients  fell  into 
these  groups.  1.  Ideas  referring  to  the  role  of  the 
parents;  2.  Ideas  referring  to  psychosexual  growth; 
3.  Remarks  concerning  environmental  objectives;  4. 
References  to  psychic  traumata;  5.  References  having 
to  do  with  death  and  rebirth;  6.  Remarks  indicative 
of  symbolism,  modern  and  archaic.  Brief  comments 
on  each  of  these  six  groups  of  ideas  are  made. 

1.  The  parents  or  their  surrogates  played  an  un- 
usually large  part  in  the  mental  content.  Neither 
had  satisfactorily  emancipated  himself  from  his  in- 
fantile attitudes  toward  his  parents.  The  first 
pvatient,  though  in  his  fifth  decade  and  with  average 
life  accomplishments,  showed  clearly  the  need  in 
later  life  that  he  have  paternal  and  maternal  sur- 
rogates who  were  kind.  The  manic  patient  assumes 
and  demands  from  those  about  him  a kindly  and 
tolerant  attitude,  expecting  privileges  and  reacting  to 
their  denial  with  irritability  and  hostility.  This 
attitude  is  analogous  to  that  of  a child  of  five  or 
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six  toward  his  parents.  In  brief,  the  parents  were 
found  to  occupy  a large  portion  of  the  ideational 
content.  These  manic  patients  carried  with  them 
a picture  of  an  ideal  or  kind  parents  and  easily 
transferred  their  feelings  concerning  them  toward 
their  surrogates  and,  in  the  manic  attack  proper, 
to  the  people  in  the  environment.  Their  attitude  was 
one  of  ambivalence,  being  friendly  and  contented 
when  their  personal  demands  were  granted  and  being 
hostile  and  angry  when  their  demands  were  refused. 

2.  The  statements  of  the  patients  indicated  diffi- 
culty in  their  psychosexual  development.  Writers 
have  stressed  the  insecurity  which  manic-depressive 
patients  show  as  regards  their  sexual  status.  The 
incomplete  resolution  of  the  Oedipus  conflict  in  early- 
life,  the  strong  love  and  hate  tendencies,  the  homo- 
sexual compotent  and  the  narcissism  and  dependence 
tend  to  determine  later  selections  of  objects  of  af- 
fection and  to  influence  the  relationships  to  other 
people.  One  patient  expressed  fear  of  harm  to  the 
genitals.  He  wondered  whether  the  cavity  resulting 
from  the  curettement  of  a suprapubic  cyst  might  not 
be  analogous  to  a vagina. 

3.  The  ideational  content  of  these  patients  re- 
ferred to  external  activities,  work  and  plans  to  a 
sufficient  degree  to  reveal,  on  the  one  hand  a differ- 
ence between  their  concept  of  such  and  the  concept 
of  mentally  well  individuals,  and  on  the  other  hand 
the  extent  to  which  such  factors  were  involved  in 
their  own  psychological  problems.  The  infantile 
roots  of  the  interest  of  the  first  patient  in  mathe- 
matics began  in  his  interest  in  childhood  in  building 
blocks  and  with  interest  in  form  and  symmetry.  In 
his  profession  his  teaching  sujjeriors  and  the  col- 
lege itself  functioned  as  a kindly  but  strict  parental 
substitute.  Friendships  with  certain  fellow  teachers 
were  quite  strong,  furnishing  a socially  acceiflable 
outlet  for  his  homosexual  tendencies.  His  attitude 
toward  students  was  a parental  one  and  he  spent 
a lot  of  time  with  coaching  backward  students.  In 
his  psychosis  he  conceived  of  himself  as  having  two 
jjersonalities,  A and  A-Prime,  and  expressed  thg 
concept  of  one  to  one  correspondence  as  applied  to 
the  two  sexes.  The  second,  and  the  younger  patient, 
in  his  psyxhosis  talked  much  of  studying  medicine, 
psychiatry,  and  law,  changing  objectives  from  day 
to  day  as  he  identified  himself  with  those  about  him. 

4.  The  patients  referred  again  and  again  to  events 
and  life  situations  which  were  of  a painful  nature 
and  which  constituted  psychic  traumata.  The  prom- 
inence of  this  pointed  up  the  fact  that  depressive 
thoughts  are  just  beneath  the  surface  and  for  a 
brief  period  the  patient  could  well  be  considered 


in  a reactive  depression  and  considered  momen- 
tarily depressed.  The  first  {)atient  referred  to  teas- 
ings, physical  assaults  by  his  brother,  inadequacy 
of  his  home  as  a child.  'I'he  second  patient  said 
“I  was  very  badly  upset  by  my  sister’s  death.  I 
can’t  explain  why.  I tried  laughter.  It  may  have 
been  compensatory  laughter.”  He  spoke  feelingly 
of  having  been  a j)uny  child  and  of  recurring  otitis 
media. 

5.  Ideas  were  expressed  concerning  death  and 
rebirth.  Those  concerning  death  were  more  apt  to 
occur  in  stuporous  states  associated  with  depression 
or  temporary  depressive  states  in  the  manic  reactions. 
The  ideas  of  rebirth  seemed  to  follow  the  idea  of 
having  died,  and  are  apt  to  be  associated  with  the 
vague  concept  of  reincarnation,  meaning  death  with 
a return  to  life.  One  patient  in  a perplexity  state 
expressed  ideas  of  death  associated  with  punish- 
ment for  past  sins.  One  referred  to  the  continuous 
tub  as  a coffin  and  to  being  born  again  as  a famous 
movie  actor.  Dying  probably  means  to  the  manic 
patient  the  abandoning  of  an  inferior  state. 

6.  Numerous  archaic  ideas  were  expressed  and 
dramatized.  The  first  patient  dramatized  his  iden- 
tification with  the  cosmos.  He  took  a posture  which 
to  him  represented  a tree;  he  was  erect;  the  arms 
were  extended  horizontally.  He  said  that  he  was 
a tree.  He  acted  in  accordance  with  the  primitive 
belief  that  man’s  soul  after  death  is  buried  in  the 
earth,  goes  into  a tree,  and  that  there  is  in  this  way 
a rebirth  into  nature,  a sort  of  reincarnation.  He 
expressed  this  idea  at  the  time  and  in  retros])ect 
several  weeks  later. 

dlie  following  general  conclusions  are  expressed 
as  applicable  to  the  understanding  of  the  manic 
reaction  in  general.  The  manic  phase  of  the  manic- 
depressive  reaction  has  been  the  subject  of  psycho- 
logical investigation.  The  objective  has  Iceen  the 
study  of  clinical  case  material  in  order  to  describe 
those  psychological  mechanisms  which  were  present. 
This  study  was  preceded  by  a survey  of  the  litera- 
ture. In  this  survey  the  development  of  the  manic- 
depressive  concept  was  first  traced,  and  then  those 
contributions  which  have  seemed  of  merit  were  re- 
viewed. This  review  was  limited  to  a consideration 
of  the  manic  reaction  from  the  standpoint  of  etiology, 
symptomatology  and  psychological  mechanisms.  The 
clinical  investigation  was  centered  about  the  idea- 
tional content  of  two  representative  manic  patients. 
There  were  found  to  be  indicated  in  this  ideational 
content  a rather  limited  numbers  of  topics.  The 
critical  observations  followed  the  lead  suggested  by 
the  general  scope  of  the  patients’  remarks,  and  there 
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were  considered,  in  order,  the  role  of  the  parents, 
psA’chosexual  growth,  environmental  objectives,  psy- 
chic traumata,  ideas  of  death  and  rebirth,  and 
symbolism — modern  and  archaic. 

The  conclusions  which  are  expressed,  it  is  believed, 
apply  not  only  to  the  patients  who  were  studied 
in  this  communication  but  are  applicable  to  the 
understanding  of  the  manic  reaction  in  general. 

1.  The  manic  reaction  represents  one  solution  or 
“way  out”,  in  the  attempt  of  the  patient  to  solve 
his  particular  problems.  The  goal  seems  to  be  a 
state  of  narcissistic  satisfaction  or  happiness  in  which 
painful  ideas  are  denied,  the  inferiorities  are  com- 
pensated for,  and  the  ego  is  omnipotent. 

2.  The  manic  reaction  represents  a regression  to 
early  expressions  of  narcissism.  The  symptomatol- 
ogy indicates  the  degree  of  regression.  The  sympto- 
matology contains  many  references  to  early  child- 
hood forms  of  thinking,  acting  and  feeling;  for  ex- 
ample, the  patient’s  attitude  towards  parents  or 
parental  substitutes,  and  the  concentration  of  in- 
terests upon  the  individual  himself  with  consequent 
overvaluation  of  himself.  As  regression  deepens 
there  may  be  many  references  to  early  physical 
Interests  such  as  those  related  to  the  oral  and  anal 
zones. 

3.  The  attitude  towards  those  in  the  environment 
is  a selfish  one  serving  in  its  several  aspects  the 
narcissistic  needs  of  the  patient.  The  parents  prin- 


cipally, and  others  also,  function  as  individuals  who 
may  or  may  not  gratify  the  patient’s  demands  and 
impulses.  Ambivalence  which  is  so  well  developed  in 
the  manic  reaction  is  expressed  with  a kindly  feeling 
when  demands  are  met,  and  with  hostility  when  the 
demands  are  denied. 

4.  The  psychosexual  status  of  the  manic  patient 
is  made  clear  in  his  ideational  content  and  behavior. 
In  general,  his  original  relationships  to  his  parents 
have  been  retained  and  the  Oedipus  situation  is 
poorly  resolved;  there  is  an  inadequate  heterosexual 
adjustment  which  is  accompanied  by  an  increased 
homosexual  component,  perhaps  well  sublimated. 
The  bisexual  constitution  tends  to  be  exaggerated; 
this  is  shown  during  the  regression  and  may  at 
times  con.stitute  an  imjx)rtant  part  of  the  clinical 
syndrome. 

5.  It  should  be  emphasized  in  closing  that  only 
psychological  mechanisms  have  been  investigated. 
It  is  believed  that  the  pathology  of  the  psyche  is  not 
the  only  pathology  present  in  the  manic-depressive 
psychoses.  In  these  comments  no  attempt  is  made 
to  correlate  or  evaluate  the  psychic  factors  in  their 
relationship  to  the  physical,  hereditary  or  other 
aspects. 
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Allergy  to  Common  Ivies 


Two  cases  of  allergy  to  Algerian  ivy,  a common 
house  and  garden  plant,  have  been  rejwrted  by  a 
Pasadena,  Calif.,  dermatologist. 

Writing  in  the  .American  Medical  .Association's 
Alay  .Archives  of  Dermatology,  Dr.  Clete  S.  Dorsey 
said  he  knows  of  no  other  reported  cases  of  derma- 
titis from  .Algerian  i\w. 

Both  patients  developed  severe,  itchy  skin  erup- 
tions after  contacting  juice  from  the  stems  and  leaves 
of  the  plant.  Touching  the  unbroken  leaves  did 
not  produce  a reaction. 

.After  recovering  from  the  .Algerian  ivy  dermatitis, 
both  patients  became  sensitive  to  the  common  Eng- 
lish ivy,  a close  relative  of  .Algerian  ivy.  This 
suggested  that  patients  who  have  been  sensitized 
by  one  of  the  plants  will  also  be  allergic  to  the 
other. 


Dr.  Dorsey  said  he  has  a “strong  suspicion”  that 
contact  dermatitis  from  the  English  and  .Algerian 
ivy  is  “not  rare,”  since  they  are  among  the  most 
widely  cultivated  of  all  plants. 

Varients  of  English  ivy  grow  throughout  the 
United  States.  .Algerian  ivy,  which  has  become 
quite  popular  in  the  last  10  years,  grows  outdoors 
©nly  in  the  West  Coast  states.  However,  most  of 
the  large-leaved  variegated  house  ivies  are  Algerian 
ivies  and  can  be  found  anywhere  in  the  country'. 

He  noted  that  many  plants  are  called  ivies  with- 
out being  related  to  these  “true  ivies.”  Eor  exam- 
ple: Kenilworth  ivw,  Boston  ivy,  German  ivy  (some- 
times called  Japanese  ivy),  ground  ivy,  marine  ivy. 
Cape  ivy,  jjoison  ivy,  or  philodendron  (a  common 
houseplant). 
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Fluoridation  of  Public  Water  Supplies* 

At  the  84th  Annual  Meeting  last  November  in 
Atlantic  City,  the  American  Public  Health  Asso- 
ciation reaffirmed  its  declared  sui)port  for  the  fluori- 
dation of  public  water  supplies.  This  was  done  in 
reflecting  that  scientific  evidence  of  the  safety  and 
effectiveness  of  water  fluoridation  continues  to  ac- 
cumulate without  supported  contradiction. 

According  to  the  U.S.  Public  Health  Service,  on 
December  1,  1956,  there  were  1,4,57  American  com- 
munities, serving  a total  population  of  more  than 
30,500,000  jrersons,  receiving  fluoridated  water. 
These  figures  do  not  include  the  areas  and  jxipula- 
tions  supplied  by  waters  which  are  natural!}’  fluori- 
dated. 

In  late  Novem])er,  1956,  it  was  announced  that 
the  House  of  Delegates  of  the  American  Medical 
Association  had  authorized  its  Councils  on  Phar- 
macy and  Chemistry  and  on  Foods  and  Nutrition 
to  reexamine  all  available  information  on  the  fluori- 
dation of  public  water  supplies.  This  was  inter- 
preted by  some  as  qualifying  the  endorsement  of 
fluoridation  that  had  been  given  by  the  American 
Medical  Association  in  1951.  The  truth  is,  how- 
ever. that  in  all  likelihocd  this  report,  to  be  presented 
late  in  1957,  will  contain  further  evidence  to  re- 
assure the  public  regarding  water  fluoridation.  Re- 
examination of  evidence  is  a ]>roper  function  of 
every  professional  and  scientific  group. 

All  important  societies  in  tbe  field  of  public  health 
have  endorsed  the  fluoridation  of  public  water  sup- 
plies and  other  agencies  such  as  the  National  Re- 
•search  Council  of  the  National  Academy  of  Sciences 
and  the  .American  Association  for  the  .Advancement 
of  Science  have  recorded  their  support. 

Throughout  the  history  of  public  bealth  in  the 
United  States  the  courts  have  been  called  on  to 
interpret  and  to  justify  the  administrative  practices 
formulated  to  protect  the  pul)lic  health.  It  is  not 
unusual,  therefore,  that  judicial  opinion  has  been 
sought  in  regard  to  regulations  calling  for  the  use 
of  fluorides  in  public  water  supplies.  These  rulings 

*Tvvo  Editorials  which  appeared  in  the  American 
Journal  of  Public  Health  and  The  Nation’s  Health  are 
the  basis  of  this  article. 


are  supporting  the  use  of  water  fluoridation  as  an 
important  and  acceptable  public  health  measure. 

Oljposition  has  been  raised  by  religious,  pseudo- 
scientific, and  jK)litical  groups  as  well  as  by  indi- 
viduals. In  some  instances  well  financed  national 
groups  have  led  the  opjrosition.  Practically  without 
exception  the  courts  have  declared  the  objections 
invalid  and  undue  interferences  with  decisions  of 
high  public  health  import. 

James  .A.  Tobey,  a student  of  public  health  law 
and  the  author  of  some  of  the  few  authoritative 
texts  thereon,  has  recently  summarized  the  present 
status  of  court  opinion  in  this  field. ^ In  the  opening 
paragraph  of  his  survey  he  states: 

“Proper  fluoridation  of  public  water  suj)plies  does 
not  infringe  the  constitutional  rights  of  individual 
citizens.  The  principle  is  now  well-established  in 
■American  jurisprudence.  Between  1953  and  the  end 
of  1955  the  Supreme  Court  of  the  United  States  and 
the  courts  of  last  resort  in  six  states  have  ruled  that 
this  procedure  is  a valid  and  reasonable  e.xercise 
of  the  police  power  of  the  state  in  the  interests  of 
the  public  health,  and  that  it  does  not  violate  an}- 
of  the  rights  of  the  individuals  vested  in  them  by 
the  Federal  and  State  constitutions.”  In  Shreveport 
an  injunction  against  fluoridation  was  later  reversed 
by  the  Supreme  Court  of  the  State  of  Louisiana. 

Tobey  j)oints  out  that  the  courts  have  made  it 
clear  that  fluoridation  is  of  great  importance  and 
benefit  to  all  citizens;  that  “such  a measure  was  not 
arbitrary  or  unreasonable,  not  medication,  not  adul- 
teration, not  class  legislation,  and  not  in  violation 
of  any  constitutional  privilege,  including  religious 
freedom.”  He  adds  that: 

Whenever  the  e.xercise,  or  alleged  exercise,  of 
the  vested  right  of  religious  freedom  has  come  in 
conflict  with  public  health  laws  and  procedures, 
which  likewise  have  a solid  constitutional  basis,  it 
is  the  public  health  which  invariably  has  prevailed, 
and  in  the  nature  of  things  must  always  prevail. 
Fluoridation  of  municipal  water  supplies  not  only 
is  now  an  accepted  and  established  scientific  pro- 
cedure, but  it  is  sanctioned  by  the  law’’ of  the  land.” 

In  Virginia  there  are  51  communities  using  arti- 
ficially fluoridated  water: 
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.Alexandria 

X*ewj)ort  X'ews 

.Alexandria  Park 

Norfolk 

Annandale 

Norfolk  County  (Part) 

Arlington 

Occoquan 

Belle  Haven 

Phoebus 

Blair  Addition 

Port  Lock 

Bristol 

Portsmouth 

Chatham 

Pulaski 

Churchland 

Richmond  (City) 

Craddock 

Roanoke 

Danville 

Roanoke  County  (Part) 

Deep  Creek 

Rocky  Mount 

Fairfax  County  (Part) 

Simonsdale 

Falls  Church 

South  Boston 

Farmville 

South  Norfolk 

F redericksburg 

Springfield 

Fries 

State  Colony 

Hampton 

Suffolk 

Harrisonburg 

Virginia  Beach 

Henrico  County  (Part) 

\\’arwick 

Hilton 

^^’aynesboro 

Hopewell 

West  Norfolk 

Lakeside 

A\'inchester 

Lincolnia 

^^'oodbridge 

L}nchburg 

Madison  Heights 

York  County  (Part) 

Areas  having  naturally  fluoridated  water  are: 

Chesterfield  County  Xansemond  County 

Isle  of  ^Vight  County  Norfolk  County  (Part) 


Heart 

Disorders  of  the  heart,  blood  vessels  and  related 
organs  caused  over  850,000  deaths  last  year — more 
than  half  the  total  number  of  deaths  in  this  coun- 
try, Health  Information  Foundation  reports. 

-Although  heart  and  circulatory  disorders  cause 
more  deaths  than  all  other  diseases  combined,  great 
progress  has  been  made  against  certain  forms  of 
heart  disease.  Thanks  to  new  methods  of  fighting 
rheumatic  fever  and  rheumatic  heart  disease,  for 
example,  the  number  of  heart  disease  deaths  among 
children  1-14  has  decreased  by  95  per  cent  since 
1900. 


Prince  George  County  Surry  County 

Princess  Anne  County  Sussex  County 

Southampton  County 

There  are  two  areas  in  the  State  which  initiated 
fluoridation  of  public  water  supplies  and  later 
ceased.  There  are  two  areas  that  had  the  matter 
under  consideration  and  did  not  accept  fluoridation 
of  the  public  water  supplies. 
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Brucellosis 

4 

2 

10 

7 

Diphtheria 

1 

4 

5 

21 

Hepatitis 

39 

44 

229 

253 

Measles 

843 

5976 

3426 

18845 

Meningococcal  Infections 

3 

10 

34 

46 

Meningitis  (Other) 

15 

9 

76 

50 

Poliomyelitis 

. . 2 

1 

13 

6 

Rabies  (In  Animals) 

37 

21 

150 

180 

Rocky  Mt.  Spotted  Fever  - 

1 

1 

2 

5 

Streptococcal  Infections 

572 

510 

3769 

3228 

Tularemia  

2 

1 

17 

6 

Typhoid  Fever 

3 

7 

16 

14 

Disease 

Heart  disease  is  apparently  more  prevalent  among 
women  than  men,  Health  Information  Foundation 
points  out — but  it  causes  75  per  cent  more  deaths 
among  the  males  in  this  country.  One  possible 
explanation  of  the  excess  male  mortality:  IMen  are 
thought  to  be  particularly  subject  and  vulnerable 
to  the  strains  and  pressures  of  modern  life. 

Since  1900  heart  disease  has  become  more  than 
ever  a disease  of  middle  and  old  age.  Today  about 
70  per  cent  of  all  deaths  from  this  disease  take 
place  at  ages  65  and  over,  and  another  25  per  cent 
between  the  ages  of  45  and  64. 
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SPECIAL  REPORT  ON  ACTIONS  OF  THE  HOUSE 
OF  DELEGATES  OF  THE  AMA 

THE  PRESIDENT-ELECT  of  the  American  Medical  Association  is  Dr,  Gunnar  Gun- 
dersen,  La  Crosse,  Wisconsin.  A member  of  the  AMA  Board  of  Trustees  since  1948 
and  Chairman  for  the  past  two  years,  Dr.  Gunderson  will  become  President  of  the 
AMA  during  the  June,  195  8,  meeting  in  San  Francisco.  He  will  succeed  Dr.  David  B. 
Allman,  Atlantic  City,  New  Jersey,  who  became  the  111th  President  during  the  re- 
cent meeting  in  New  York. 

SOCIAL  SECURITY  FOR  PHYSICIANS  was  handed  another  setback  when  two  res- 
olutions favoring  compulsory  inclusion  of  physicians  in  the  Federal  Social  Security 
system  and  another  calling  for  a nationwide  referendum  of  AMA  members  on  the 
issue  were  rejected  by  the  House.  Delegates  reaffirmed  their  opposition  to  compulsory 
coverage  of  physicians  under  the  Old  Age  and  Survivors  Insurance  provisions  of  the 
Social  Security  Act.  They  also  recommended  a strongly  stepped  up  informational 
program  of  education  which  will  reach  every  member  of  the  Association,  explaining 
the  reasons  underlying  the  position  of  the  House.  At  the  same  time,  the  House  reaf- 
firmed its  support  of  the  Jenkins-Keogh  Bills. 

A NEW  STATEMENT  ON  MEDICAL  SCHOOLS  was  adopted  to  replace  the  "Es- 
sentials of  an  Acceptable  Medical  School”,  initially  approved  by  the  House  of  Dele- 
gates in  1910  and  most  recently  revised  in  1951.  The  new  statement,  entitled  "Func- 
tions and  Structure  of  a Modern  Medical  School”,  was  adopted  after  a year  of  careful 
study  by  the  Council  on  Medical  Education  and  Hospitals  in  collaboration  with  the  As- 
sociation of  American  Medical  Colleges. 

The  statement  provides  flexible  guides  which  will  "assist  in  attaining  medical  educa- 
tion of  ever  higher  standards”  and  "serve  as  general  but  not  specific  criteria  in  the 
medical  school  accreditation  program.”  The  document  encourages  soundly  conceived 
experimentations  in  medical  education,  and  it  discourages  excessive  concern  with  stand- 
ardization. 

THE  MEDICARE  PROGRAM  was  the  subject  of  three  resolutions  adopted  by  the 
House.  One  resolution  condemned  any  payments  under  the  program  "to  or  on  behalf 
of  any  resident,  fellow,  intern  or  other  house  officer  in  similar  status  who  is  participat- 
ing in  a training  program.”  It  was  declared  that  Government  sanction  of  such  pay- 
ments would  give  impetus  to  improper  corporate  practice  of  medicine  by  hospitals  or 
other  non-medical  bodies.  The  House  added  that  such  proposals  would  violate  tradi- 
tional patterns  of  American  medical  practices,  seriously  aggravate  problems  of  hos- 
pital-physician relationships,  encourage  charges  by  hospitals  for  residents’  services  to 
patients  not  under  the  Medicare  program,  and  create  additional  problems  in  such  areas 
as  medical  licensure  and  health  insurance. 


In  another  action  on  Medicare,  the  House  recommended  that  the  decision  on  type  of 
contract  and  whether  or  not  a fee  schedule  is  included  in  future  contract  negotiations 
should  be  left  to  individual  state  determination.  The  House  restated  the  AMA  con- 
tention that:  the  Dependent  Medical  Care  Act  as  enacted  by  Congress  does  not  re- 
quire fixed  fee  schedules;  the  establishment  of  such  schedules  would  be  more  expensive 
than  permitting  physicians  to  charge  their  normal  fees,  and  fixed  fee  schedules  would 
ultimately  disrupt  the  economics  of  medical  practice. 

The  House  suggested  that  AMA  attempt  to  have  existing  Medicare  regulations  amended 
to  incorporate  the  Association’s  policy  that  the  practice  of  anesthesiology,  pathology, 
radiology  and  physical  medicine  constitute  the  practice  of  medicine,  and  that  fees  for 
services  by  physicians  in  these  specialties  should  be  paid  to  the  physician  rendering 
the  services. 

THE  BASIC  ISSUE  OF  THIRD-PARTY  INTERVENTIONS,  as  it  affects  the  pa- 
tient’s free  choice  of  physician  and  the  method  of  remuneration,  came  in  for  serious 
consideration.  The  result  was  the  adoption  of  "Suggested  Guides  to  Relationships  Be- 
tween State  and  County  Medical  Societies  and  the  United  Mine  Workers  of  America 
Welfare  and  Retirement  Fund”.  The  following  "General  Guides”  are  included: 

1.  All  persons,  including  the  beneficiaries  of  a third-party  medical  program  such 
as  the  UMWA  Fund,  should  have  available  to  them  good  medical  care  and  should 
be  free  to  select  their  own  physicians  from  among  those  willing  and  able  to  render 
such  service. 

2.  Free  choice  of  physician  and  hospital  by  the  patient  should  be  preserved:  (a) 
Every  physician  duly  licensed  by  the  state  to  practice  medicine  and  surgery  should 
be  assumed  at  the  outset  to  be  competent  in  the  field  in  which  he  claims  to  be,  unless 
considered  otherwise  by  his  peers,  (b)  A physician  should  accept  only  such  terms 
or  conditions  for  dispensing  his  services  as  will  insure  his  free  and  complete  exercise 
of  independent  medical  judgment  and  skill,  insure  the  quality  of  medical  care,  and 
avoid  the  exploitation  of  his  services  for  financial  profit,  (c)  The  medical  profes- 
sion does  not  concede  to  a third-party  such  as  the  UMWA  Welfare  and  Retirement 
Fund  in  a medical  care  program  the  prerogative  of  passing  judgment  on  the  treat- 
ment rendered  by  physicians  including  the  necessity  of  hospitalization,  length  of 
stay,  and  the  like. 

3.  A fee-for-service  method  of  payment  for  physicians  should  be  maintained  except 
under  unusual  circumstances.  These  unusual  circumstances  shall  be  determined  to 
exist  only  after  a conference  of  the  liaison  committee  and  representatives  of  the 
Fund. 

4.  The  qualifications  of  physicians  to  be  on  the  hospital  staff  and  membership  on  the 
hospital  staffs  is  to  be  determined  solely  by  local  hospital  staffs  and  by  local  govern- 
ing boards  of  hospitals. 


This  summary  covers  only  a few  of  the  important  subjects  considered  by  the  AMA 
House  of  Delegates.  The  items  were  selected  because  of  their  unusual  interest. 


Pre-Paid  Medical  Care . . . . 


The  Cost  of  Above  Average  Hospital 
Utilization 

The  following  projections  are  based  on  the  1956 
experience  of  Virginia  Hospital  Service  Association, 
the  Blue  Cross  Plan  with  headquarters  in  Rich- 
mond, and  on  the  weighted-average  1956  experience 
of  all  86  Blue  Cross  Plans  which  serve  the  country. 
The  Virginia  Plan  which  was  used  as  “guinea-pig’’ 
in  this  study  serves  82  of  Virginia's  130  cities  and 
counties;  its  experience,  therefore,  can  be  considered 
to  reflect  fairly  accurately  the  customs  and  influence 
of  medical  practice  throughout  the  State. 

During  1956  this  Virginia  Plan  had  an  average 
of  391,000  members  (412,000  at  present),  of  whom 
58,300  were  hospitalized  in  Virginia;  it  paid  an 
average  of  $129.43  for  each  of  these  hospital  cases, 
at  the  average  rate  of  $17.12  per  hospital  day. 

Comparing  the  experience  of  the  Virginia  Plan 
with  that  of  all  Plans  throughout  the  countrv: 

.4.  In-Patient  Admission  Rate 

Virginia 149  admissions  i)er  1000  memlrers 

National  Average 

135  admissions  7>er  1000  members 
Difference  _ 14  admissions  jier  1000  members 
*14  X 391  thousand  members  = 

5474  admissions  involved 
5474  X $129.43  ])er  case  = $707,691.82 

Thus,  last  year  Virginia's  above-average  admis- 
sions cost  the  Blue  Cross  Plan  about  $700,000. 

B.  Average  Length  of  Hospital  Stay 

^ irginia 7.56  days  per  case 

National  .\verage 7.45  davs  per  case 

*Difference 0.11  days  per  case 

*0.11  X 58,300  cases  = 6413  davs  involved 

6413  X $17.12  per  day  = $109,790.56 

Thus,  last  year  Virginia's  longer-than-average 
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hospital  stays  co.>it  the  Blue  Cross  Plan  al)out 
$100,000. 

AlKive-average  utilization  during  1956,  accord- 
ingl}',  dissipated  alamt  $800,000  of  the  pre-paid 
funds  held  in  trust  by  the  Virginia  Plan.  Had  this 
expense  not  been  incurred,  the  Plan  could  have 
reduced  its  charge  for  family  coverage  by  10'/. 

A decrease  in  local  hosj)ital  utilization  to  the 
national  average  level  of  utilization  would,  througli 
its  financial  effect,  offset  the  increase  in  hospital 
operating  costs  that  the  Plan  anticii)ates,  1958  over 
1957.  However,  if  1956  utilization  rates  continue, 
the  Plan  must  increase  its  charges  to  Sub.scribers 
next  } ear. 

During  1954,  an  increase  in  the  Plan's  charges 
to  Sulrscribers  was  directly  resjx)nsible  for  cancella- 
tion of  7,000  Blue  Cross-Blue  Shield  Contracts,  cov- 
ering 15,000  persons.  Not  all,  perhaps,  but  at  least 
15',  of  these  jxrsons  dropj>ed  their  Blue  Cross- 
Blue  Shield  meml)ership  l)ecause  they  could  no  longer 
afford  it.  Thus: 

11,000  persons  became  potential  “free’’  hospital 
patients, 

1 1 ,000  persons  became  jxrtential  voters  for  “so- 
cialized medicine’’,  and  the  medical  profession  of 
^ irginia  lost  1 1 ,000  })a}'ing  patients. 

XMiat  will  happen  in  ’58? 

Jyl  J{C  5^ 

I'ht  divergence  of  the  ^'irginia  Plan's  experience 
from  the  national  experience  has  come  al)out  during 
the  past  ten  }ears;  ten  years  ago  this  Plan  was 
“average"’.  Other  statistics  explain  the  divergence: 
the  Virginia  Plan  experienced  a 100'/  increase  in 
the  number  of  medical  admissions  jier  1000  members 
during  the  ten  year  period — when  the  surgical  ad- 
mission ratio  increased  less  than  5/  "and  the  ob- 
stetrical admission  ratio,  though  rising  and  falling 
in  reflection  of  the  post-war  “baby  boom”,  sta^■ed 
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relatively  constant.  Today,  just  as  many  Blue  Cross- 
Blue  Shield  members  enter  the  hospital  for  medical 
care  as  are  admitted  for  surgical  procedures. 

Obviously,  the  increase  in  medical  admissions 
does  not  mean  that  Virginians  have  become  “sick- 
lier"’. The  increase  has  been  a function  of  several 
factors — the  aging  of  our  population,  for  one  thing; 
for  another,  the  advances  in  medical  science  which 
have  made  the  hospital  the  best,  and  in  many  cases 
the  only,  place  to  treat  effectively  certain  disease 
conditions.  Comparing  the  local  Plan's  e.xperience 
with  national  experience,  however,  indicates  that  one 
of  the  factors  underlying  the  local  increase  in  med- 
ical admissions  is  a tendency  for  members  to  enter 
a hospital  when  hospitalization  is  not  needed;  that 
is,  when  ambulatory  or  home  care  would  be  adequate 
— albeit  less  convenient,  perhaps. 

In  this  regard  some  physicians  have  asked,  “Why 
does  Blue  Cross-Blue  Shield  keep  worrying  about 
utilization?  Why  investigate  individual  cases?  Why 
not  just  ])a}'  up  whenever  somebody  goes  to  the 
hospital  tlie  way  insurance  companies  do — no  ques- 
tions asked — and  charge  enough  to  cover  the  ex- 
j)ense?" 

Commercial  insurance  carriers,  like  Blue  Cross- 
Blue  Shield,  must  raise  their  charges  to  cover  tlie 
cost  of  the  increasing  frequency  of  hospitalization, 
just  as  manufacturers  must  raise  the  prices  of  their 
products  to  cover  increases  in  the  cost  of  labor  and 
raw  materials.  The  officers  of  some  of  the  health 
insurance  companies  are  e.xpressing  concern  over  the 
necessitv  of  doing  so.  In  some  instances  insurance 
companies  are  using  “deductibles”  and  “co-insur- 
ance”— ineffectual  and  inequitable  controls  at  best 
■ — which  do  not  ameliorate  the  underlying  causes  of 
the  situation.  Because  of  their  particular  interests, 
however,  the  insurance  companies  have  not  yet  been 
able  to  incorporate  pertinent  restrictive  provisions  in 
their  policies  in  order  to  relieve  physicians  from 
the  entire  onus  of  staying  the  current  trend  of  health 
insurance  abuse. 

'I’liroughout  the  countr}-  the  Boards  of  Directors 
of  Blue  Cross-Blue  Shield  Plans,  especially  the 


physicians  serving  on  these  Boards,  believe  that  the 
continuance  of  American  medicine  as  we  still  know 
it  today  is  becoming  increasingly  dependent  upon 
more  judicious  use  of  health  insurance — to  u.se  the 
term  broadly.  That  part  of  the  nation’s  health-care 
budget  which  is  being  e.xpended  through  insurance 
channels  is  increasing  rapidly,  percentage-wise  and 
in  actual  dollar-amounts;  if  our  free-enterprise  sys- 
tem of  medicine  is  to  continue  there  must  be  control 
over  wastage  of  those  dollar-amounts.  Accordingly, 
all  Blue  Cross-Blue  Shield  Contracts  have  a provision 
which,  in  effect,  stipulates  that  members  are  not 
permitted  to  waste  their  prepayments;  it  states  that 
costly  in-hospital  services  are  not  to  be  paid  for 
whenever  less  expensive  out-patient  services  would 
be  satisfactorily  adequate. 

This  jjrovision  is  a help  to  those  many  physicians 
who,  looking  to  the  future,  are  worried  about  current 
trends.  They  recognize  that,  in  the  hands  of  a 
patient,  a carte-blanche  regarding  hospitalization  is 
as  potentially  dangerous  as  a signed  but  otherwise 
blank  prescription-form  would  be.  As  are  all  phy- 
sicians, they  are  subject  to  the  “pressures”  of  patients 
who — for  financial  reasons,  for  convenience,  or  for 
other  non-medical  reasons  known  only  to  themselves 
— “demand”  hospitalization;  and  they  appreciate  the 
opportunity  to  say,  “All  right,  but  I don’t  know 
whether  or  not  your  Blue  Cross-Blue  Shield  will 
cover  it’’. 

Fortunately,  the  majority  of  physicians  in  Vir- 
ginia, by  action  as  well  as  statement,  indicate  that 
they  sincerely  appreciate  the  efforts  Blue  Cross-Blue 
Shield  is  making  to  preserve  our  free-enterj)rise, 
fee-for-service  medical  care  system;  they  apparentl\’ 
consider  it  a professional  responsibility  to  cooperate 
with  those  efforts.  Unfortunately,  however,  there 
must  be  a few  physicians  in  Virginia  who  somehow 
have  lost  sight  of  the  “big  picture”  and  have  inad- 
vertently permitted,  or  abetted,  certain  individual 
patients  to  use  community-prepaid  funds  injudi- 
ciously. Projecting  statewide  the  one  local  Plan’s 
1956  experience  indicates  that  such  inadvertence  last 
vear  cost  Virginians  about  a million  dollars. 
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The  Barber-Surgeon’s  Sign 


T AST  FALL  when  the  Hi'torical  Section  of  the  Richmond  Academy  of  Medicine 
was  asked  to  arrange  exhil)its  depicting  various  phases  of  early  seventeenth  cen- 
tury medicine  as  a part  of  tl;e  Jamestown  Festival,  the  ([uestion  naturally  arose  as  to 
what  the  practice  of  medicine  was  like  ,150  years  ago. 

Remarkably  little  detailed  information  has  come  down  to  us  regarding  earl\-  medi- 
cine in  Virginia.  Seventeenth  centur\  physicians,  in  common  with  other  Virginians 
of  that  era,  were  essentally  doers  and  not  recorders. 

This  meant  that  those  who  arranged  the  exhil)it  had  to  seek  information  from 
distant  sources  in  order  to  reconstruct  what  probaljl\-  took  place  here  in  Virginia. 
F'ortunately,  a query  was  directed  to  The  Wellcome  FFistorical  Medical  Museum  in 
London.  An  immediate  reply  was  received  from  the  Curator,  Dr.  IC  .Ashworth  Under- 
wot.d,  who  forwarded  a number  of  English  medical  illustrations  of  the  period.  One 
photograph  especially,  caught  the  eye  of  the  committee.  This  was  a signljoard  of  an 
Flnglish  apothecary  or  barber-surgeon,  dated  1623.  It  was  decided  that  this  should 
serve  as  the  central  motif  of  the  exhibit.  The  date  was  perfect  and  the  Henry  the 
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Eighth-like-figure  appeared  to  personify  the  flamboyant  era  that  the  committee  was 
trying  to  recapture. 

Signs  of  this  period  were  designed  to  catch  the  eye  and  tell  a stor}-  that  the  illiterate 
could  not  fail  to  grasp.  The  wood  carver  who  fashioned  this  sign  left  nothing  to 
chance.  The  sturdy  figure  of  the  surgeon,  whose  name  does  not  appear  on  the  sign, 
stands  in  the  center  flanked  by  marble  pillars,  which  evidently  represented  the  entrance 
to  his  shop.  Behind  him  are  rows  of  jars  and  bottles.  Surrounding  him  are  seven 
panels  which  depict  various  activities  in  his  busy  practice.  The  lowest  compartment 
on  the  left  shows  him  pulling  a tooth.  Immediately  above,  he  is  busily  engaged  in 
sawing  off  the  left  leg  of  a man,  who  closely  resembles  the  surgeon.  The  patient, 
who  appears  unperturbed,  steadies  the  leg  at  the  knee,  while  the  operator  grasps  the  foot 
firmly  and  saws  away.  The  empty  shoe  may  be  seen  on  the  floor. 

The  next  panel  shows  a venesection.  A stream  of  blood  spurts  into  a basin  held 
by  the  composed  patient,  while  she  grasps  with  the  other  hand,  a staff  to  distend  the 
veins  of  the  arm..  The  upper  central  compartment  depicts  the  physician  examining 
a flask  of  urine  in  the  bed  room  of  an  elderly  woman.  The  bed  has  elaborate  draperies 
and  carving  and  suggests  that  he  also  caters  to  the  carriage  trade.  The  next  panel 
lends  itself  to  various  interpretations.  One  school  of  thought  believes  that  he  is 
reducing  a dislocated  shoulder  but  a simpler  expanation  is  that  the  physicians  is 
palpating  tlie  brachial  pulse  in  the  upper  arm,  while  he  lays  a hand  on  the  brow 
of  a feverish  patient. 

The  woman  in  the  sixth  square  has  a large  tumor  of  the  right  breast,  which  the 
surgeon  is  preparing  to  cauterize.  In  the  seventh  and  final  section,  the  versatile 
])hysician  shows  he  is  also  familiar  with  traumatic  surgery.  A cavalier,  with  sword, 
whose  gait  is  somewhat  uncertain,  holds  up  an  injured  member  for  the  inspection  of 
the  surgeon  who  steadies  him  with  his  left  arm. 

After  viewing  these  lively  scenes  in  which  the  barber-surgeon  is  always  the  central 
and  heroic  figure,  one  is  hardly  prepared  for  the  inscription  below,  which  reads 
simjjly — “The  .\11  Highest  has  created  medicine  (from  the  beginning)  and  a wise  man 
will  not  abhor  it.  In  the  year  of  Our  Lord  162.).” 

Immediate  steps  were  taken  to  have  a sponge  rubber  impression  made  in  England 
so  a replica  could  be  cast  in  this  country  for  display  in  the  medical  exhibit.  Then 
came  the  payoff.  Our  correspondent  wrote  that  it  would  be  difficult  to  have  a cast 
made,  for  the  original  sign  was  destroyed  when  the  Headquarters  of  the  Royal  College 
of  Surgeons  was  burned  during  the  air  raids  of  1940.  The  same  raid,  which  destroyed 
the  sign,  wi]X‘d  out  most  of  John  Hunter's  original  specimens.  In  the  words  of  Dr. 
I'nderwood.  “Xo  one  could  have  foreseen  the  disaster  which  befell  the  collection 
during  that  raid.  It  was  a piece  of  sheer  bad  luck  that  one  small  bomb  happened  to 
jienetrate  the  underground  tunnels  where  the  bulk  of  the  specimens  had  been  stored 
for  safttv  and  the  inflammable  preservatives  and  the  resulting  fire  did  the  rest.  Only 
a charred  fragment  of  sign  bearing  tlie  inscription  remains. 

This  posed  a fresh  problem,  which  happily  was  met  by  the  timely  intervention  of 
Mr.  Harold  Midgeley  of  Richmond,  England,  who  was  in  charge  of  the  British 
exhibits  at  the  famestown  Festival.  Mr.  ^lidgeley,  through  friends  in  London,  has 
arranged  for  a replica  of  the  sign,  based  on  available  photographs  and  descriptions, 
to  be  made  for  the  Richmond  .Academy  of  Medicine.  This  should  arrive  the  latter 
]>art  of  lune  and  will  be  given  the  place  of  honor  in  the  current -exhibit.  The  cost 
is  being  borne  bv  the  Life  Insurance  Company  of  Virginia,  at  the  suggestion  of  Dr. 
Ennion  S.  \Mlliams,  Medical  Director,  who  interested  his  associates  in  underwriting 
what  in  all  probability  wll  become  the  only  replica  extant  of  this  reminder  of  a pic- 
turesque period  in  English  medicine. 

H.J.W. 
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Society  Proceedings . . . . 


Warwick-Newport  News  Medical  Society. 

The  regular  meeting  of  this  Society  was  held  in 
the  Coca-Cola  Building,  Newport  News,  on  May 
14th.  under  the  presidency  of  Dr.  F.  S.  Beazlie,  Jr. 
Mr.  V.  T.  Strickler,  Hampton,  discussed  Business 
E.xpense  Insurance.  There  was  a panel  discussion 
on  “Cholesterol  in  ^'ascular  Disease”  which  high- 
lighted points  brought  out  at  the  American  College 
of  Physicians  meeting  recently  held  in  Boston.  The 
panel  was  formed  by  Drs.  E.  L.  .Xle.xander,  William 
Read.  Robert  Peirce,  Thomas  Hunnicutt.  and  !M.  L. 
Binder. 

The  Williamsburg-James  City  Medical  So- 
ciety 

Held  its  regular  meeting  on  Ma\  7th.  Cocktails 
were  served  at  the  home  of  Dr.  Barrett,  followed  b}' 
dinner  at  the  Eastern  State  Hospital.  Dr.  Elam  C. 
T(K)ne.  Richmond,  was  the  guest  speaker,  his  subject 
being  Dis.-ieminating  Lupus  Erythematosus. 

Alexandria  Medical  Society. 

Dr.  Eugene  Grether  is  the  new  president  of  this 
Society,  succeeding  Dr.  H.  Haskins  Ferrell.  Dr. 
James  M.  Moss  has  laeen  elected  president-elect; 
Dr.  C.  .\lbert  Hudson,  vice-president;  Dr.  \\’illiam 
J.  Weaver,  treasurer;  and  Dr.  H.  Glenn  Thomjjson. 
secretary.  Two  new  members  of  the  executive  com- 
mittee are  Drs.  Ferrell  and  .\lvin  C.  Wyman. 

Halifax  County  Society. 

At  the  annual  meeting  of  this  Society.  Dr.  Wil- 
liam G.  Puryear,  South  Boston,  was  elected  presi- 
dent. and  Dr.  Warren  C.  Hagood,  Clover,  secretary. 

Norfolk  County  Medical  Society. 

At  the  meeting  of  this  Scx'iety  cn  }ilay  20th,  Dr. 


Kenneth  W.  Warren,  staff  surgeon  of  the  Lahey 
Clinic,  Boston,  was  guest  speaker.  His  subject  was 
Surgical  Management  of  Commcn  and  Uncommon 
Lesions  of  the  Biliar\'  Tract. 

Alleghany-Bath  Medical  Society. 

•■^t  the  regular  monthl\-  meeting  of  this  Society  on 
May  29th,  Dr.  Julian  Beck,  Charlottesville,  s{)oke 
cn  Electrolites  and  Cardiac  Conditicns. 

Dr.  Donald  Myers,  Hct  Springs,  is  president  and 
Dr.  R.  P.  Hawkins,  Jr.,  Clifton  Forge,  secretarv. 

The  Hampton  Roads  Orthopedic  Society 

Met  on  May  loth  at  the  heme  of  Dr.  and  Mrs. 
.\.  Kirk,  Portsmouth.  Dr.  F.  Carmines  pre- 
sented a case  of  subastragalar  pain  following  a frac- 
ture of  the  neck  of  the  talus  with  gradual  adduction 
defermity.  Dr.  H.  ISI.  Kunkle  presented  a case 
that  had  been  receiving  cortisone  derivatives  and 
antituberculous  treatment  and  had  gotten  worse. 
She  developed  a draining  hip.  TBC  was  cultured 
and  a hip  fusion  done.  Dr.  Kirk  presented  follow- 
up of  a traumatic  epiphysitis  of  the  lower  dorsal 
spine  in  a fourteen  year  old  girl.  He  also  presented 
the  case  of  dysplasia  of  the  glenoid  in  a fifty-seven 
year  old  male. 

Virginia  Academy  of  General  Practice. 

Dr.  Malcolm  H.  Harris,  West  Point,  succeeded 
Dr.  Frank  E.  Tappan,  Berryville,  to  the  presidency 
of  the  Academy  at  its  annual  meeting  in  Roanoke, 
May  24-26.  Other  officers  elected  are:  vice-presi- 
dent, Dr.  Fletcher  J.  Wright,  Jr.,  Petersburg;  secre- 
tary, Dr.  Russell  G.  Mc.^llister.  Richmond  (re- 
elected); and  treasurer.  Dr.  illiam  A.  Yt)ung, 
Richmond  (re-elected). 


Jamestown  Festival  Medical  Exhibit 
An  interesting  exhibit  on  Medicine  at  Jamestown  is  housed  in  the  Richmond  .Academy 
of  Medicine  Building  at  120()  East  Clav  Street,  Richmond.  The  exhibit  is  open  from 
10:00  .A..M.  to  2:00  P.iM  , Monday  through  Friday,  and  from  10:00  .\.M.  to  1:00 
P.M.  cn  Saturday.  (7ur  readers  should  not  miss  this  exhibit  wlien  you  are  in  Rich- 
mond. 
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New  Members. 

Since  the  list  published  in  the  June  issue  of  the 
Monthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Virginia: 
David  Ware  Branch,  M.D.,  Roanoke 
( hristopher  Malcolm  Gedda  Buttery.  M.D.,  Roa- 
noke 

Joseph  Warren  Camp.  M.D..  Dunbar 
John  Hugh  Frierson.  Jr..  M.D..  South  Boston 
Randolph  McCutcheon.  Jr..  M.D..  Richmond 
William  Rankin  Nelson,  M.D.,  Richmond 
Seymour  Paul  Weissman,  iM.D.,  Portsmouth 
Daniel  Coyle  Wilkerson.  ISI.D..  Bedford 

Dr.  Bell  Honored. 

Dr.  Baxter  I.  Bell,  Williamsburg,  was  honored 
recently  at  a public  reception  for  his  forty  years 
of  community  service.  Hundreds  of  people  paid 
tribute  and  presented  gifts,  which  included  a watch, 
a silver  service  and  an  air-conditioning  unit.  Dr. 
Bell  came  to  Williamsburg  in  1917  and  in  1926  he 
ojiened  the  first  private  hospital  there. 

Virginia  Heart  Association. 

.\t  the  recent  meeting  of  this  Association.  Dr. 
George  S.  Grier.  Ill,  Newport  News,  was  named 
jiresident-elect.  Dr.  ^Margaret  Glendy.  Roanoke, 
was  elected  vice-president  and  Dr.  S.  K.  ,\mes.  Cape 
Charles,  was  elected  to  the  Board  of  Directors. 

Dr.  C.  W.  Trexler, 

Honolulu,  Hawaii,  has  been  elected  first  vice- 
president  of  the  Pacific  Coast  Oto-Ophthalmological 
Society.  This  is  the  second  largest  specialty  society 
in  the  United  States.  He  has  also  been  named  presi- 
dent of  the  Reserve  Officers  of  Naval  Servdees  in 
Honolulu. 

Dr.  Trexler  is  a graduate  of  the  University  of 
Virginia  in  1926. 

International  Congress  of  Internal  Medicine. 

For  the  first  time^  the  International  Congress  of 
Internal  Medicine  will  be  held  in  the  New  orld 
in  1958.  This  will  be  at  tire  Sheraton  Hotel. 
Philadelphia,  .\pril  24-26,  1958.  At  this  Congress 
it  is  planned,  through  lectures  and  panels,  to  analyze 
medical  achievements  of  world-wide  significance, 
to  evaluate  certain  apparent  problems  and  to  chart 
courses  of  action  designed  to  enhance  technical 
knowledge  and  to  aid  in  the  continuing  war  against 
disease.  At  the  same  time,  the  plan  includes  such 
social  and  cultural  activities  as  will  tend  to  promote 


cooperation,  friendship  and  mutual  understanding 
among  physicians  and  peace  among  their  countries. 

The  1957  Annual  Session  of  the  .\merican  Col- 
lege of  Physicians  will  occur  in  Atlantic  City,  .\pril 
28  to  May  2,  immediately  following  the  Philadel- 
phia Congress. 

Dr.  T.  Grier  Miller,  Philadelphia,  is  president 
of  the  Congress,  and  Mr.  Edward  R.  Loveland  is 
secretary -general. 

Dr.  Hugh  H.  Trout,  Jr., 

Roanoke,  has  been  named  general  vice  chairman 
of  the  Central  YMC.Ai  completion  fund  campaign. 

Dr.  William  A.  Johns, 

Richmond,  spoke  to  the  Northampton-.\ccomack 
Memorial  Hospital  Staff  on  June  5th.  his  subject 
being  ^lalignanf  ^lelanoma.  This  lecture  was  given 
under  the  Continuation  Education  Program  of  the 
Hospital. 

The  World  Congress  of  Gastroenterology 
.\nd  the  59th  .Annual  Meeting  of  the  .American 
Gastroenterological  .Association  will  be  held  at  the 
Sheraton-Park  Hotel,  Washington.  D.  C.,  May  25- 
51.  1958.  The  objective  of  this  Congress  is  to  bring 
together  scientists  from  all  parts  of  the  globe,  who 
are  actively  contributing  new  knowledge  and  ex- 
jierience  in  the  fundamental  sciences  or  in  the  clin- 
ical behavior  patterns  related  to  disorders  of  the 
alimentary  tract. 

Further  details  of  the  Congress,  information  about 
hotel  reservations,  fees,  presentation  of  papers,  etc., 
may  be  secured  from  Dr.  H.  M.  Pollard,  secretary- 
general,  F'niversity  Hospital,  .Ann  .Arbor,  Michigan. 

Dr.  Charles  J.  Frankel,  Jr., 

Charlottesville,  received  a bachelor  of  laws  degree 
from  the  University  of  A'irginia  at  its  commencement 
exercises  in  June.  He  is  associate  professor  of 
orthopedic  surgery  at  the  University  and  has  been 
working  on  his  law  degree  for  five  years. 

Dr.  Charles  L.  Savage, 

Waynesboro,  has  been  elected  president  of  the 
A'alley  Alental  Health  Center. 

Pan-Pacific  Surgical  Association. 

The  Seventh  Congress  of  this  .Association  will  be 
held  in  Honolulu.  Hawaii.  November  14-22,  1957. 
.All  members  of  the  profession  are  cordially  invited 
to  attend  and  are  urged  to  make  arrangements  as 
soon  as  possible  if  they  wish  to  be  assured  of  ade- 
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quate  facilities.  An  outstanding  scientific  program 
l)v  leading  surgeons  with  sessions  in  all  divisions  of 
surgery  and  related  fields  promises  to  be  of  interest 
to  all  doctors. 

Further  information  and  brochures  may  be  ob- 
tained by  writing  to  Dr.  F.  J.  Pinkerton,  Director 
General  of  the  Pan-Pacific  Surgical  Association, 
Room  2vS0,  Young  Building,  Honolulu,  Hawaii. 

For  Sale. 

1 G.  E.  Direct  Writing  EKG  Machine  Cardio- 
scribe.  Model  D.A\’.;  1 McKesson  Metabolar — Model 
185 — McKesson-Norgraf  .Anesthesia  Machine  Model 
J.;  1 Plastic  O.xygen  tent  with  valve;  1 GE  X-Ray 
('orporation  Fdtraviolet  Lamp;  1 American  Sundries 
Syringe  Sterilizer;  2 Examining  Tables;  1 Cysto- 
scopic  table;  1 Delivery  bed;  I Castle  Light  DR 
Type  46;  1 lot  OB-Gyn.  Instruments;  1 lot  ortho- 
])edic  splints,  aluminum;  1 Edmunds  Infrared 
Lamp,  size  25,  #7599;  1 3-space  Rolling  Bassinett; 
1 Electric  Hotpack  Incubator,  Model  Oxford;  1 
Buck  Percolator  Stand;  and  1 7-Cubic  foot  Frigi- 
daire  refrigerator. 

For  further  details,  contact  Dr.  R.  S.  LeGarde, 
Director,  Orange  County  Health  Department, 
Orange,  Va.  (Adv.) 

Wanted. 

Male  Psychiatrist,  Diplomate  or  Board  Eligible, 
as  Director  of  Out-Patient  Clinic  in  modern  city. 
Good  living  and  working  conditions.  $16,000- 
$18,000  per  annum  with  incentive  factor  and  fringe 
benefits.  Address  Box  #200,  care  the  Monthly, 
P.  O.  Box  5085,  Richmond  20,  Va.  (Adv.) 

Wanted. 

Pediatrician  to  work  with  a group  in  a private 
hospital.  Salary  commensurate  with  ability.  Please 
address  your  inquiry  to  #100,  care  the  Virginia 
Medical  Monthly,  P.  O.  Box  5085,  Richmond  20, 
Va.  (Adv.) 

Obituaries 


Dr.  William  Harrison  Higgins, 

Prominent  Richmond  physician,  died  June  8th. 
He  was  seventy-three  years  of  age  and  a graduate 
of  Johns  Hopkins  University  School  of  Medicine  in 
1908.  Dr.  Higgins  had  practiced  in  Richmond  for 
forty-four  years  before  retiring  last  summer.  For 
many  years  he  was  professor  of  clinical  medicine 
at  the  Medical  College  of  Virginia  and  was  a former 
chairman  of  the  Richmond  Board  of  Health.  Dr. 


Wanted. 

Internist  to  join  a group  practicing  in  a 150  bed 
priv'ate  hospital.  Write  #125,  care  the  Virginia 
Medical  Monthly,  P.  O.  Box  5085,  Richmond  20, 
Va.  (Adv.) 

Wanted. 

Neurosurgeon  to  join  groiq)  practice  in  a group 
of  privately  owned  hos])itals.  Interested  applicants 
address  your  inquiries  to  #150,  care  the  Virginia 
Medical  Monthly,  P.  O.  Box  5085,  Richmond  20, 
Va.  (Adv.) 

Wanted. 

Radiologist  to  practice  with  a private  group  in  a 
group  of  privately  owned  hospitals.  If  interested 
in  this  position,  write  #175,  care  the  \ irginia  Medi- 
cal Monthly,  P.  O.  Box  5085,  Richmond  20,  Va. 
(Adv.) 

Association  Wanted. 

Otolaryngologist,  35,  family,  L^niversity  trained. 
Board  eligible  .August  1957,  seeks  association  with 
individual  or  group  in  location  near  University. 
.Available  September  1957.  Write  to  “Otolaryn- 
gologist”, care  the  Virginia  Medical  Monthly,  P.  O. 
Box  5085,  Richmond  20,  A’a.  (Adv.) 

Wanted. 

Two  full  time  general  practitioners  or  psychia- 
trists to  work  on  psychiatric  service  of  2000-bed  hos- 
pital, in  medical  and  cultural  locality.  Full-time 
salary  range  $6,000  to  $10,320  (plus  25%  for  cer- 
tification) with  retirement,  insurance,  leave  and 
other  government  benefits.  Citizenship  and  license 
by  some  state  required.  Contact  Manager,  \’.A  Hos- 
pital, Roanoke  17,  Va.  (Adv.) 

Wanted. 

.A  second-hand  microscope  for  a first  year  medical 
student.  Contact  Dr.  L.  P.  Hyde,  506  N.  Jefferson 
.Avenue,  Pulaski,  Va.  (Adv.) 


Higgins  was  a past  president  of  the  Richmond  .Acad- 
emy of  Medicine  and  the  Richmond  Heart  .Asso- 
ciation. He  had  been  a member  of  The  Aledical 
Society  of  Virginia  for  forty-four  years. 

His  wife,  two  daughters  and  two  sons  survive  him. 
One  .son  is  Dr.  William  H.  Higgins,  Jr.,  who  was 
in  practice  with  his  father. 

Dr.  Cecil  Edward  Martin, 

^^’ell-known  physician  of  Emporia,  died  Alay 
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25th.  He  was  a native  of  North  Carolina  and 
seventy-seven  years  of  age.  Dr.  Martin  graduated 
from  the  Medical  College  of  \’irginia  in  lh09  and 
had  practiced  medicine  at  Emporia  for  forty-six 
years.  He  had  been  an  active  member  of  The  Med- 
ical Society  of  Virginia  since  1910  and  had  served 
as  a member  of  the  Council  for  a number  of  years. 
Three  daughters  survive  him. 

Dr.  Frederick  Lionel  Finch, 

Richmond,  died  in  Portsmouth  on  May  21st.  He 
was  serving  as  chief  of  the  x-ra}'  de])artment  at  the 
Norfolk  Naval  Shipyard.  Dr.  Finch  was  fifty-one 
vears  of  age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1932.  He  j)racticed  medicine  in 
Richmond  for  some  years  Imt  had  recently  been  at 
the  U.  S.  Naval  Shipyard  in  San  Francisco  and  in 
Portsmouth.  Dr.  Finch  was  a retired  Naval  Com- 
mander. He  had  been  a member  of  The  Medical 
Society  of  Virginia  since  1934. 

His  wife  and  a daughter  survive  him. 

Dr.  Willis  Christopher  Yeatts, 

Danville,  died  iMay  30th  at  the  age  of  eighty-six. 
He  was  a graduate  of  the  Medical  College  of  Vir- 
ginia. Dr.  Veatts  first  practiced  in  Pittsylvania 
Count}'  and  then  for  two  years  in  ^Maryland  before 
locating  in  Danville  in  1907.  He  was  a Life  Mem- 
ber of  The  Medical  Society  of  Virginia., 

His  wife  and  seven  children  survive  him.  A son 
is  Dr.  Harry  B.  Yeatts,  now  of  Buenos  .\ires,  .Argen- 
tina. 

Dr.  Bryce. 

Dr.  Edwin  C.  Bryce  was  horn  in  Fredericksburg,  October 
20,  18S4.  About  two  years  later,  his  family  moved  to 
Richmond  where  he  spent  the  remainder  of  his  life.  He 
received  his  early  education  in  the  public  schools  of 
Chesterfield  CouiCiv  and  R.chmond.  He  la.er  graduated 
from  the  University  College  of  Medicine,  Pharmaev 
School,  and  after  practicing  this  profession  for  a short 
time  entered  the  Medical  School  of  the  same  institution 
from  which  he  graduated  in  191u. 

-After  graduati  n he  practiced  general  medicine  in 
-Manchester,  Virginia,  (later  South  Richmond)  for  seven 
years,  subsequently  entering  Brooklyn  Eye,  Ear,  Nose  and 
Throat  Hospital  to  train  as  a specialist  in  this  field.  He 
returned  to  Richmond  in  1919  to  practice  this  specialty 
which  he  did  until  several  months  before  his  death. 

In  his  personal  and  professional  life.  Dr.  Bryce  was 
outstanding,  his  friends  were  numberless  and  his  stand- 
ing in  his  profession  of  the  very  highest  caliber.  He  has 
left  a place  in  his  cemmunity  that  will  never  be  tilled. 
His  devotion  to  duty,  his  love  of  his  fellow  man  and  his 
very  attractive  personality  could  hardly  be  matched. 

Whereas,  Almighty  God  has  seen  fit  to  take  from  our 
midst  our  friend  and  colleague.  Dr.  Edwin  C.  Bryce,  on 
-April  15,  1957,  and  whereas,  the  members  of  the  Rich- 


mond -Academy  of  .Medicine  are  deeply  grieved  at  his 
passing  and  acknowledge  the  loss  of  a wise  counsellor. 

Be  It,  Therefore,  Resolved,  that  the  Richmond  -Acade- 
my of  Medicine  record  in  its  minutes  our  sorrow  at  the 
passing  of  Dr.  Bryce  and  that  a copy  of  this  resolution 
be  entered  in  the  minutes  of  the  Society,  a copy  forwarded 
to  the  family  of  the  deceased  and  a copy  sent  to  The 
.Medical  Society  of  Virginia. 

Philip  Jones,  .M.D.,  C/iairmau 
R.  C.  SlERSEMA,  M.D. 

T.  B.  Washington,  M.D. 

Dr.  Kelleher. 

Dr.  Lawrence  B.  Kelleher,  the  son  of  Lawrence  J.  and 
Mary  McDonnell  Kelleher,  was  born  in  Richmond,  Janu- 
ary 27,  1903. 

His  early  schooling  began  in  the  Cathedral  School  and 
Benedictine  High  School.  He  att.  tided  Belmont  College  in 
Belmont,  N.  C.  and  the  University  of  Richmond.  On 
completion  of  his  premedical  education,  he  matriculated 
at  the  Medical  College  of  Virginia,  where  he  was  giad- 
uated  in  1926  with  the  degree  of  Doctor  ot  Medicine. 

-After  graduation,  he  served  his  internship  at  St.  Vin- 
cent DePaul  Hospital  in  Norfolk,  Virginia.  It  was  here 
he  met  and  married  Miss  Martha  Hewitt,  and  unto  this 
marriage  four  daughters  were  born. 

The  following  year  he  opened  his  office  for  General 
Practice  in  Charlotte,  N.  C.  and  was  also  appointed 
Physician  for  the  newly  opened  Ford  Plant  there. 

lM\e  \ears  later  he  returned  to  Richmond,  where  he 
practiced  until  his  passing.  Rapidly  he  gained  a host  of 
friends  and  patients — loved  and  respected  by  all. 

Dr.  Kelleher  was  appointed  Physician  to  the  State 
Penitentiary,  serving  until  1942.  He  was  Doctor  to  the 
State  Commission  of  Boxing  and  Wrestling.  During 
World  War  II  he  spent  each  Wednesday  examining  in- 
ductees at  the  induction  Center. 

-As  a member  of  the  Knights  of  Columbus,  Lawrence 
Kelleher  proved  himself  to  be  a leader  of  men,  with  a 
magnetic  personality  and  a strong  character.  -As  a mem- 
ber of  St.  Benedict’s  Catholic  Church,  his  fellow  members 
found  him  to  be  a courteous  gentleman,  intelligent  and 
witty.  Enduring  his  own  ailments  with  great  patience, 
he  was  ever  mindful  of  the  sufferings  of  others.  Freely 
giving  of  his  time,  sympathetic  understanding,  and  medi- 
cal knowledge  to  the  poverty  stricken  brought  to  his  at- 
tention in  the  Sheltering  -Arms  Hospital,  Bureau  of  Cath- 
olic Charities  and  like  social  organizations.  Because  of 
his  simplicity,  sincerity  and  good  naturedness,  he  was 
able  to  claim  the  friendship  of  Ecclesiastical  clignitai ic', 
members  of  the  profession  and  ordinary  rank  and  file  of 
society. 

Dr.  Kelleher  passed  away  March  30,  1957.  A great 
praise  for  him  is  the  tribute  of  tears  devoted  to  his 
memory  by  the  many  men,  women  and  children  of  all 
faiths,  testifying  to  his  kindness  of  heart  as  St.  Benedict's 
Catholic  Church  quickly  filled  for  his  funeral  services. 

Be  It  Resolved  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  -Academy  and  a copy  be  sent 
to  the  daughters  of  Dr.  Kelleher. 

J.  M.  Whitfield,  M.D. 

K.  J.  Cherry,  M.D. 

T.  R.  -M.ack,  M.D. 
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Pro-Banthine®  Relieves  Pain, 

Accelerates  Peptic  Ulcer  Healing 


The  efficiency  of  Pro-Banthlne  (brand  of 
propantheline  bromide)  in  inhibiting  the 
chemical  substance  which  mediates  para- 
sympathetic gastric  activity  explains  the 
success  of  the  drug  in  ulcer  therapy.  Pro- 
BanthTne  blocks  acetylcholine  at  both  the 
ganglia  and  parasympathetic  effector 
sites.  This  dual  action  controls  excess 
neural  stimulation  of  both  gastric  secre- 
tion and  motility. 

The  therapeutic  benefits  of  this  anti- 


cholinergic blockade  consist,  as  many 
clinical  investigators  have  noted,  in 
prompt  relief  of  ulcer  pain  and  pro- 
nounced acceleration  of  ulcer  healing. 

The  suggested  initial  dosage  is  one  1 5- 
mg.  tablet  with  meals  and  two  tablets  at 
bedtime.  Two  or  more  tablets  four  times 
a day  may  be  indicated  in  severe  manifes- 
tations. G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 
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It  s easy  to,,. 


If  it’s  Sxmday  or  night  time 
or  if  you  are  out  of  town, 
you  can  still  do  your  banking 
with  F & M at  your 
newest  mailbox.  Keep 
an  F & M "Bank- 
by-Mail”  envelope  on 
hand  — i|;’s  mighty 
convenient. 


Jfit'or--'  , 


HEMBCR  rEDCRAL  DEPOSIT  INSURANCE  CORPORATION 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


KEELEY 

INSTITUTE 


447  W.  Washtwqton  St. 
GREENSBORO. 
NORTH  CAROtINA 


r Out-Patient  Clinic 

And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 


A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


I 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Year  round  private 
home  and  school  for 

Homestead 

School 

infants,  children  and 
adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

Write  for 

booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

ntEE  UNION 

VIRGINIA 

MEDICINE  IN  VIRGINIA 

17th,  18th  and  19th  Centuries 

By  Wyndham  B.  Blanton,  M.D. 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
P.  O.  Box  5085  Richmond  20,  Va. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecologv : 

Wm.  Durwood  Suggs.  M.D. 
Spotswood  Robins.  M.D. 

David  C.  Forrest,  M.D. 

Orthopedics: 

Beverley  B.  Clary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics : 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr..  M.D. 

Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 

A nesthesiology 

Wn.LiAM  B.  Moncure,  M.D. 

Heth  Owen,  Jr..  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux.  M.D. 
Carrington  Williams,  Jr..  M.D. 

Urological  Surgery: 

Frank  Pole.  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology : 

Fred  M.  Hodges,  M.D. 

L.  0.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr.  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Physiotherapy : 

Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  chariw  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 

William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address; 


Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 


V If  ' ¥ f Established  1916 

HppalaClJian  • AshevUle,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  .Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  .APPAL.ACHI.AN  H.ALL,  .Asheville,  N.  C. 


30 


Virginia  Medical  Monthly 


/ C 

f Westbro 

•o/c  oana 

tonum  * 

, RICHMOND  • 

• • trStablisheJ  iQlL  • 

• • VIRGIN 

A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff 


PAUL  V.  ANDERSON,  M.D., 

REX  R L AN K I N S II IP,  M.O.,  yivilicul  Director 

JOHN  R.  SAUNDERS,  M.D  Assistant 
Metlical  Director 


THOMAS  F.  COATES,  M .D.,  Associate 
JAMES  K.  HALL,  JK.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JK.,  M.S.,  Clinical 
Psychologist 


R.  H.  CR^TZER,  Administrator 


Brochure  of  Literature  and  ileus  Sent  On  Request  - P.  0.  Box  1514  - Phone  5-3245 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  \'irginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  coopierative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  J955  H.N.  Alford,  Atlanta,  Go. 
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Professional  ISursing  Care 

TERRACE  HILL 


TERRACE  HILL  NURSING  HOME,  Dial  3-3993 


Wide,  Long  Hallways 


Part  View  of  Park  Grounds 

TERRACE  HILL  was  specifically 
built  for  a Nursing  Home.  Superb  24 
hours  daily  care.  Under  supervision 
of  a Registered  Nurse  and  Resident 
Exteme.  Quiet  atmosphere.  Tradned 
Dietitian.  Accommodates  SO  guests 
Private  and  semi>private  rooms  with 
lavatories  Rates  $45.00  to  $75.00 
weekly  for  room,  board  and  general 
nursing  care.  Your  inspection  invited. 


Comfortable  Lounges 

Each  Guest  Under  Care  of  Own  Doctor. 

Professional  care  supervised  by  trained  nurse.  Doctors  orders 
carefully  followed.  No  parking  problem.  Regularly  inspected 
by  City  Health  Department.  For  additional  information 

Write  or  Call  SuperinlendenI 


Nursing  Home,  Inc. 

**Vnder$tanding  Care** 

2112  MONTEIRO  AVE.,  RICHMOND,  VA. 


Around  the  Clock 

NURSING  CARE 

• 

Convalescenls 
Chronic  Cases 
Elderly  People 


SAINT  ALBANS 


James  K.  Morrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS: 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 
Medical  Consultant 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 
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MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


MARY  INGRAM  CLARK  (1884-1955) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convclescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 

STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 
HOUSTON  L.  BELL,  M.D. 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND,  M.D. 

CHARLES  E.  LEBLANC 
DORIS  L.  JAMES,  B.S.,  O.D. 
(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  (Dphthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esoohagoscop}’. 

Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
.Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  vear  in  an  approved  hospital. 

For  further  information,  address 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  MRGINIA 
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75th  ANNIVERSARY 
1882  - 1957 


1000  W est  Grace  Street 
RichnioncI,  Virginia 


General  Medicine 
HUNTER  H.  McGUlRE.  M.D. 
MARGARET  NOLTING.  M.D. 
JOHN  P.  LYNCH.  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE,  M.D. 


McGGIRE  CLINIC 

General  Surgery 

WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  1.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  1.  DODSON.  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 

Free  Parking  for  Patrons 


SI.  HIKE'S  HOSPIIAI 


he«^  ci.1 

. (K  mail ! 


4 years 

$4.00 

3 years 

3.25 

k 1 year 

1.50 

AMERICAN  MEDICAL  ASSOCIATjON 
535  North  Dearborn  • Chicago  10,  Illinois 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  Decemlier  4, 
19.57.  The  examinations  will  be  held  in  the 
same  hotel  Decemlier  5,  6,  and  7,  1957,  inclusive. 
All  application.s  and  other  documents  pertaining 
to  the  examinations  or  to  matters  to  be  dis- 
cussed by  the  Board  must  be  on  file  in  the 
Secretary’s  office  on  or  before  May  28,  1957. 
The  Secretary  of  the  Board  is  Dr.  K.  D.  Graves, 
681  First  Street,  S.W..  Roanoke,  Virginia. 


PHYSICIANS  AND  PSYCHIATRISTS 
FOR  CALIFORNIA 

state  hospitals,  correctional  facilities  and  veterans 
home.  No  written  examination. 

Three  salary  groups: 

$10,860  to  $12,000; 

$11,400  to  $12,600; 

$12,600  to  $13,800; 

Salary  increases  being  considered  effective  July  1957. 
U.  S.  citizenship  and  possession  of,  or  eligibility  for 
California  license  required. 

IF  rite: 

Medical  Recruitment  Unit,  Box  A, 

State  Personnel  Board,  801  Capitol  Ave. 
Sacramento,  California 
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For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


PERSPIRATION  PROOF 


Insoles  do  not  crack  or  curl 
from  perspiration-*^ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  orch  support  construction  is  guoron- 
teed  not  to  break  down. 

•A"  Innersoles  guaranteed  not  to  crock  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  moke  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Write  for  free  booklet  on  Foot-so-Port  Shoes  or 
contort  your  local  FOOT-SO-PORT  Shoe  Agency. 

Refer  to  your  Classified  Telephone  Directory. 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

J 
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EVERY  WOMAN 

WHO  SUFFERS 

IN  THE 

MENOPAUSE 
DESERVES 
"PREM  ARIN: 

ivideh  used 
iiaturaL  oral 
estrogen 


AYERST  r ABORATORIES 
New  \’ork..  N.  \ • Moiitrcdl,  Cjiudi 

5645 
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At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


rP^TTERSONSl 

SAFE  SERVICE  DPUC  STORES  1 


Prescription  Specialists 

Lynchburg,  Va.  Martinsville,  Va. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N.  C. 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

In  3 Volumes 
Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 
(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


in  its  completeness 


Digitalis 

(Davie*.  Rote) 

0.1  Gram 

(*WiL  IV4  srainai 
CAUTION:  Pnieral 
Ivw  prohibits  dlspens- 
witboot  presrrip- 


»8$t  t M.,  m 
«*».,  I ll 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass. 
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1 

antibacterial 

effectiveness  for  24  hours 


on  a single  (1  Gm.)  dose 


►sex  Sulfamethoxypyridazine  is  a completely  new,  long-act- 
i single  sulfonamide  with  clinical  advantages  hitherto  un- 
fjaled  in  sulfa  therapy— 

I'W  DOSAGE^  —only  2 tablets  per  day. 

IkPID  ABSORPTION therapeutic  blood  levels  within 
hour,  blood  concentration  peaks  within  2 hours. 

ItOLONGED  ACTION*— 10  mg.  per  cent  blood  levels  that 
irsist  over  24  hours  on  a maintenance  dose  of  1 Gm. 


ommended;  the  usual  precautions  regarding  sulfonamides 
should  be  observed. 

CONVENIENCE  — the  low  maintenance  dosage  of  1 Gm.  (2 
tablets)  per  day  for  the  average  adult  offers  optimum  conven- 
ience and  acceptance  to  patients. 

Each  quarter-scored  tablet  contains:  sulfamethoxypyridazine 
...0.5  Gm.  (7V2  grains). 

1.  Boger,  W.  P.;  Strickland,  C.  S.  and  Gylfe,  J.  M.:  Antibiot.  Med.  4 
Clin.  Ther.  3:378  (Nov.)  1956. 


ItOAD-RANGE  EFFECTIVENESS  - particularly  efficient 
urinary  tract  infections  due  to  sulfonamide-sensitive  organ- 
ins,  including  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli, 
.eptococci,  staphylococci.  Gram-negative  rods,  diphtheroids 
id  Gram-positive  cocci. 


NOW  AVAILABLE 

KYNEX'SYRUP 


SULr^AMETHOXYPVR.DAZINE  LEOERLE 


• Aqueous  — readily  miscible 

• Caramel  flavored 

• Stable  — no'  refrigeration  needed 

• Readily  acceptable  by  patients 
of  all  ages 


•lEATER  SAFETY-high  solubility,  slow  excretion  and  low  Each  teaspoonful  (5  cc.)  of  Kynex  Syrup  contains  250  mg. 
sage  help  avoid  crystalluria.  No  increase  in  dosage  is  rec-  sulfamethoxypyridazine. 


|g.  U.S.  Pot.  Off. 

::DERLE  laboratories  division.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


DERMATOLOGY  AND  SYPHILOLOGY 

A three  year  course  fulfilling  all  the  re- 
quirements of  the  American  Board  of  Derma- 
tology and  Syphilology.  Attendance  at  de- 
partmental and  general  conferences. 

PRACTICAL 

ELECTROCARDIOGRAPHY 

A two  Weeks  part  time  elementary  course  for  the 
practitioner  based  upon  an  understandine  of  electro- 
physiologic  principles.  Standard,  unipolar  and  precordial 
electrocardiography  of  the  normal  heart.  Bundle  branch 
block,  ventricular  hypertrophy,  and  myocardial  infarction 
considered  from  clinical  as  well  as  electrocardiographic 
viewpoints.  Diagnosis  of  arrhythmias  of  clinical  signifi- 
cance will  be  emphasized.  Attendance  at.  and  participation 
in,  sessions  of  actual  reading  of  routine  hospital  electro- 
cardiograms. 


PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at  clinics  and 
lectures  ; instruction  in  examination,  diagnosis  and  treat- 
ment : pathology,  radiology,  anatomy,  operative  proctology 
on  the  cadaver,  anesthesiology,  witnessing  of  operations, 
e,\amination  of  patients  preoperatively  and  postoperatively 
in  the  wards  and  clinics  ; attendance  at  departmental  and 
general  conferences. 

OBSTETRICS  and  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics : lectures, 
prenatal  clinics ; attending  normal  and  operative  de- 
liveries : detailed  instruction  in  operative  obstetrics 
(manikin).  X-ray  diagnosis  in  obstetrics  and  gynecology. 
Care  of  the  newborn.  In  Gynecology ; lectures ; touch 
clinics : witnessing  operations ; examination  of  patients 
pre-operatively : follow-up  in  wards  post-operatively. 
Obsietrical  and  gynecological  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecology.  Operative  gyne- 
cology on  the  cadaver. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN.  345  West  50lh  St.,  New  York  19,  N.  Y. 


Complete 

Printing  and  Binding  Service 

Coinmercial,  Book  and  Job  Work,  Catalogues — Publications 
-Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

-Acquaint  us  with  your  requirements.  We  serve  vou  efficientlv  and  economically. 

Dial  3-1881 

WILLL4MS  PRINTING  CO. 

11-13  15  North  Fourteenth  Street  RICHMOND,  VIRGINL4 
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The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 

One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  netc. 

John  Marshall  William  Byrd 
King  Carter  Richnond 

Richmond  Hotels  Incorporated 


PRICES  FOR  REPRINTS 

of  Articles  Appearing  in 
The  Virginia  Medical  Monthly 

Trimmed  Size  5V^x7^  ins.  Type  Page  3x5  ins. 
Minimum  Order  100  Copies 


100 

250 

500 

1.000 

2.000 

4 pp. 

$ 6.90 

$ 7.60 

$ 9.20 

$11.25 

$15.75 

8 " 

12.30 

13.90 

15.20 

19.55 

27.05 

12  " 

18.05 

20.60 

23.10 

29.45 

43.45 

16  " 

18.85 

22.10 

25.55 

32.55 

46.45 

20  " 

21.75 

27.35 

31.05 

37.95 

56.80 

Extra  for 

Covers 

7.60 

8.75 

12. .05 

14.40 

21.75 

ENVELOPES: 
Printed  4.60 

7.00 

9.55 

15.20 

27.25 

Blank 

1.40 

3.20 

5.05 

9.55 

19.00 

Prices  F.O.B.  Richmond,  Va.  Shipments  will 
be  sent  postpaid  if  check  sent  with  order. 

Orders  must  be  placed  before  type  is 
distributed. 

WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street 

RICHMOND,  VIRGINIA 


Just  Published! 

A New  Quick-Reference  Text 

Gius’ 

Fundamentals  of 

General  Surgery 

Ideal  for  all  doctors  of  medicine  who 
feel  the  need  for  re-establishment  of 
background  in  surgical  fundamentals 

Stressing  the  pathophysiologic  mechanisms  of  surgical 
diseases,  Dr.  Gius  describes  in  brief,  easy-reading  style 
the  essential  facts  and  factors— short  of  actual  operative 
technic— surrounding  the  management  (both  diagnostic 
and  therapeutic ) of  the  surgical  patient. 

Nor  is  this  book  confined  only  to  the  problems  of 
major  surgery.  Specific  and  useful  guidance  is  also  in- 
cluded for  application  to  conditions  which  frequently  are 
treated  in  the  office  of  both  the  general  practitioner  and 
the  surgeon. 

More  than  20  years  of  surgical  experience  have  gone 
into  the  writing  of  this  book ...  private  and  university 
hospital  practice,  extensive  teaching  at  both  undergradu- 
ate and  postgraduate  levels,  military  practice,  and  clinical 
research.  Every  one  of  the  31  chapters  reflects  this  broad 
background  and  the  resulting  capacity  to  separate  the 
wheat  from  the  chaff. 

Well  illustrated,  expertly  written,  thoroughly  up-to- 
date,  this  new  book  will  indeed  prove  a boon  to  physi- 
cians seeking  refresher  material.  Professors  of  surgery 
will  quickly  discover  it  to  be  the  ideal  text  for  instruct- 
ing students  in  the  basic  elements  of  general  surgery. 

By  JOHN  ARMES  GIUS,  M.D.,  Professor  of  Surgery,  College 
of  Medicine,  State  University  of  lotva.  720  pages;  275 
illustrations  on  151  figures.  $12.50. 


THE  YEAR  BOOK  PUBLISHERS,  INC. 

200  East  Illinois  St.,  Chicago  11,  Illinois 


YdarBook 

PUBLISHERS 


11-7-7 


Please  send  the  following  for  10  days'  examination. 
r~l  Gius'  Fundamentals  of  General  Surgery,  $12. SO. 


Name Street... 

City Zone....  State 


VoL.  84,  July,  1957 


41 


Specializing 

in  your  patients'  HOSPITAL,,  SURGICAL  and  MEDICAL 
insurance  problems  makes  the  local  AMERICAN  HEALTH 
AGENT  a valued  “Doctor ' s Aide." 


Complete 
Local  Service 
In 

Your  State 

) 


Because  he  is  a specialist  who  focuses  his  attention  on 
Health  Insurance,  the  local  American  Health  Agent  has  won  a 
position  of  friendship  and  trust. 

As  a career  agent  in  his  chosen  field,  it  is  his  purpose  to  serve 
both  Doctor  and  patient  as  a true  “friend  in  need”  at  all  times, 
with  prompt  settlements,  efficient  service,  and  a sympathetic 
understanding  of  the  problems  of  the  medical  profession. 

American  Health 

INSURANCE  CORPORATION 

FIRST  NATIONAL  BANK  BUILDING,  BALTIMORE  2,  MD. 
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designed  to 


lower 

the  original  tranqnilizer-corticoid 

Htaraxoid 

prednisolone  and  hydroxyzine 

provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications^ 


Ataraxoid  now  written  as 


and  now  available  as  NEW  m 


and  NEW 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 

Htaraxoid  i.a 

1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 


1.  Personal  communications 


•Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


m. 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODRI  N <ie.3  mg.  of  a-CHLOROMERCURi-z-METMOxv.pROPVLURCA 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN'^  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02196 
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an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula. 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  Vz  teaspoonful 
contains : 

Pentylenetetrazol . .100  mg. 
Nicotinic  Acid 50  mg. 

1.  Levy,  s.,  JAMA.,  153:1260,  1953 

2.  Thompson,  L.,  Procter  R. , 

North  Carolina  M.  J.,  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med.,  3:325,  1956 


CONFUSION  . . . 


•o  a 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOL 

DRUG  SPECIALTIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  ps>’choses. 

Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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"DOCTOR" 

Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 
TO  YOU  ARE 
COMPLETE 

RELEASE  OF  CAPITAL 

New  Automobiles 
Any  Moke 

No  Worries  Over 

Toxes-Fees 

Service  Cost 

Insurance 

Repairs 

License  Fees 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

Tire  Replacements  of  You,  All 

This  Is  100%  Tax  Deductable 

Inspection  Registration 
Fees 


PIEDMONT 

PLAN 
FOR  THE 

MEDICAL 

PROFESSION 

EXCLUSIVELY 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coverage 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 
Purchased  In  Your 
Home  Town 


We  are  as  near  as  your  Telephone! 


If  You  Would  Like  fo  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 

P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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rapid  acting,  sustained  effect 


AMADOL 


An;idol  Tablets  are  designed  to  provide  the  maximum  relief  from  pain  possible  without 
resorting  to  the  opiate  drugs.  The  analgesic  effect  of  Anadol  is  achieved  by  a unique 
combination  of  acetyl-para-aminophenol  and  salicvlamide.  Together  they  form  a team 
that  produces  a smooth  analgesia  lasting  longer  than  either  drug  would  provide  alone. 
Phenobarbital  is  included  in  order  to  potentiate  the  analgesic  effect*  and  to  provide  a 
moderate  degree  of  sedation.**  The  central  effect  of  the  pheno- 
barbital is  augmented  by  the  inclusion  of  hyoscyamus  alkaloids, 
thus  contributing  to  the  allaying  of  tension  which  is  often  a 
factor  to  be  reckoned  with  when  pain  is  present  in  any  degree. 

BIBLIOGRAPHY 

*(;o()nMAX,  L.,  Axn  Gilmax,  .A.:  The  Pharaeoloi/ieal  Basis  of 
Thera fcntics.  1941,  p.  244. 

**P>ooK^rAX.  Harry:  Phannaeoiogy  in  Clinical  Practice,  1952.  p.  405. 


CLINICAL  SAMPLES  AND  LITERATURE  ON  REQUEST 
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for  your  complete  insurance  needs  . . . 


^ PROFESSIONAL 
* PERSONAL 
^ PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


/ATX. 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE:  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  1 1 1 W.  FIFTH  STREET.  ST.  PAUL  2,  MINNESOTA 
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FOR  ALL  COMMON  FORMS  OF  DIARRHEA 


P01S4LA.LIN  l^iquubd 

DEMULCENT,  A N T I - I N F E C T I V E A N T I D I A R R H E A L 


. . . effective  against  both  specific  and  nonspecific  diarrheas 
. . . palatable  oral  suspension  . . . well  tolerated 


FORMULA: 


Each  15  cc.  (tablespoonful)  contains: 

Sulfaguanidine 

2 Gm. 

Pectin 

225  mg. 

Kaolin 

3 Gm. 

Opium  tincture 

0.08  cc. 

(equivalent  to  2 cc. 

paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoonfuls  from  4 to  6 times  daily, 
or  1 or  2 teaspoonfuls  after  each  loose  bowel  movement;  reduce 
dosage  as  diarrhea  subsides. 

Children:  Vi  teaspoonful  (=2.5  cc.)  per  15  lb.  of  body  weight 
every  4 hours  day  and  night  until  5 stools  daily,  then  every 
8 hours  for  3 days. 


Bottles  of  16  fl.  oz. 


EXEMPT  NARCOTIC.  AVAILABLE  ON  PRESCRIPTION  ONLY. 


Voi..  84.  JlTI.Y,  1957 


49 


Youngsters  reallj"  go  for  the  taste-true  orange  flavor  of 
Achromycin  V Syrup.  But  this  new  syrup  offers  more  than 
“lip-service”  to  your  junior  patients.  It  provides  the  new 
benefits  of  r.\pid-acting,  phosphate-buffered  Achromycin  V — 


a faster- 
acting 
oral 
form 


• accelerated  absorption  in  the  gastrointestinal  tract 

• earlier,  higher  peaks  of  concentration  in  body  tissue  and  fluid 

• quicker  control  of  a wide  variety  of  infections 

• unsurpassed  true  broad-spectrum  action 

• minimal  side  effects 

• well-tolerated  by  patients  of  all  ages 

ACHROMYCIN  V SYRUP:  aqueous,  ready-to-use,  freely 
miscible.  125  mg.  tetracycline  per  5 cc.  teaspoonful 
phosphate-buffered . 


DOSAGE:  6-7  mg.  per  lb.  of  body  weight  per  day. 


‘Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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simple,  well-tolerated  routine  for  "sluggish" older  patients 


one  tablet  t.i.d. 


DECHOLIIf 

“therapeutic  bile” 

Establishes  free  drainage  of  biliary  system  — effectively  combats  bile  stasis  and 
improves  intestinal  function. 

Corrects  constipation  without  catharsis  — copious,  free-flowing  bile  overcomes  tendency 
to  hard,  dry  stools  and  provides  the  natural  stimulant  to  peristalsis. 

Relieves  certain  G.I.  complaints  — improved  biliary  and  intestinal  function  enhance 
medical  regimens  in  hepatobiliary  disorders. 

Decholin  Tablets;  (dehydrocholic  acid,  Ames)  3%  gr. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA  • Ames  Company  of  Canada,  Ltd. .Toronto 


By  changing  the  attitude  of  the 
emotional  dermatologic  patient,  Thorazine’ 
facilitates  the  management  of  the  patient  and  the  treatment 
of  skin  disorders.  The  patient  becomes  less  insistent 

and  frantic,  and  accepts  her  affliction  philosophically. 
‘Thorazine’  does  not  cure  skin  diseases  but,  according  to 
Cornbleet  and  Barsky,^  is  a “most  useful  adjuvant  to 
dermatologic  therapy”  in  patients  with  an  emotional  background 
of  tension,  apprehension,  excitement,  anxiety  and  agitation. 

THORAZINE* 

**can  be  to  the  dermatologist  what  the 
anesthetist  is  to  the  surgeon.’*^ 

Smith,  Kline  & French  Laboratories,  Philadelphia 

1.  Cornbleet,  T.,  and  Barsky,  S.:  The  Role  of  the  Tranquilizing 
Drugs  in  Dermatology,  presented  at  11 5th  Annual  Meeting  of 
Illinois  State  Medical  Society,  May  19,  1955. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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HLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

The  striking  consistency  with  which  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  acts  against  staphylococci  is  well-documented.^'^®  Continued 
sensitivity  of  these  problem  pathogens  to  CHLOROMYCETIN  accounts  for 
clinical  effectiveness  of  this  antibiotic,  often  where  other  antimicrobial 
agents  fail.  Whereas  most  strains  of  staphylococci  isolated  by  Kempe  over 
a period  of  one  year  were  not  inhibited  by  commonly  used  antibiotics, 
“...only  11  per  cent  were  chloramphenicol-resistant.”^  CHLOROMYCETIN 
also  retains  its  potency  against  the  significant  gram-negative  pathogens.®*^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 
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Filter  Queen  carries  the  seals  of  (Sood  Housekeeping  Magazine,  Parents  Magazine,  Rice  Leaders 
of  the  World,  Underwriters’  Laboratories,  and  is  advertised  in  the  A.M.A.’s  "Today's  Health.” 


^ Guaranteed  by 
Good  Housekeeping 


PARENTS 

V . MACA2INE  ft 


Report 


file  in  offices  of  Health-Mor,  Inc. 


Allergy 


Thanks  to  Filter  Queen's  remarkable  air  purifying  action,  patients  with 
dust  allergies  enjoy  fast  relief  right  in  their  own  homes.  Dust  allergic 
housewives  report  complete  freedom  from  dust  irritation,  even  during 
heavy  household  work„  Filter  Queen  is  an  entirely  different  kind  of 
appliance  that  utilizes  an  unique,  highly  effective  Sanitary  Filter  Cone  to 
obtain  protection  against  dust  and  dirt  in  the  home.  It  will  actually  col- 
lect matter  as //ne  as  smoke  and  return  clean  filtered  air  into  the  room! 
Unbiased,  scientific  proof  of  Filter  Queen's  air  purifying  efficiency  is 
shown  by  a recent  report  from  the  Biological  Sciences  department  of 
an  eastern  university  which  states:  "The  Filter  Queen  cellulose 
Filter  Cone  removes  practically  all  dust  and  atmospheric  pollen."* 
A free  Filter  Queen  demonstration  will  gladly  be  arranged  at  your 
convenience.  Phone  your  local  Filter  Queen  Distributor  or  write 
Health-Mor,  Inc.,  203  N.  Wabash  Ave.,  Chicago  1,  III. 


HOME  SANITATION  SYSTEM 

a product  of 

HEALTH-MOR,  INC. 

Chicago  1,  III. 
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(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  ar/sorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 

For  both  rapid  and  prolonged  antacid  effect,  with  consistently 
effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 
for  treatment  of  peptic  ulcer  and  epigastric  distress. 


Specialities  for  the  Medical  Profession  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9.  TENNESSEE 


each  tablet  contains 


dihydroxy 

aluminum 

aminoacetate, 

N.N.R. 

belladonna 
alkaloids 
(as  sulfates) 


o.s  atet 


e.iaa  mo. 


phenobarbital  ie.  a m9. 


Also  supplied:  Alglyn*  (Oihydroxy  alumi- 
num amlnoKatale,  N.N.R.  0.5  Gm  per  tablet). 
BELGLYN*  (dihydroay  aluminum  aminoacetate. 
N.N.R.,  0.5  Gm.  and  belladonna  alkaloids,  0.162  m|. 
per  tablet). 
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OLEANDOMYCIN  TETRACYCLINE- PHOSPHATE  BUFFERED 


advance  in  potentiated  multi-spectrum  therapy- 
higher,  faster  levels  of  antibiotic  activity 


Signemycin  V—the  new  name 
for  multi-spectrum  Sigmamycin 
—now  buffered  for  higher 
antibiotic  serum  levels. 


capsules 


New  added  certainty  in  antibiotic  therapy 
—particularly  for  that  90%  of  the  patient 
population  treated  at  home  or  office  ivhere 
susceptibility  testing  may  not  he  practical. 

Signemycin  V Capsules  provide  the  unsur- 
passed antimicrobial  spectrum  of  tetracy- 
cline extended  and  potentiated  to  include 
even  those  strains  of  staphylococci  and 
certain  other  pathogens  resistant  to  other 
antibiotics.  The  addition  of  the  buffering 
agent  affords  higher,  faster  antibiotic  blood 
levels  following  oral  administration. 


Supplied:  Capsules  containing  250  mg.  (oleando- 
mycin 83  mg.,  .tetracycline  167  mg.),  phosphate 
buffered.  Bottles  of  16  and  100.  *Trademark 


World  leader  in  antibiotic  development  and  production 


zer)  Pfizer  Laboratories,  Brooklyn  6,  N.Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


an  ideal 
cerebral  Ionic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula.  ‘.2,3, 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  V2  teaspoonful 
contains: 

Pentylenetetrazol . . too  mg. 
Nicotinic  Acid 50  mg. 

1.  Levy,  s..  JAMA.,  153:1260,  1953 

2.  Thompson,  L.,  Procter  R., 

North  Carolina  M.  J.,  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med..  3:325,  1956 


CONFUSION... 


to  a 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOL 

DRUG  SPECIALTIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  psychoses. 

Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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nTz 


NASAL  SPRAY 


20  cc 


^^nTz.  . . singularly  effective  for  nasal  congestion  due  to 
either  allergic  or  infectious  causes." 

Levin,  S.J.:  Pediat.  Clin.  North  America  1:975,  Nov.,  1954. 


u/ttkuv  AecondA  -decongeAtuHv  /iyv  kouAA 


nTz  permits  the  patient  to  breathe  again, 
promoting  aeration  and  proper  sinus  drainage.  There 
is  usually  no  congestive  rebound  — virtually  no  side  effects. 
Patients  may  use  it  repeatedly  without  loss  of  effect. 


NTZ,  Neo-Synephrine  (brand  of  phenylephrine), 
Thenfadil  (brand  of  thenyldiamine) 
and  Zephiran  (brand  of  benzalkonium,  as  chloride, 
refined),  trademarks  reg.  U.  S.  Pot.  Off. 


LABORATORIES 

NEW  VOM  19.  N r 


Balanced  combination  of  three 
proved  intranasal  medications  — 

N eo-Synephrine®  HCI,  0.5% 

— dependable  vasoconstrictor 
and  decongestant 

Thenfadil®  HCl,  0.1% 

— potent  topical  anfihistaminic 

Z ephiran®  Cl,  1 :5000 

— antibacterial  wetting  agent 
and  preservative 


• NO  IRRITATION,  SEDATION,  EXCITATION 

• SANITARY,  CONVENIENT,  EFFECTIVE 


The  nTz  plastic  squeeze 
bottle  is  pocket  size, 
unbreakable  and  leakproof  — 
sprays  a -fine,  even  mist. 


• Rapidly  Effective 

• Prolonged  Relief 


HAY  FEVER, 


years  of 
documented 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORMEROORIN  (ta.a  mg.  of  j-cHLOROHERCURi-a-HETHOXY-PROPYLUREA 

EQUIVALENT  TO  10  MG.  OF  NON*tONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN*  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02ISS 
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Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients.' 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.^’^-? 

with  Path! Ion  {25  mg.): 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  antichoUnergic  drugs, 

Pathilon  ranked  high  in  chnical  results,  with  few  side  effects, 
minimal  comphcations,  and  few  recurrences.'* 

Now. . . with  PATH  I BAM  ATE . . .you  can  control  disorders  of  the 
digestive  tract  and  the  ^'emotional  oveihay^^  so  often  associated  with 
their  origin  and  perpetuation. . . loithout  fear  of  barbiturate 
loginesSf  hangover  or  addiction.  Among  the  conditwns  which  have 
shown  dramatic  response  to  PATH  I BA  MATE  therapy: 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 
ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on  PATHIBAM ATE /rom  clinical  investigators 


• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquihzing  drug.”^ 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 


t^evences: l.  Borrus,  J.  C.:  M.  Clin.  North  America, 

■ress,  1957.  2.  Gillette,  H.  E. : Internal.  Rec.  Med.  & G.  P. 
!.  169:453,  1956.  3.  Pennington,  V M.:  J.A.M.A., 

■ress,  1957.  4.  Gayer,  D.:  Prolonged  Anticholinergic 
rapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1 :301-309 
y)  1956.  5.  McGlone,  E B.:  Personal  Communication  to 
erle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
nmunication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
McGavack,  T.  H.:  Personal  Communication 
.ederle  Laboratories. 


tion.”® 


• PATH  I BAM  ATE  . . .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 


manifestations  and  nervous  tension  are  major 


chnical  symptoms.”’^ 


• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 


been  to  date  a most  effective  drug.”^ 


Iministration  and  Dosage:  l tablet  three  times  a day 

lealtimes  and  2 tablets  at  bedtime.  Full 

)rmation  on  PATHIBAMATE  available  on  request. 


ee  your  local  Lederle  representative. 


\ 


\ 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


unique 
derivative  of 
Rauwolf ia 
cane scene 


Harmonyr 


combines  the  full  effectiveness  of  the  rauwolfias 
with  a new  degree  of  freedom  from  side  effects 


Harmonyl  makes  rauwolfia  more  useful  in 
your  everyday  practice.  Two  years  of  clinical 
evaluation  have  shown  this  new  alkaloid  ex- 
hibits significantly  fewer  and  milder  side  ef- 
fects than  reserpine.  Yet,  Harmonyl  compares 
to  the  most  potent  forms  of  rauwolfia  in 
effectiveness. 

Most  significant:  Harmonyl  causes  less 
mental  and  physical  depression — and  far  less 
of  the  lethargy  seen  with  many  rauwolfia 
preparations. 

Patients  became  more  lucid  and  alert,  for 
example,  in  a study*  of  chronically  ill,  agi- 
tated senile  cases  treated  with  Harmonyl. 
And  these  patients  were  completely  free  from 
side  effects  — although  a group  on  reserpine 
developed  such  symptoms  as  anorexia, 
headache,  bizarre  dreams,  shakes,  nausea. 


Harmonyl  has  also  demonstrated  its  po- 
tency and  relative  freedom  from  side  effects 
in  hypertension.  In  a study  comparing  vari- 
ous forms  of  rauwolfia'h  the  investigators 
reported  deserpidine  “an  affective  agent  in 
reducing  the  blood  pressure  of  the  hyper- 
tensive patient  both  in  the  mild  to  moderate, 
as  well  as  the  severe  form  of  hypertension.” 
They  also  noted  that  side  reactions  were 
“less  annoying  and  somewhat  less  frequent” 
with  this  new  alkaloid.  Other  studies  con- 
firm that  few  cases  of  giddiness,  vertigo  or 
sense  of  detached  existence  or  disturbed  sleep 
are  seen  with  Harmonyl. 

Professional  literatime  on  this  unique  rau- 
wolfia derivative  is  available  upon  request. 
Harmonyl  is  supplied  in  0.1 -mg.,  j_l 

0.25-mg.  and  1-mg.  tablets.  vXtjutHl 


References:  1.  Communication  to  Abbott 
Laboratories,  1956.  2.  Moyer,  -J.  H.  et  al: 
Deserpidine  for  the  Treatment  of  Hyperten- 
sion. Southern  Medical  J.,  50:499,  April, 
1957. 


• Trademark  for  Deserpidine.  Abbott 
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©1930  Mead  Johnson  t Co. 


Newest  Pablum  Cereal 


is  35%  Protein 


Pablum  High  Protein  Cereal  is  derived  from  soy  beans, 
oats,  wheat  and  dried  yeast.  This  new  cereal  food  contains 
a level  of  active  assimilable  protein,  35%,  much  higher  than 
that  commonly  present  in  cereal  grains.  It  helps  to  keep 
baby  trim.  It  satisfies  baby’s  hunger  over  longer  periods  of 
time  than  even  foods  rich  in  carbohydrate. 

Like  all  Pablum  Cereals,  Pablum  High  Protein  Cereal 
is  made  by  nutritional  and  pharmaceutical  specialists. 


You  can  specify 


with  confidence! 


DIVISION  OF  MEAD  JOHNSON  t CO.,  EVANSVILLE,  IND.  • Manufacturers  of  Nutritional  and  Pharmaceutical  ProductI 


VoL,  84,  August,  1957 
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blood 


cholesterol 

-levels 


one  dose 
a day. . . 


announcing... 

a new  practical 
and  effective  method 
for  lowering  blood 

cholesterol  levels... 

Arcofac 


Just  one  dose  a day  effectively 
lowers  elevated  blood  cholesterol 

. . . while  allowing  the  patient 
to  eat  a balanced  . . . nutritious  . 
and  palatable  diet 

Each  tabtespoonful  of  Arcofac  contains: 

Linoleic  acid 6 Gm. 

Vitamin  Bg 0.6  mg. 

(sodium  benzoate  as  preservative) 

Arcofac  is  effective  in  small  doses 
and  is  reasonable  in  cost 
to  the  patient 


V THE  ARMOUR 

U i J 

LARORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE,  ILLINOIS 


Armour. ..Cholesterol  Lowering  . . . Factor 


FOR  OVER 


YEARS 


HASKELL’S 


>X)>V  IN 


CONVKNIUNT  OOSAfiK  IX  Hi.MS 


Phenobarbital 

Belladonna 

Alkaloids 

.Supplied 

\ BELBARB  No.  1 
per  tablet 

V-l  gr- 

hyoscyamine, 

atropine, 

Bottles  of  100.  .500 
and  1.000  tablets 

2 BELBARB  No.  2 
per  tablet 

Vi;  gr. 

and 

scopolamine 

Bottles  of  1(X).  .500 
and  1,000  tablets 

3 BELBARB-B 

with  B Complex  Supplement* 

Vi  gr. 

in  fixed 
proportion, 
approximately 
equivalent  to 

Tr.  Belladonna, 

8 min. 

Bottles  of  100,  500 
and  1.000  tablets 

/|,  BELBARB  Elixir 

per  fluidrachm  (4  cc) 

Vi  gr- 

Bottles  containing 

1 pt.  and  1 gal. 

3 BELBARB  Trisules 

1 Trisule  is  equivalent  to 

3 Belbarb  tablets 

Bottles  of  30  and  100 
Trisules 

‘Thiamine  Hydrochloride  — 5 mg..  Riboflavin  — 2 mg..  Calcium  Pantothenate  — 2.5  mg.,  Pyridoxine 
Hydrochloride  — 0.5  mg..  .Niacinamide — 10  mg..  Vitamin  Bjo  Activity  — 2 meg. 

Send  for  free  samples  and  literature. 

CHARLES  C.  HASKELL  & CO.,  INC.,  Richmond,  Virginia 
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Dran^ 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  CfcdotMi  hAmot'OjoeSiMc 

6A  'HUMmusc. 


For  topical  use:  in  V^  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., 


Tuckahoo,  N.  V. 


V'oL.  84,  August,  1957 
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Dexamyl*  smoothly  and  subtly  restores  a sense 
of  serenity,  security,  well-being  and  self-esteem. 
(And,  in  most  cases,  little  else  is  required.) 

‘Dexamyl’  (a  combination  of  dextro-amphetamine 
sulfate,  S.K.F.,  and  amobarbital)  is  available  as 
tablets,  elixir  and  Spansulet  capsules.  Made  only 
by  Smith,  Kline  & French  Laboratories,  Phila. 

*T.M.  Reg.  U.S.  Pat.  Off. 

fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
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iNEW  antidiarrheal  for 


■T-.'  1 


ANNOUNCING: 

.*■  . 

more  certain  control  of  virtually  all 

diarrheas 


i DONNAGEL 
1 NEOMYCIN 


Addition  of  neomycin  to  the 
ffective  Donnagel  formula  assures 
en  more  certain  control  of  most 
of  the  common  forms  of  diarrhea. 

Neomycin  is  an  ideal  antibiotic 
enteric  use:  it  is  effectively 
)acteriostatic  against  neomycin- 
iceptible  pathogens;  and  it  is 
relatively  non-absorbable. 

The  secret  of  Donnagel  with  Neomycin’s  clinical  dependability 
lies  in  the  comprehensive  approach  of  its  rational  formula: 


ANTIBIOTIC  - ADSORBENT  - DEMULCENT  - ANTISPASMODIC 


I^bi 


•ins 


COMPONENT 

in  each  30  cc.  (1  fl.  oz.) 

ACTION 

BENEFIT 

Neomycin  base  (210.0  mg.) 

(as  neomycin  sulfate  U.S.P.) 

antibiotic 

Affords  effective  intestinal  bacte- 
riostasis. 

Kaolin  (90  gr.) 

adsorbent, 

demulcent 

Bindstoxicand  irritatingsubstan- 
ces.  Provides  protective  coating 
for  irritated  intestinal  mucosa. 

Pectin  (2  gr.) 

protective, 

demulcent 

Supplements  action  of  kaolin  as 
an  intestinal  detoxifying  and 
demulcent  agent. 

Dihydroxyaluminum 
aminoacetate  (0.25  Gm.) 

antacid, 

demulcent 

Enhances  demulcent  and  detoxi- 
fying action  of  the  kaolin-pectin 
suspension. 

Natural  belladonna  alkaloids:  anti- 

hyoscyamine  sulfate  (0.1037  mg.)  soasmodic 

atropine  sulfate  (0.0194  mg.)  ^ 

hyoscine  hydrobromide  (0.0065  mg.) 

Relieves  intestinal  hypermotility 
and  hypertonicity. 

Phenobarbital  (Vi  gr.) 

sedative 

Diminishes  nervousness,  stress 
and  apprehension. 

Informational 
literature 
available 
upon  request. 


INDICATIONS:  Donnagel  WITH  Neomycin 
is  specifically  indicated  in  diarrheas  or 
dysentery  caused  by  neomycin-suscep- 
tible organisms;  in  diarrheas  not  yet 
proven  to  be  of  bacterial  origin,  prior  to  de- 
finitive diagnosis.  Also  useful  in  enteritis, 
even  though  diarrhea  may  not  be  present. 

SUPPLIED:  Bottles  of  6 fl.  oz.  At  all  pre- 
scription pharmacies. 


DOSAGE:  Adults:  1 to  2 tablespoonfuls  (15 
to  30  cc.)  every  4 hours.  Children  over  1 
year:  1 to  2 teaspoonfuls  every  4 hours. 
Children  under  1 year:  to  1 teaspoon- 

ful every  4 hours. 


ALSO  AVAILABLE:  Donnagel,  the  offginai 
formula,  for  use  when  an  antibiotic  is  not 
indicated. 


A.  H,  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


lEthital  PharmaceufUalt  of  Merit  tine 


IF  “ORIENTAL  FLU” 
SPREADS  ACROSS 
the  UNITED  STATES 


■ If  the  Far  East  Flu  spreads  across  the  United  States,  it  may  lead  to  the 
worst  epidemic  since  1918.  That  is  an  opinion  publicly  expressed  today  hy 
many  leading  physicians  and  health  officers  in  this  country. 

Thanks  to  the  antibiotics,  however,  many  complications  that  occurred 
after  World  War  I will  be  avoided.  A good  antibiotic  to  remember  for  those 
secondary  invaders  (staph-,  strep-  and  pneumococci)  is  Erythrociiv. 

You’ll  find  Filmtab  Erythrocin  invaluable  in  the  majority  of  coccal 
infections — including  those  problems  that  resist  other  antibiotics. 

In  addition,  you’ll  offer  patients  antimicrobial  therapy  with  a unique 
safety  record.  After  five  years,  there  has  not  been  a single  report  of  a serious 
reaction  to  Erythrocin. 

Filmtab  Erythrocin  (100  and  250  mg.),  in  bottles  C\  0 0 

of  25  and  100.  Usual  adult  dose  is  250  mg.  q.i.d. 


filrntabj 


STEARATE  (Erythromycin  Stearate,  Abbott) 

counteracts  complications  from  staph-, strep-and  pneumococci 


©Filmtab — Fiim-eealed  tablets,  Abbott;  pat.  applied  for 


.a  calmative  effect ..  .superior  to  anything  we 

had  previously  seen  with  the  new  drugs.”* 

true  calmative 


nostyn 


Ectylurea,  Ames 
{2-ethyl-cu-crotonyl  urea) 


the  power  of  gentleness 

allays  anxiety  and  tension 

without  depression,  drowsiness,  motor  incoordination 

Nostyn  is  a calmative— not  a hypnotic-sedative— unrelated  to  any  available 
chemopsychotherapeutic  agent  • no  evidence  of  cumulation  or  habituation  • does 
not  increase  gastric  acidity  or  motility  • unusually  wide  margin  of  safety 
—no  significant  side  effects 

dosage:  1 50-300  mg.  {V2  to  1 tablet)  three  or  four  times  daily, 
supplied:  300  mg.  scored  tablets,  bottles  of  48  and  500. 

♦Ferguson,  J T,  and  Linn,  F.  V.  Z.:  Antibiotic  Med.  & Clin.  Therapy  i:329,  1956. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 

AMES  COMPANY  OF  CANADA.  LTD.,  TORONTO 
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Meti-Derm  cream  0.5% 

watei  washable  — stainless  (Meticortelone,  free  alcohol) 

Meti-Derm  ointment  0.5% 

5 rng.  Meticortelone  and  5 mg.  Neomycin  Sulfate  with  Neomycin 

for  comprehensive  topical  therapy 


each  in  10  Gm.  tubes 


Meti'Derm,'  brand  of  prednisolone  topical. 
Meticortelone,®  brand  of  prednisolone. 

T.M. 


MO-J-l  I7 


quality  / RESEARCH  / INTEGRITY 


from  allergic  effects  of  pollen 

CO-PYRONIL 

(Pyrrobutamine  Compound,  Lilly) 


— with  minimal  side-effects 


Each  Pulvule  ‘ Co-PyroniV 
provides: 

‘PyroniV  15  mg. 

{Pyrrobutamine,  Lilly) 
‘Histadyl’  25  mg. 

{Thenylpyramine,  Lilly) 
‘Clopane 

Hydrochloride'  12.5  mg. 

{Cyclopentamine 
Hydrochloride,  Lilly) 


This  is  the  season  when  we  all  yearn  for  escape  from  every- 
day life,  to  “commune  with  nature.”  But,  to  the  one  allergic 
to  pollen,  this  craving  is  usually  easier  to  endure  than  the 
penalty  of  exposure  to  pollen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 

‘Co-Pyronil’  combines  the  complementary  actions  of  a 
rapid-acting  antihistaminic,  a long-acting  antihistaminic, 
and  a sympathomimetic. 


ELI  LILLY  AND  COMPANY 
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Guest  Editorial 


Gallstones  and  Heart  Disease 

'■^HE  CLINICAL  ASSOCIATION  of  gallstones  and  heart  disease  .still  furnishes 
a stimulating  topic  for  differences  of  opinion.  John  Hunter’s  own  physician, 


Edward  Jenner,  is  said  to  have  been  interested  in  the  role  of  gallstones  in  producing 
or  e.xaggerating  anginal  pain,  and  many  elaborate  articles  dealing  with  this  problem 
have  been  published  during  the  last  fifty  years.  In  spite  of  this,  much  uncertainty 
remains,  and  patients  are  often  allowed  to  continue  to  carry  gallstones  that  are  doing 
them  harm.  Fear  of  the  risk  of  surgery,  in  the  presence  of  a heart  that  is  not  normal, 
is  often  the  deciding  factor,  but  there  are  other  factors.  Our  general  subject  involves 
three  problems — (1)  that  of  mimicry,  leading  to  mistaken  diagnosis  of  heart  disease, 
(2)  that  of  coexistence  and  the  matter  of  trying  to  determine  how  much  of  the  clinical 
picture  is  due  to  gallstones  and  how  much  to  heart  disease,  and  (3)  the  study  of 
clinical  and  experimental  evidence  in  regard  to  w'hether  or  not  gallbladder  disease 
may  make  worse  existing  coronary  disease. 

Biliary  tract  pain  and  cardiac  pain  may  each  take  rather  bizarre  patterns.  Space 
does  not  permit  going  into  details  of  the  pathways  involved.  The  clinician  must 
surely  think  of  the  biliary  tract  as  a possible  source  of  thoracic  pain  if  he  is  to  avoid 
diagnostic  error. 

Coexistence  of  gallstones  and  heart  disease  is  certainly  more  than  mere  chance. 
Large  series  of  autopsies  indicate  that  gallbladder  disease  is  twice  as  common  in 
patients  with  coronary  disease.  The  physician  is  often  faced  with  a difficult  task  in 
trying  to  determine  how  much  of  the  picture  is  due  to  each  factor.  A ver}'  reasonable 
objection  to  our  general  thesis  is  the  well-kno\vn  fact  that  gallstones  are  commoner 
in  women  and  coronar}’  disease  is  commoner  in  men.  However,  for  some  unknown 
reason,  the  severe  forms  of  gallbladder  disease  tend  to  occur  in  males. 

Improved  experimental  methods  have  been  developed  that  demonstrate,  in  dogs, 
the  effects  of  distention  of  the  gallbladder  (or  common  duct)  on  coronary  flow  and 
on  the  electrocardiographic  tracing.  These  effects  may  be  prevented  by  atropine.  .Ample 


clinical  studies  are  available  to  confirm  these  obser\'ations.  In  general  the  effects 
are  far  more  evident  in  patients  with  abnormal  hearts  (or  dogs  whose  hearts  have 
been  made  abnormal  by  ligation  of  small  coronary  branches  or  by  sclerosing  injec- 
tions). The  addition  of  spasm  to  organic  diminution  of  coronary  channels  may  lessen 
coronary  flow  quite  as  effectively  as  progression  of  the  organic  changes. 

Xo  less  an  authority  than  Paul  D.  White  agrees  that  “a  troublesome  gallbladder 
. . . may  seriously  disturb  cardiac  function  in  the  presence  of  otherwise  silent  coronar}- 
disease."  It  is  obvious  that  operating  on  a patient  with  severe  coronary  disease,  in 
the  mistaken  impression  that  one  is  dealing  with  acute  intraabdominal  patholog}',  may 
be  disastrous.  It  is  less  obvious,  but  none  the  less  true,  that  withholding  operation 
for  gallstones  in  the  presence  of  heart  disease  may  be  very  harmful,  indeed,  to  the 
patient. 

With  good  anesthesia  and  good  surger}',  cholecystectomy  in  these  cases  carries  a 
very  low  risk — less  than  the  hazard  of  continued  medical  treatment.  The  results 
justify  more  frequent  resort  to  surgery  in  patients  with  coronary  disease  who  also 
harbor  gallstones. 

How.ard  a.  P.attersox,  M.D, 

Dr.  Patterson  is  chief  of  slirgery,  Roosevelt  Hospital,  New  York  City. 


Let’s  Reminisce! 

In  an  article  on  Cancer  from  a Clinical  Point  of  View,  Professor  v.  Xussbaum 
(Munchner  .\rztl,  Int.  Bl.  X'o.  10,  1875)  stated  that  “Cancer  is  a growth  of  the 
epitlielium  that  spreads  rapidly  and  supplants  the  stroma  of  connective  tissue,  by 
slight  causes  goes  into  ulceration,  as  a local  trouble,  produces  general  sickness  by 
bleeding  and  decomposition,  and  finally,  particles  are  carried  through  the  circulation 
into  different  organs,  producing  in  them  the  same  growth  and  organic  process,  end- 
ing now  in  death.  .\s  causes  of  cancer,  may  be  cited  old  age,  chagrin,  and  great 
mental  an.xiety;  lurther,  all  structures  incongruous  to  epithelium  and  connective  tissue 
predispose  to  cancer- — warts,  scars,  chronic  swollen  glands,  etc.  . . . Cancer  is  not 
born  with  the  individual,  and  is  not  contagious.  . . . Cancer  w radically  curable  by 
early  and  sufficiently  extended  operation.  . . . Medicines  often  aid,  esp)ecially  after 
scooping  out  the  cancer.  Among  the  most  valuable  are  iodine,  arsenic  and  cundurango. 
(Virginia  Medical  Monthly,  June  1875) 
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Combined  Antihistamine- Ascorbic 
Acid-Bioflavinoid  Therapy  in  Urticaria  and 
Related  Dermatoses 

A Preliminary  Report 

RICHARD  W.  FOWLKES,  M.D. 
E.  RANDOLPH  TRICE,  M.D. 
Richmond,  Virginia 


HE  BENEFICIAL  EFFECT  of  the  antihis- 
taminic  drugs  in  the  therapy  of  urticaria  and 
related  dermatoses  is  now  well  established.  How- 
ever, individual  response  to  these  drugs  is  variable 
and  a favorable  response  cannot  be  expected  in  all 
cases.  An  attempt  has  been  made  to  enhance  the 
effectiveness  of  this  therapy  by  ( 1 ) proper  selection 
of  the  antihistaminic  preparation  and  dosage  for  the 
individual  patient  and  (2)  addition  of  certain  drugs 
which  help  to  restore  normal  capillary  permeability. 

SELECTION  OF  APPROPRIATE 
ANTIHISTAMINIC  DRUG 

Pharmacologically,  the  antihistaminic  drugs  can 
be  divided  into  four  general  groups;  ethylenediamine, 
ethanolamine,  monamine  and  unclassified^.  Lewis^ 
pointed  out  that  individual  response  to  the  various 
histamine  antagonists  is  variable  and  suggests  that 
when  one  preparation  fails  it  should  be  withdrawn 
in  favor  of  another.  \\’hen  changing  from  one  prep- 
aration to  another  it  is  wise  to  select  one  from  a 
different  pharmacologic  group  than  the  original. 
The  following  case  history  illustrates  this  principle. 

Case — S.  T.  B.,  a 52-year-old  white  truckdriver 
sustained  a compound,  comminuted  fracture  of  the 
left  ulnar  and  radius  in  an  accident  on  November 
22,  1951,  and  received  large  doses  of  penicillin  fol- 
lowing reduction  of  the  fractures.  About  10  days 
after  penicillin  therapy  was  instituted  he  developed 
a generalized  urticarial  reaction.  Penicillin  was 
discontinued  but  the  urticaria  persisted  in  spite  of 
therapy  prescribed  by  various  physicians  over  the 
next  ten  months.  He  had  received  Benadryl  but  this 
had  been  discontinued  because  of  drowsiness  and 
nausea.  Pyribenzamine  had  been  of  no  apparent 

From  the  Department  of  Dermatology,  Medical  College 
of  Virginia. 

The  authors  wish  to  acknowledge  the  aid  of  Dr.  J.  H. 
Forbes,  Department  of  Biochemistry,  in  the  preparation 
of  this  report. 


benefit.  He  was  first  seen  by  us  on  September  15, 
1952,  because  of  persistent  urticaria.  Chlortrimeton 
and  phenagan  were  given  trial  runs  but  were  of 
no  avail.  Perazil,  on  the  other  hand,  offered  more 
thorough  but  not  complete  relief  in  doses  of  200 
mgm.  daily.  Numerous  other  antihistaminic  prep- 
arations were  given  clinical  trial  one  after  the  other 
but  Perazil  was  the  most  effective.  Other  measures 
used  empirically  during  the  course  of  the  eruption 
included  steroid  therapy,  autohemotherapy.  Staphy- 
lococcus Toxoid  injections,  intravenous  nicotinamide 
and  oral  dexadrine,  but  none  showed  any  apparent 
benefit.  In  May  1954,  he  was  started  on  ascorbic 
acid  250  mgm.  twice  daily  and  continued  on  Perazil 
and  there  was  complete  alleviation  of  symptoms  on 
this  combined  therapy. 

RESTORATION  OF  NORMAL 
CAPILLARY  INTEGRITY 

Numerous  attempts  to  supplement  antihistaminic 
therapy  with  other  drugs  which  affect  the  urticarial 
response  have  been  made.  Recently  Dobes®  reported 
on  the  apparent  beneficial  effects  of  calcium  glucono- 
lactobionate  combined  with  antihistamine.  Since 
increased  permeability  of  the  capillaries  is  known 
to  play  an  important  role  in  the  urticarial  reaction 
it  was  considered  worthwhile  to  study  the  possible 
value  of  high  doses  of  ascorbic  acid  and  a bio- 
flavinoid.  Quercetin,  in  conjunction  with  anti- 
hi.‘^taminics  in  the  treatment  of  urticaria  and  certain 
related  conditions.  The  importance  of  ascorbic  acid 
in  helping  to  maintain  normal  capillary  integrity  and 
permeability  has  been  well  established.  In  more  re- 
cent years  a considerable  amount  of  evidence  has  ac- 
cumulated indicating  that  the  bioflavinoids  (vitamin 
P substances)  also  are  involved  in  maintaining  the 
capillaries  in  a normal  state.  Quercetin  was  chosen 
for  this  study  because  it  is  a pure  substance  and 
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is  apparently  more  active  than  the  parent  substance, 
rutin^,  from  which  it  is  prepared  by  removal  of 
the  carbohydrate  side-chain.  Leake^  has  advocated 
the  use  of  ascorbic  acid  in  the  treatment  of  drug 
allergies^.  He  suggested  that  a relative  lack  of  this 
vitamin  might  make  cell  membranes  more  ^•ulnerable 
to  contact  with  provocative  allergens,  or  that  de- 
ficiency might  result  in  more  immediate  release  of 
histamine  than  that  occurring  in  adequately  nour- 
ished individuals.  On  the  basis  of  these  hypotheses, 
63  private  patients  were  given  ascorbic  acid  250 
mgm.  and  quercetin  60  mgm.  twice  daily  in  combina- 
tion with  antihistaminic  therapy.*  Perazil  was  the 
preparation  prescribed  for  most  patients  (45  pa- 
tients). The  remaining  patients  (18)  received 
either  Chlortrimeton,  Clistin  or  Benadr}!. 

RESULTS  AND  CONXLUSIOXS 

The  results  of  antihistamine-ascorbic  acid-quer- 
cetin tlierapy  are  listed  in  table  1.  No  attempt  is 
made  to  draw  statistical  conclusions  since  the  num- 
ber of  patients  is  small,  the  disease  processes  repre- 
sented are  variable  in  their  clinical  course  and  other 
unknown  factors  may  have  been  present  that  af- 
fected the  course  of  the  disease  in  individual  cases. 
.\s  would  be  normally  expected,  patients  with  acute 
urticaria  and  eix-thema  multiforme  showed  a favor- 
able response  but  our  impression  was  that  this  com- 
bined therapy  brought  about  a quicker  resolution 
of  lesions  than  one  would  expect  from  antihistamines 
alone.  The  results  in  chronic  urticaria  were  quite 
impressive  since  experience  has  shown  that  patients 
with  this  disease  often  may  be  vexing  therapeutic 

*Hasatin-C  tablets  containing  250  mgm.  of  ascorbic 
acid  and  60  mgm.  of  quercetin  were  made  available 
through  the  courtesy  of  the  Charles  C.  Haskell  & Co.,  Inc., 
Richmond,  Virginia. 


problems.  Of  the  eighteen  patients  with  chronic 
urticaria,  thirteen  obtained  immediate  marked  relief 
and  five  were  moderately  benefited.  It  had  been 
hoped  that  patients  with  troublesome  “id”  eruptions 
would  be  benefited  but  the  results  in  this  small  series 
were  disappointing.  No  toxic  or  adverse  reactions 
attributable  to  the  quercetin-ascorbic  acid  prepara- 
tion were  noted  in  any  of  the  patients  in  this  group. 

SUMMARY 

Effective  antihistamine  therapy  depends  to  some 
extent  on  the  selection  of  the  proper  preparation  for 
the  individual  patient.  When  one  preparation  fails 
it  should  be  replaced  by  another  preparation,  prefer- 
ably selected  from  a different  pharmacological  group 
than  the  original. 

Clinically,  the  benefit  of  antihistaminic  drug 
therapy  appears  to  be  enhanced  by  the  use  of  certain 
drugs  which  help  restore  normal  capillary  integrity, 
such  as  ascorbic  acid  and  the  bioflavinoids. 

Sixty-three  patients  wdth  urticaria  and  certain  re- 
lated dermatoses  were  treated  with  a combination  of 
antihistamine,  ascorbic  acid  and  a bioflavinoid, 
quercetin,  and  are  reported. 

Xo  toxic  or  adverse  reactions  attributable  to  the 
quercetin-ascorbic  acid  preparation  were  noted. 

The  results  in  the  treatment  of  patients  with 
chronic  urticaria  were  quite  encouraging  and  war- 
rant further  clinical  trial. 
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T.tBLE  1 


Di.cgnosis 

Number 
of  Cases 

Complete 

or 

]Marked 

Relief 

Moderate 

Relief 

No 

Relief 

Not 

Followed 

Acute  Urticaria 

12 

7 

3 

1 

1 

Ervthema  Multiforme 

4 

4 

Chronic  Urticaria 

18 

13 

5 

Infectious  Eczematoid  Dermatitis 

with  Id 

10 

1 

2 

6 

1 

Atopic  or  Generalized  Dermatitis. . . . 

6 

3 

2 

1 

Xummular  or  Localized  Neuroder- 

matitis 

5 

1 

2 

1 

1 

Pruritus  Ani 

3 

9 

1 

Pruritus  Heimalis 

2 

1 

1 

Acute  Contact  Dermatitis  

2 

1 

1 

Stasis  Dermatitis 

1 

1 

63 

28 

19 

10 

6 
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Salk  Vaccine  in 

Salk  vaccine  should  be  used  even  during  a major 
outbreak  of  polio,  since  its  possible  benefits  are 
greater  than  its  possible  dangers,  according  to  the 
Chicago  Board  of  Health.  Dr.  Herman  Bundesen 
based  this  statement  on  experience  gained  during 
the  1956  outbreak  of  polio  in  Chicago.  Evidence 
from  an  extensive  study  of  the  Chicago  experience 
“reinforces”  previous  findings  about  the  efficiency 
of  the  vaccine  as  a protection  against  polio. 

His  preliminary  report  appears  in  the  April  27th 
Journal  of  the  American  Medical  Asscciation.  Co- 
operating were  Dr.  Harald  M.  Craning,  regional 
medical  director  of  the  U.S.  Public  Health  Service; 
Dr.  Erwin  L.  Goldberg,  chief  medical  officer  of  the 
Chicago  Board  of  Health,  and  Frank  C.  Bauer,  .A.B., 
biostatistician  and  chief  of  public  health  methods 
of  the  Chicago  board. 

In  the  1,111  cases  of  polio  reported  in  Chicago  in 
1956,  841  persons  developed  paralytic  polio.  (9f 
these  841  persons,  285  did  receive  some  Salk  vac- 
cine. However,  200  had  received  only  one  inocula- 
tion, 85  had  received  but  two  inoculations,  and  none 
had  received  the  recommended  full  ccurse  of  three 
doses.  Twenty-four  of  the  285  did  not  get  vaccine 
until  they  were  actually  developing  polio.  Of  the 
36  persons  who  died,  eight  had  received  some  Salk 
vaccine.  Six  had  received  only  one  shot  and  the 
other  two  had  had  only  two  shots. 

The  rejwrt  explained  that  there  have  been  reserva- 
tions about  using  vaccine  during  epidemic  or  near- 
epidemic situations  because  of  the  possibility  of 
provoking  paralysis  at  the  site  of  inoculation  in 
persons  who  contract  the  disease.  Investigation  was 
made  on  375  persons  who  received  vaccine  and  who 
also  contracted  the  disease  during  the  first  nine 
months  of  1956.  Of  these,  279,  or  74  per  cent,  de- 
veloped paralysis  during  the  acute  stage  of  the  ill- 
ness. Site  of  the  inoculation  was  known  in  218 
cases.  Careful  study  showed  “clearly”  that  prior 
inoculation  did  not  influence  the  site  of  subsequent 
paralysis. 


701  Professional  Building 
Richmond  19,  Virginia 


Major  Outbreaks 

“Only  time  will  tell”  wl;ether  the  vaccine  admin- 
istered during  the  outbreak  had  an  effect  on  reduc- 
ing the  number  of  cases  that  would  ordinarily  have 
occurred  after  the  peak  of  the  outbreak.  However, 
they  have  assumed  that  the  vaccine  when  given  in 
the  three  properly  spaced  inoculations  was  at  least 
partly  resjx)nsible  for  limiting  the  spread  of  the 
outbreak.  The  incidence  of  polio  was  much  less  in 
those  areas  of  the  city  where  a high  proportion  of 
fjcrsons  had  received  the  three  recommended  shots 
than  in  the  areas  where  persons  had  received  none 
or  only  one  or  two. 

When  it  became  clear  that  there  was  a major  out- 
break occurring  in  Chicago,  the  board  of  health  and 
allied  groups  set  up  a program  of  inoculating  as 
many  persons  as  possible  within  the  affected  areas. 
Among  the  lessons  learned,  which  could  be  applied 
to  any  outbreak  of  a communicable  disease,  were 
these : 

If  the  inoculations  are  continued  after  the  out- 
break ends,  with  the  intention  of  giving  the  full 
course  of  three  shcts  before  the  beginning  of  the 
following  year’s  outbreak,  the  city  would  probably 
have  a higher  immunity  level  and  should  be  better 
prepared  to  face  a similar  situation. 

Each  case  should  be  reported  as  soon  as  the  diag- 
nosis is  made,  using  the  date  of  onset  of  disease  in- 
stead of  the  date  of  report,  to  determine  better  the 
trend  of  the  outbreak. 

Information  concerning  socioeconomic  status,  race, 
and  age  of  patients  should  be  collected  as  a guide 
for  directing  preventive  efforts  to  the  most  susceptible 
groups. 

The  diagnosis  of  each  case  should  be  checked  30, 
60,  and  90  days  after  the  case  is  reported.  A check 
on  the  418  cases  reported  as  nonparalytic  in  1956 
showed  the  “startling  fact”  that  after  the  original 
diagnosis  was  made  and  the  acute  stage  was  over, 
paralysis  appeared  in  148  persons. 
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Screening  for  Hypertension 


IN  RECENT  YEARS  hypertension  has  fallen 
from  the  lofty  state  of  a “disease  entity’’  to  the 
more  lowly  place  of  a “physical  sign  that  may  or 
may  not  indicate  a pathological  process”^.  Picker- 
ing-  has  speeded  this  fall  by  describing  hypertension 
as  merely  one  end  of  the  distribution  curve  of  ob- 
served blood  pressures.  This  view'  will  particularly 
attract  physicians,  who  need  patience  and  perse- 
verance in  using  the  available  hypotensive  drugs. 
Furthermore,  untreated  essential  hypertension  has 
an  average  course  of  twenty  years®,  and  hypotensive 
drugs  have  not  yet  been  proved  to  prolong  this  course 
in  asymptomatic  patients. 

There  are  serious  arguments  against  this  laissez 
faire  view’  of  hypertension.  \\'hether  or  not  it  is  a 
“disease”,  hypertension  is  certainly  accompanied  by 
a rise  in  mortality.  This  rise  in  mortality  is  related 
to  the  degree  of  elevation  of  the  blood  pressure'*. 
There  is  evidence  also  that  the  raised  arterial  pres- 
sure, and  nothing  but  this  high  pressure,  causes 
the  changes  that  lead  to  final  disability  and  death 
in  the  hyp>ertensive  patient®. 

Patients  with  conditions  other  than  hypertension 
cannot  be  clearly  set  aside  from  the  “normal”  popula- 
tion, although  these  conditions  are  usually  regarded 
as  pathologic.  When  tested  for  diabetes  mellitus, 
for  instance,  many  persons  have  blood  sugar  values 
between  those  classified  as  normal  and  those  aibi- 
trarily  grouped  as  abnormal.  A similar  situation  is 
found  in  testing  for  anemia,  when  some  results  are 
classified  neither  normal  nor  definitely  abnormal. 

vague  separation  of  normal  and  abnormal  values 
is,  therefore,  not  an  argument  against  classifying 
essential  hypertension  as  pathologic  nor  a valid  rea- 
son for  ignoring  the  asymptomatic  case,  provided 
that  treatment  can  be  shown  to  help  the  patient. 

In  the  United  States,  high  blood  pressure  causes 
progressively  more  disability  after  middle  life®.  Pick- 
ering suggests  that  when  some  specific  cause  raises 
arterial  pressure  for  a sufficiently  long  period,  the 

When  this  paper  was  submitted.  Dr.  Wylie  was  sta- 
tioned at  the  Naval  Station  Hospital,  Port  Hueneme, 
California.  He  is  now  located  at  20  Shackledell,  Steven- 
age, Herts,  England,  where  he  is  taking  a postgraduate 
medical  course. 

The  opinions  contained  in  this  paper  are  the  private 
ones  of  the  writer  and  are  not  to  be  construed  as  reflecting 
the  views  of  the  United  States  Navy. 


CHARLES  M.  WYLIE,  M.D 
Port  Hueneme,  California 

pressure  may  remain  high  when  the  original  cause 
is  removed.  Possibly,  therefore,  early  discovery  and 
treatment  will  benefit  the  as}Tnptomatic  patient  when 
more  is  knowm  of  the  etiology  of  “essential”  h)'per- 
tension  and  when  effective  treatment  is  available. 

At  least  5 per  cent  of  persons  have  blood  pressure 
values  above  the  commonly  quoted  upper  limits  of 
normal,  and  many  are  not  under  medical  super- 
vision. The  control  of  this  increasing  medical  and 
public  health  problem  may  require  not  only  treating 
asymptomatic  patients  when  they  visit  their  doctors 
but  also  actively  searching  for  them.  Screening  the 
population  for  high  blood  pressure  may  be  based  j 
on  the  same  rationale  that  now  causes  miniature  | 
radiography  units  actively  to  search  for  early  tuber-  ' 
culosis.  I 

This  paper  will  discuss  some  clinical  difficulties 
in  screening  for  hypertension  and  will  attempt  to 
define  the  place  of  screening  in  controlling  the  prob- 
lem of  hypertension.  It  will  also  present  the  results  j 
of  screening  for  high  blood  presssure  in  Baltimore, 
Maryland. 

DEFINITIONS 

Essential  hypertension  is  a sustained,  abnormally 
high  systolic  or  diastolic  blood  pressure  or  both,  when 
all  disorders  known  capable  of  causing  secondary 
hypertension  are  absent.  Ninety-five  per  cent  of 
hypertensive  patients  visiting  the  doctor’s  surgery 
have  essential  hypertension'^. 

Physicians  widely  accept  the  view  that  early  pul- 
monary tuberculosis  is  asymptomatic  and  that  the 
“early”  symptoms  of  phthisis,  in  fact,  indicate  ad- 
vanced disease.  Miniature  radiography  has  been 
used  on  a mass  scale  to  detect  the  presymptomatic 
case.  The  miniature  film  is  termed  a screening  test; 
this  procedure  sorts  out  p)ersons  who  probably  have 
abnormalities  from  those  who  probably  do  not. 

Likew'ise,  most  clinicians  agree  that  essential 
hypertension  has  no  specific  symptoms.  The  symp- 
tomatic patient  consults  his  doctor  usually  when 
hvpertension  has  existed  long  enough  to  cause  the 
ccmplications  of  advanced  disease. 

THE  SCREENING  TEST 
screening  test  must  be  simple,  rapid,  and  as 
accurate  as  possible.  The  greater  the  error  of  the 
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test,  the  larger  the  number  of  hypertensive  persons 
classified  as  “normal”  (the  false  negatives)  and  of 
healthy  persons  classified  as  “hypertensive”  (the 
false  positives). 

In  screening  for  hypertension,  blood  pressure 
values  are  chosen  as  screening  levels  above  which 
the  screenees  are  referred  for  further  examination. 
When  the  test  for  hypertension  is  inaccurate,  the 
screening  level  must  be  high  to  avoid  too  many  false 
positive  results.  Raising  the  screening  level,  how- 
ever, causes  more  hypertensives  to  be  missed.  These 
factors  must  be  considered  in  selecting  the  test  and 
its  screening  level. 

The  test  best  suited  to  screen  for  hypertension  is 
measuring  the  blood  pressure  with  a sphygmomano- 
meter. Indeed,  the  family  physician  uses  the  blood 
pressure  level  as  his  main  criterion  for  diagnosis. 
The  higher  the  subject’s  blood  pressure,  the  more 
likely  is  his  physician  to  diagnose  hvpertension. 
However,  individual  sphygmomanometric  readings 
may  be  expected  to  have  a mean  error  of  rb  8 mm. 
Hg.*  The  Baltimore  screening  levels  therefore  were 
higher  than  those  which  physicians  often  use  as  the 
lower  limits  of  normal. 

The  studies  of  Master,  Garfield  and  Walters®  in 
the  United  States  and  of  Hamilton  and  associates^® 
in  Britain  suggest  that  the  upper  limits  of  “normal” 
pressure  increase  with  age.  It  seems  reasonable, 
therefore,  to  use  higher  screening  levels  for  older 
age  groups.  Based  on  the  figures  of  Master  and 
associates  (1952),  the  Baltimore  screening  levels 
were: 

150/90  for  persons  under  35  years. 

160/96  for  those  35  through  49  years. 

170/100  for  those  50  years  or  older. 

These  values  were  used  for  both  sexes,  although 
average  values  differ  for  men  and  women®40 
same  levels  were  used  for  obese  subjects,  although 
fat  arms  give  readings  higher  than  the  true  blood 
pressures^b 

Either  arm  was  used,  since  readings  from  the 
two  arms  do  not  differ  consistently.  The  blood 
pressure  was  read  when  the  screenee  had  been  re- 
clining for  three  or  four  minutes.  Each  person  had 
been  in  the  clinic  about  20  minutes  and  had  become 
accustomed  to  his  new  surroundings.  The  point  of 
complete  cessation  of  the  sound  was  used  as  the 
index  of  diastolic  pressure,  in  accordance  with  the 
recommendations  of  the  Committee  to  Revise  Stand- 
ardization of  High  Blood  Pressure  Readings*.  Only 
mercury  sphygmomanometers  were  used. 

The  individual  was  referred  to  his  personal  phy- 


sician when  both  systolic  and  diastolic  j)ressures 
were  above  the  screening  levels.  'I'he  screenee  was 
also  referred  when  the  systolic  pressure  alone  was 
high  and  was  20  mm.  Hg.  or  more  above  the  screening 
level,  or  when  the  diastolic  pressure  alone  was 
10  mm.  Hg.  or  more  above  the  screening  level. 

SCREENING  RESULTS 

The  screening  program  in  Baltimore  tested  2,021 
persons  for  high  blood  pressure  and  for  a number  of 
other  conditions.  The  program  has  been  more  fully 
described  elsewhere^^.  The  persons  tested  were  17 
years  or  older,  and  were  part  of  a sample  popula- 
tion under  study  for  disease  prevalence.  When  pre- 
viously interviewed  at  home,  most  persons  rejjorted 
that  they  were  healthy  or  that  they  had  only  minor 
ailments.  A small  number  reported  more  serious 
conditions. 

The  clinic  staff  asked  each  person  if  he  had  high 
blood  pressure  or  if  he  were  under  medical  care  for 
this  condition.  Screenees  replying  affirmatively  to 
either  question  were  not  referred  when  the  test  was 
positive.  This  procedure  reduced  as  much  as  possible 
the  referral  of  patients  whose  hypertension  was  al- 
ready known  to  their  physicians.  Table  1 shows  that 
the  test  classified  as  abnormal  150  persons,  of  whom 
83  were  already  aware  of  the  condition. 

To  obtain  the  follow-up  results,  the  staff  got  in 
touch  with  the  remaining  67  persons.  Forty-one  had 
visited  their  doctors,  from  whom  the  staff  obtained 
reports  of  the  diagnostic  results.  Thirty-one  of  the 
41  screenees  visiting  their  physicians  were  con- 
firmed to  have  hypertension.  However,  the  physi- 
cians already  knew  of  most  cases;  only  11  new  cases 
were  confirmed.  The  physicians  had  apparently 
not  informed  the  remaining  20  patients  of  the  con- 
dition. 

Effects  of  Age  and  Sex.  In  general,  the  propor- 
tion of  positive  screenees  increased  with  age,  even 
although  screening  levels  were  higher  for  older  age 
groups.  More  women  than  men  aged  45  years  or 
older  were  p>ositive  screenees.  Other  studies  con- 
firm that  middle-aged  and  elderly  women  have  high- 
er blood  pressures  than  men  of  the  same  ages®40. 

Effects  of  Race.  Table  2 shows  the  results  by 
race  and  sex.  Positive  results  are  significantly 
greater  in  non-white  men  and  women  than  in  simi- 
lar white  groups.  The  blood  pressure  findings  con- 
firm the  clinical  impression  that  hypertension  is 
more  prevalent  in  Negroes  than  in  whites  in  the 
United  States. 


VoL.  84,  August,  1957 


389 


TABLE  1 


Results  of  Screening  for  Hypertension  and  of  Follow-up  with  the  Physician, 
BY  Age  and  Sex  of  Persons  Screened 


Screening  and  Follow-up  Results 

Total! 

Men,  by  Age  in 

Years 

Y 

om'*n, 

by  Ag3 

in  Years 

TotaP 

<30 

30-44 

45-64 

65+ 

TotaP 

<30 

30-41 

45  64 

65 -t- 

Number  screened 

2021 

923 

173 

404 

287 

57 

1005 

2)5 

432 

313 

74 

Positive 

150 

66 

2 

22 

36 

6 

84 

1 

16 

49 

16 

Hypertension  unknown  to  screenee 

67 

32 

1 

13 

15 

3 

35 

0 

9 

20 

5 

Follow-up  with  MD  completed 

41 

20 

0 

9 

9 

2 

21 

0 

6 

12 

3 

Hypertension  confirmed 

31 

13 

0 

6 

6 

1 

18 

0 

4 

11 

3 

Previously  unknown  to  MD 

11 

5 

0 

3 

2 

0 

6 

0 

2 

3 

1 

Rate  pei-  1000  persons  screened 


Number  screened 

1000 

1000 

1000 

1000  1000 

1000 

1000 

1009 

1000 

1000 

1000 

Positive 

74 

71 

12 

'4  12 

105 

77 

4 

37 

156 

216 

Hypertension  unknown  to  screenee 

33 

35 

6 

52 

53 

32 

0 

14 

38 

41 

Follow-up  with  MD  completed 

20 

22 

0 

A 31 

35 

19 

0 

14 

38 

41 

Hypertension  confirmed 

15 

14 

0 

1.  -'1 

18 

16 

0 

9 

35 

41 

Previously  unknown  to  MD 

5 

5 

0 

0 

6 

0 

5 

10 

14 

Hncludes  unknown  age  and  sex. 
^Includes  unknown  age. 


TABLE  2 


Results  of  Screening  for  Hypertension,  by  Race  and  Sex  of  Persons  Screened 


Screening  Result 

TotaP 

Persons 

Screened 

White 

Non-Y  hite 

Both 

Sexes 

Men 

Women 

Both 

Sexes 

Men 

Women 

Total  persons  screened 

, 2021 

1.569 

735 

834 

432 

177 

255 

Rate  per  1000  persons  screened 

Total  persons  screened 

1000 

1000 

1000 

1000 

1000 

1000 

1000 

Negative 

926 

941 

942 

940 

873 

876 

871 

Positive 

74 

59 

58 

60 

127 

124 

129 

Hncludes  20  persons  of  unknown  race  or  sex. 


BLOOD  PRESSURE  AND  OBESITY 

The  height  and  weight  of  each  screenee  were  meas- 
ured. When  the  weight  was  30  per  cent  or  more 
above  the  central  figure  in  the  Metropolitan  Life 
Insurance  Tables  the  screenee  was  classified  as 
“severely  obese”. 

Table  3 shows  the  blood  pressure  results  obtained 


from  obese  persons.  The  numbers  were  too  small 
to  give  significant  findings  in  persons  under  30  years 
and  in  those  65  years  and  older.  “Severely  obese” 
persons  in  the  middle  age  groups  had  much  higher 
pressures  than  those  without  severe  obesity.  Other 
reports  confirm  that  hypertension  is  more  prevalent 
in  obese  subjects^^. 
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TABLE  3 


Comparison  of  Obesity  and  Blood  Pressure  Results,  by  Age  and  Sex  of  Persons  Screened 


Both  S''X"s 

by  Age 

in  Years 

.411 

.\g''S 

Degree  of  Obes'tv,  bv  Blood 

Pressure  Result 

Total" 

<30 

30-44 

45-C4 

65 -h 

.Men^ 

Women^ 

Total  screened 

2018 

438 

834 

600 

131 

921 

1095 

Percentage  with  abnormal  B.P. 

7.4 

0 7 

4.4 

14  2 

16.8 

7 1 

7 7 

Not  S’ver.''lv  obese 

1726 

410 

722 

472 

107 

799 

925 

Percentage  with  abnormal  B.P. 

5.8 

0 7 

2.8 

11.7 

18  7 

5 9 

5.8 

Severelv  obese 

292 

28 

112 

128 

24 

122 

170 

Percentage  with  abnormal  B.P. 

16.8 

0 0 

15  2 

23.4 

8.9 

15  6 

17  6 

■Includes  unknown  age  and  sex.  unknown  age. 

Xote:  Only  thcs^  who  took  both  tests  are  tabulated. 


CONCLUSIONS  AND  SUMMARY 

Screening  programs  for  hypertension  may  provide 
epidemiologic  data  which  help  determine  the  etiology 
of  essential  hypertension  and  thus  may  assist  in 
the  final  control  of  this  condition.  However,  early 
treatment  of  hypertension  has  not  yet  been  shown 
to  be  beneficial  or  even  necessary. 

When  screening  for  hypertension  is  proposed, 
higher  levels  of  blood  pressure  for  older  age  groups 
give  fairly  satisfactory  results.  The  yield  of  pre- 
viously unknown  confirmed  cases  was  low  in  Balti- 
more. However,  the  results  confirmed  that  hyper- 
tension is  more  prevalent  in  older  women  than  in 
older  men,  in  Negro  than  in  white  persons,  and 
more  prevalent  in  severely  obese  persons  than  in 
those  not  severely  obese. 

References 

1.  Editorial:  Essential  Hypertension,  J.A.M.A.  160: 

673-674  (Feb.  24)  1956. 

2.  Pickering,  G.  W. : The  Concept  of  Hypertension,  Ann. 

Int.  Med.  43:  1153-1160  (Dec.)  1955. 

3.  Ferree,  J.  W. : Cardiovascular  Diseases  and  Public 

Health,  Pub.  H.  Rep.  71:  115-124  (Feb.)  1956. 

4.  Actuarial  Society  of  America  and  the  Association  of 

Life  Insurance  Directors:  Blood  Pressure  Study 

(1939),  New  York,  1940. 

5.  Freis,  E.  D.:  Should  We  Treat  Hypertension  Early? 

GP  14:  72-73  (July)  1956. 


6.  Research  Progress  Report:  High  Blood  Pressure,  Pub. 

H.  Rep.  70:  64-66  (Jan.)  1955. 

7.  Editorial:  Pathogenesis  of  Essential  Hypertension, 

J.A.M.A.  152:  1435-1436  (Aug.  8)  1953. 

8.  American  Heart  Association:  Recommendations  for 

Human  Blood  Pressure  Determinations  by  Sphyg- 
momanometers, New  York,  1951. 

9.  Master,  A.  M.,  Garfield,  A.  M.,  and  Walters,  M.  B. : 

Normal  Blood  Pressure  and  Hypertension,  Phila- 
delphia, Lea  and  Febiger,  1952. 

10.  Hamilton,  M.,  Pickering,  G.  W.,  Fraser  Roberts,  J. 

A.,  and  Sowry,  G.  S.  C. : The  Aetiology  of  Essen- 
tial Hypertension.  1.  The  Arterial  Pressure  in  the 
General  Population,  Clin.  Sci.  13:  11-36,  1954. 

11.  Ragan,  C.,  and  Bordley,  J.,  Ill:  Measurements  of 

Blood  Pressure,  Bull.  Johns  Hopkins  Hosp.  69: 
526,  1941. 

12.  Roberts,  D.  W.,  and  Wylie,  C.  M.:  Multiple  Screen- 

ing in  the  Baltimore  Study  of  Chronic  Illness, 
J.A.M.A.  161:  1442-1446  (Aug.  11)  1956. 

13.  Ideal  Weights  for  Women,  Statist.  Bull.:  Metropoli- 

tan Life  Ins.  Co.,  New  York,  23:  6-8  (Oct.)  1942. 

14.  Ideal  Weights  for  Men,  Statist.  Bull.:  Metropolitan 

Life  Ins.  Co.,  New  York,  24:  6-8  (June)  1943. 

15.  Thomas,  C.  B.,  and  Cohen,  B.  H.:  The  Familial  Oc- 

currence of  Hypertension  and  Coronary  Artery 
Disease,  With  Observations  Concerning  Obesity 
And  Diabetes,  Ann.  Int.  Med.  42:  90-127  (Jan.) 
1955. 


VoL.  84,  August,  1957 


.191 


Episioperineorrhaphy 


PISIOTOMY  and  immediate  perineorrhaphy  is 
the  life  long  interest  of  every  obstetrician.  He 
thinks  about  it,  talks  about  it,  writes  about  it,  and 
ever  strives  to  improve  his  performance  of  it.  In 
1929  Ro)ston  and  Hadden  laid  down  the  principles 
which  inspired  M.  Pierce  Rucker  to  the  perfection 
of  a technic,  the  performance  of  which  relieves  most 
parturients  of  perineal  pain,  obstetricians  of  con- 
cern for  perineal  healing,  and  gynecologists  of  rec- 
tocele  repair. 

These  principles  were  reiterated  in  19,19  when  he 
wrote:  “An  immediate  repair  of  the  perineum  is 
always  accompanied  by  considerable  swelling  of  the 
tissues.  If  sutures  are  tied  tightly  enough  to  bring 
the  edges  of  the  wound  in  apposition,  the  next  day 
they  will  be  cutting  and  constricting  the  tissues.  This 
is  both  painful  to  tlie  patient  and  inimical  to  heal- 
ing. If  the  sutures  are  tied  loosely  one  may  not 
get  primary  union.  In  other  words,  one  must  tie 
the  sutures  so  loosely  that  the  edges  of  the  wound 
will  just  come  in  contact  on  the  second  day,  a nicetv 
of  judgment  I was  never  able  to  acquire.  If  no 
knots  are  used,  the  sutures  adjust  themselves  to  the 
subsequent  swelling  and  keep  the  divided  tissues  in 
apposition  without  constriction  or  interference  of 
blood  supply.” 

On  this  principle  there  evolved  out  of  the  com- 
bined e.xperience  of  Rucker  and  Whitfield  a technic 
so  simple,  so  rooted  in  parturient  physiology  that 
it  could  have  been  developed  only  by  those  who  sf)ent 
many  long  years  before  the  perinea  of  parturient 
women. 

THE  EPISIOTOMV 

The  presenting  part,  breech  or  vertex,  approaches 
the  perineum.  When  the  labia  begin  to  separate, 
the  incision  is  made.  To  await  crowning  or  bulging 
is  to  obviate  the  need  for  episiotomy  because  stretch- 
ing and  laceration  of  the  “levator  sling”  has  already 
occurred.  Perineal  support  depends  upon  incision 
and  immediate  repair  of  mucosa,  endopelvic  fascia, 
urogenital  diaphragm,  superficial  levator  fascia, 
muscle,  and  perineal  skin. 

BICKERS,  WILLIAM,  Attending  Obstetrician  to  Rich- 
mond M emorial,  Retreat  for  Sick,  Sheltering  Arms,  and 
Evangeline  Booth  Hospital. 


WILLIAM  BICKERS,  M.D. 

Richmond,  Virginia 

The  incision  is  a mediolateral  one.  This  literally 
means:  median  incision  in  the  vaginal  mucosa; 
oblique  incision  in  the  perineal  body.  The  hymen 
is  nicked  in  the  midline  with  scissors  and  mucosa 
and  endopelvic  fascia  are  incised  for  several  cen- 
timeters. (Fig.  1.)  The  vaginal  blade  of  the  scis- 


Fig.  1 — The  episiotomy  is  a two-step  procedure:  median 
incision  of  the  vaginal  mucosa  and  mediolateral  in- 
cision of  the  perineal  body. 

sors  is  then  directed  laterally  beneath  the  mucosa  and 
a mediolateral  incision  is  made  in  the  perineal  body. 
It  is  a two-step  procedure:  median  incision  of 
mucosa,  mediolateral  incision  of  the  perineal  body. 

The  common  error  in  mediolateral  episiotomy  is 
incision  of  mucosa  and  perineal  body  with  a single 
bite  of  the  scissors.  (Fig.  2.)  This  produces  an 
oblique  incision  in  the  mucosa,  difficult  of  approxi- 
mation, with  its  upper  angle  in  the  lateral  sulcus 
favoring  extension.  (Fig.  3.)  The  two-step  pro- 
cedure makes  for  easy  approximation  of  the  mucosa, 
eliminates  the  hazard  of  extension,  and  blood  loss 
is  less  in  the  relatively  avascular  mid-zone.  Medio- 
lateral incision  in  the  j>erineal  body  reduces  the  haz- 
aid  cf  thi  d-degrte  laceration. 
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Fig.  2 — A common  error  in  the  performance  of  medio- 
lateral  episiotomy  is  incision  of  the  mucosa  and  perineal 
body  with  a single  bite  of  the  scissors. 


devitalized,  edematous,  contaminated  tissue.  Free 
and  unrestricted  vascular  and  It  inphatic  tlow  ;ind  the 
absence  of  lochia  beneath  the  suture  line  tire  essen- 
tial to  primary  healing.  How  can  tliese  ])rere(iuisites 
for  healing  lie  accomplished?  First  there  should  be 
no  knots,  no  constriction  of  va.scular  and  lymphatic 
flow.  Second,  the  mucous  membrane  and  the  jierineal 
.skin  must  be  imitervious  to  lochial  drtiinage  into 
the  ])erineal  Ijody. 

The  U|)per  angle  of  the  vaginal  incision  is  clo.sed 
with  a locked  bite  of  0 chrcmic  on  an  titraumatic 
1 in.  curved  needle.  Actually  the  t_\pe  of  suture  is 
of  little  significance.  The  imjiortant  first  step  is 
to  get  the  suture  well  above  the  angle  so  as  to  make 
it  imjiossible  for  lochial  drainage  to  find  its  way 
into  the  perineal  body.  The  tail  of  the  suture  is 
grasped  with  a hemortat  and  held  by  the  assistant  or 
thrown  over  the  patient's  abdomen.  Continuous 
locked  chromic  then  approximates  the  mucosa  and 
endop'elvic  fascia  down  to  the  lu-meneal  ring.  (Fig. 

4.) 


MUCOSA  CLOSED  WITH  LOCK  STJTCH  j 


Fig.  -t — Perineorrhaphy  is  accomplished  with  a single 
strand  of  0 atraumatic  chromic.  The  first  bite  is  well 
above  the  upper  angle  of  the  median  vaginal  incision, 
even  higher  than  the  illustration  would  indicate.  A 
continuous  1 eked  suture  approximates  the  mucosa  and 
submucosal  tissue  down  to  the  hymeneal  ring. 


Fig.  3 — When  the  mediolateral  episiotomy  is  made  with 
a single  bite  of  the  scissors  an  oblique  incision  with  its 
upper  angle  in  the  lateral  sulcus  is  the  inevitable  result. 
This  f avors  extension. 


THE  PERINEORRHAPHY 

Perineorrhaphy  following  episiotomy,  unlike  other 
surgical  procedures,  is  accomplished  in  partially 
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^^■hen  the  mucosa  is  closed  the  needle  passes  pos- 
terior to  the  hymen  and  emerges  deep  in  the  trough 
of  the  perineal  incision.  It  continues  with  descend- 
ing transverse  bites  to  close  the  deep  muscle  la}’ers 
down,  to  the  lower  angle  of  the  perineal  incision. 
(Fig.  5.)  The  suture  is  then  reversed  and  a series 


MUSCLES  CLOSED  WITH  DESENDING 
CONTINUOUS  SUTURE 


Fig.  5 — After  closure  of  the  mucosa  the  needle  is  passed 
posterior  to  the  hymen  and  comes  out  deep  in  the  trough 
of  the  perineal  incision.  The  muscles  are  closed  with 
a series  of  descending  transverse  bites. 

of  ascending  transverse  bites  approximates  the  super- 
ficial levator  fascia.  (Fig.  6.) 

.■\t  this  point  the  perineal  body  is  lying  in  apposi- 
tion and  only  the  skin  and  subcutaneous  tissue  remain 
to  be  closed.  Employing  the  same  strand  a series 
of  descending  subcuticular  bites  approximates  the 
skin.  On  reaching  the  lower  angle  the  needle  is 
passed  deep  into  the  perineal  body  and  brought  out 
several  centimeters  lateral  to  the  incision.  (Fig.  7.) 
The  strand  is  grasped  with  a hemostat  and  the 
needle  is  cut  off.  In  the  entire  procedure  not  a single 
knot  is  tied. 

The  placenta  is  delivered,  if  it  has  not  already 
separated  and  delivered  during  the  perineorrhaphy. 
Relaxation  sometimes  occurs  during  delivery  of  the 
placenta.  This  is  compensated  by  traction  made 
on  the  two  free  ends  of  the  suture.  The  ends  are 
cut  leaving  several  centimeters  of  catgut  exposed 


FASCIA  CLOSED  WITH  ASCENDING 
CONTINUOUS  SUTURE 


Fig.  6 — The  superficial  levator  fascia  is  closed  with  the 
same  suture  ascending  in  a series  of  transverse  bites. 


Fig.  7 — The  skin  is  closed  with  a descending  subcuticular 
suture  of  the  same  strand.  When  the  lower  angle  of 
the  skin  incision  is  closed,  the  needle  is  passed  deep 
into  the  perineal  body  and  brought  out  at  the  base  of 
the  labia  majora. 
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I 

I at  the  upper  vaginal  angle  and  on  the  perineum.  It 
! is  important  to  leave  at  least  2 cm.  During  the  first 
24  to  48  hours  of  healing  edema  occurs  and  the 
! suture  retracts. 

j When  doing  this  repair  for  the  first  time  one  cuts 
j the  unknotted  ends  of  the  single  strand  suture  with 
j fear  and  trepidation,  certain  that  separation  of  the 
perineal  body  must  ensue.  The  fact  is  that  after 
; 48  hours  the  two  ends  of  the  strand  are  fcund  to 
I have  retracted  for  about  1 cm.  Healing  is  almost 
invariably  by  primary  union.  Indeed,  the  routine 
I employment  of  this  technic  makes  one  almost  un- 
aware of  perineal  breakdowns. 

There  is  no  postoperative  care  other  than  usual 
j cleanliness.  Patients  are  permitted  bathroom  priv- 
ileges at  will. 


Report  Suspected 

An  editorial  in  the  June  29th  Journal  of  the 
American  Medical  Association  urges  all  physicians 
to  report  any  suspected  cases  of  Oriental  influenza 
immediately  to  their  health  departments. 

Epidemics  of  influenza  have  swept  various  Far 
Eastern  countries,  and  U.S.  Public  Health  Service 
officials  expect  outbreaks  to  occur  in  the  United 
States  as  more  travelers  return  from  the  Orient. 

By  reporting  any  suspected  cases  to  local  health 
departments,  the  cases  can  be  quickly  investigated 
and  laboratory  diagnosis  made.  U.S.  Public  Health 
Service  epidemic  intelligence  officers  assigned  to 
state  and  local  health  departments  will  assist  in 
such  investigations.  As  new  developments  occur, 
the  medical  profession  will  be  kept  inform.ed 
through  medical  channels.  In  the  meantime,  “full 
advantage”  should  be  taken  of  the  resources  of  the 
state  and  local  health  departments.  They  are  in 
constant  receipt  of  information  and  have  lists  of 


CONCLUSIONS 

The  modified  Rucker-Whitfield  episioperineor- 
ihaphy  is  a surgical  procedure  based  on  physiologic 
principles  peculiar  to  the  parturient  vagina  and 
perineum. 

The  episiotomy  is  a two-step  procedure:  median 
incision  of  the  mucosa;  mediolateral  incision  of  the 
perineal  body. 

The  perineorrhaphy  is  accomplished  with  a single 
strand  of  0 chromic.  It  apj^roximates  the  mucosa  in 
the  midline  and  the  perineal  body  mediolaterally 
in  a continuous  suture  of  four  layers.  The  ends  of 
the  suture  are  left  free  at  the  upper  angle  of  the 
vaginal  incision  and  at  the  lower  angle  of  the 
perineal  incision.  In  this  edematous,  partially  de- 
vitalized, contaminated  tissue  there  is  no  knot  tied. 
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Influenza  Cases 

laboratories  with  facilities  or  diagnosing  influenza. 

A center  for  epidemic  intelligence  is  being  main- 
tained in  the  National  Office  of  Vital  Statistics  of 
the  Public  Health  Service,  and  summaries  of  this 
information  appear  weekly. 

In  addition  to  following  the  epidemics  in  the 
Ear  East  and  on  commercial  and  U.S.  Navy  vessels, 
the  U.S.  Public  Health  Service  and  the  World  Health 
Organization  have  set  up  an  extensive  program  for 
tracing  and  preventing  outbreaks  in  the  United 
States. 

The  disease,  caused  by  a new  form  of  type  A 
influenza  virus,  has  typical  influenza  symptoms; 
rapid  onset,  fever,  general  tiredness,  muscle  aches, 
and  running  nose.  It  last  three  to  five  days.  Attack 
rates  have  Ireen  as  high  as  19  per  cent,  although 
mortality  rates  have  been  less  than  1 per  1,000 
cases.  Most  deaths  occurred  in  infants  and  persons 
already  weakened  by  age,  chronic  illness  or  hunger. 
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Hormonal  Management  of  Spontaneous 
Hemorrhage 


SUDDEN  and  unexpected  hemorrhage  is  one  of 
the  most  formidable  and  alarming  problems  in 
medicine.  This  bleeding  happens  without  warning 
and  usually  with  no  intimation  of  previous  disease. 
The  most  frequent  site  is  the  nose,  but  hemorrhage 
can  take  place  ancxvhere  in  the  respiratory,  gastro- 
intestinal or  genito-urinary  tract  and  in  such  vol- 
ume as  to  shock  and  almost  exsanguinate  the  victim. 
Less  evident  forms  occur  in  the  enclosed  cavities  and 
into  organs  where  even  drops  of  blood  can  inflict 
irreparable  damage.  Subarachnoid,  intra-ocular, 
pericardial,  intramural  vascular  bleeding  and  others 
are  in  this  categoix'  but  will  only  be  mentioned  in 
this  discussion. 

I have  advanced  the  theory  that  all  these  hemor- 
rhages are  the  result  of  a single  disease  which,  for 
want  of  a better  term,  has  been  labelled  “Spon- 
taneous Hemorrhage"'^"^.  That  these  hemorrhages 
are  not  spontaneous  is  evident.  That  they  are  dif- 
ferent is  equally  obvious  but  the  differences  lie  only 
in  the  tissues  and  types  of  vessels  affected.  The 
common  factor  is  the  sudden,  unexjjected  and  often 
unsuspected  release  of  blood  with  manifestations  of 
almost  infinite  variety,  depending  upon  where  it 
happens. 

This  contribution  deals  with  the  hormonal  man- 
agement of  those  hemorrhages  which  are  either  vis- 
ible or  easily  discovered.  For  example,  gastro- 
intestinal bleeding,  even  from  a peptic  ulcer,  hemor- 
rhoids or  varicosities  of  the  esophagus,  may  not  be 
apparent  at  first,  but  its  presence  is  soon  revealed 
by  shock,  a change  in  the  stools  or  the  onset  of 
vomiting.  Nor  is  this  bleeding  always  in  great 
volume.  Instead  there  may  be  a slow,  steady  loss 
or  repeated  small  hemorrhages  which,  in  due  course, 
can  reduce  the  blood  volume  to  the  minimum  com- 
patible with  life.  Bleeding  arising  from  the  so- 
called  hemorrhagic  disorders  or  associated  with 
tumors  or  infections  are  not  to  be  considered.  Gyne- 
cological bleeding,  although  hormonal  in  origin, 
also  will  not  be  included. 

The  present  management  of  spontaneous  hemor- 
rhage is  based  solely  on  efforts  to  locate  and  then 
occlude  the  bleeding  point.  The  many  devices  for 
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this  purpose,  such  as  nasal  packs,  subtotal  gas- 
trectomy, hemorrhoidectomy  or  balloons  in  the  eso- 
phagus are  directed  at  the  bleeding  but  not  the  dis- 
ease. Moreover  these  expedients  are  of  no  avail 
when,  as  so  often  happens,  the  source  of  bleeding 
is  obscure  or  inaccessible.  If,  as  I have  maintained, 
these  hemorrhages  are  hormonal  in  origin,  then  they 
should  respond  to  hormone  therapy.  So  many  hem- 
orrhages have  been  arrested  by  this  means  that  I 
consider  hormonal  control  to  be  the  treatment  of 
choice  which  can  be  supplemented  by  such  other 
measures  as  may  be  deemed  necessary,  if  and  when 
they  become  feasible.  The  method  is  not  infallible 
but  it  does  offer  a provocative  approach  to  this  per- 
plexing disease. 

ILLUSTRATIVE  CASES 

These  cases  are  neither  rare  nor  exceptional.  No 
abnormality  of  the  blood,  other  than  secondary  ane- 
mia, was  found  and  in  all  the  clotting  mechanism 
was  normal.  Hypertension  was  a factor  in  only 
one  case  and,  in  my  opinion,  is  not  a cause  of  bleed- 
ing. Race  makes  little  difference  and  sex  does  not 
enter  the  picture  since  in  the  entire  series  almost 
as  many  men  as  women  were  affected.  Intravenous 
estrogen,  occasionally  augmented  by  cortisone,  with 
narcotics  and  transfusions,  was  the  only  therapy 
employed.  All  but  two  of  these  patients  were  treated 
by  colleagues. 

Case  Xo.  1.  V.K.,  female,  age  62,  was  brought 
to  the  hospital  with  hemoptysis.  She  was  in  mod- 
erate shock  and  the  hemoglobin  was  7.5  grams.  She 
was  given  20  mg.  of  estrogen  intravenously  and  her 
condition  began  improving  in  about  30  minutes. 
Two  days  later  she  had  another  moderate  hemor- 
rhage which  also  responded  to  intravenous  estrogen. 
Investigation  of  the  lungs  and  abdomen  failed  to 
reveal  any  source  of  bleeding,  although  undoubtedly 
it  was  pulmonary  in  origin. 

Case  Xo.  2.  S.H.,  female,  age  66,  entered  the 

hospital  for  hematemesis,  tarry  stools  and  congestive 
failure.  She  had  only  5 grams  of  hemoglobin  and 
was  given  a transfusion  with  20  mg.  of  intravenous 
estrogen,  .\bout  6 hours  later,  she  again  vomited 
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bright  red  bloixl  and  another  20  mg.  of  estrogen  was 
given.  There  were  two  more  episodes  of  this  nature 
several  days  iij>art  but  with  diminished  bleeding. 
She  began  improving  after  the  first  dose  of  estrogen 
and  the  bleeding  finally  ceased.  Her  cardiac  re- 
serve, although  not  good,  also  improved.  An  asymp- 
[ tomatic  ulcer  was  found  in  the  duodenum. 

Case  Xo.  3.  S.R.,  female,  age  .19,  was  admitted 
to  the  hospital  for  severe  epistaxis  and  hypertension. 
Estrogen  was  given  intravenously  and  the  bleeding 
stopped  in  35  minutes.  It  started  again  in  3 hours 
and  another  dose  of  estrogen  was  given  which  was 
equally  effective.  The  bleeding  then  returned  sev- 
eral times  but  at  intervals  of  days.  Each  hemor- 
rhage was  smaller  and  quickly  controlled  until  they 
stopped  altogether.  My  impression  of  this  patient 
is  that  she  would  have  endured  packing  for  days 
and  then  required  arterial  ligation  to  control  the 
bleeding. 

Case  No.  4.  L.C.,  male,  age  39,  was  admitted  to 
the  hospital  for  rectal  bleeding.  The  hemoglobin 
was  only  4.75  grams.  The  history  began  with  a 
severe  hemorrhage  5 years  previously  for  which  he 
was  admitted  to  a hospital  but  was  not  operated 
upon.  Two  years  ago  hemorrhoidectomy  was  done 
but  he  still  bled  intermittently.  During  this  admis- 
sion, after  sufficient  transfusions  had  been  given, 
another  operation  was  done  and  the  major  portion 
of  the  bleeding  area,  in  the  hemorrhoidal  region,  was 
excised.  Six  days  after  operation,  he  had  another 
hemorrhage  which  continued  until  estrogen  therapy 
was  instituted.  This  case  is  one  of  many  which 
illustrates  the  persistence  of  the  disease  and  the 
inadequacy  of  operation. 

Case  No.  5.  L.S.N.,  male,  age  76,  had  increasing 
difficulty  with  urination  for  6 months  when  he  began 
voiding  small  amounts  of  almost  pure  blood.  He 
was  admitted  to  the  hospital  and  rectal  examination 
disclosed  a smooth,  hypertrophied  prostate.  Cathe- 
terization released  a large  amount  of  bloody  urine. 
The  catheter  was  left  in  place  and  it  continued  to 
drain  bloody  urine  until  20  mg.  of  estrogen  was 
administered.  He  was  given  another  dose  the  next 
day  and  then  1.25  mg.  by  mouth  daily  thereafter. 
He  refused  cystoscopy.  Four  days  later  the  catheter 
was  removed  and  he  began  voiding  normally.  This 
event  occurred  14  months  ago  and  he  has  had  no 
further  difficulties  with  either  bleeding  or  voiding. 

Case  No.  6.  J.S.,  male,  age  64,  w'as  admitted  to 
the  hospital  with  hemoptysis,  epistaxis  and  a history 
of  tarry  stools  during  the  past  week.  He  was  in 
moderate  shock  and  the  hemoglobin  was  7.6  grams. 


Intravenous  estrogen  with  cortisone  and  a trans- 
fusion were  given  at  once.  The  epistaxis  stojjjjcd 
in  about  40  minutes  and  his  condition  began  imj)rov- 
ing  within  an  hour.  The  estrogen  was  repeated  sev- 
eral times  until  his  stool  was  clear  of  blood.  The 
source  of  the  hemorrhage  could  not  Ije  found. 

Case  No.  7 . A.S.D.,  male,  age  55,  had  been  ad- 
mitted to  the  hospital  on  several  occasions  with  severe 
chronic  nephritis,  hypertension,  arteriosclerosis  and 
gastro-intestinal  bleeding.  The  hemoglobin  would 
be  low  and  tranfusions  were  always  started  imme- 
diately. During  one  admission,  he  w'as  given  24 
transfusions  in  10  days.  The  stools  still  w'ere  tarry 
and  the  hemoglobin  at  the  time  fell  to  3 grams.  Es- 
trogen was  administered  intravenously  and  the  stools 
became  clear  the  next  day.  The  hemoglobin  began 
rising  and  x-ray  studies  failed  to  reveal  the  source 
of  hemorrhage.  He  had  no  more  bleeding  but  finally 
succumbed  to  the  nephritis.  At  autopsy,  the  only 
possible  source  of  bleeding  was  a tiny  ulcer  in  the 
lower  ileum. 

The  opinion  of  Lewison®  regarding  peptic  ulcers 
is  apj)licable  to  this  case:' most  bleeding  ulcers  are 
not  due  to  actual  penetration  of  blood  vessels  and 
the  extent  or  severity  of  bleeding  may  not  necessarily 
be  related  to  the  size  of  the  ulcer  or  the  magnitude 
of  the  vessel. 

Case  No.  8.  L.S,.  male,  age  68,  had  had  a trans- 
urethral prostatic  resection  3 weeks  before  coming 
to  my  office  in  the  middle  of  the  night,  voiding  almost 
pure  blood.  His  convalescence  had  been  normal  and 
he  had  been  home  nearly  2 weeks  before  this  mis- 
fortune awakened  him.  A catheter  was  inserted 
and  600  cc.  of  almost  pure  blood  was  evacuated  but 
bright  red  blood  still  continued  to  drip.  Estrogen 
was  given  intravenously  and  the  bleeding  appar- 
ently stopi)ed  ljut  recurred  6 hours  later.  He  was 
admitted  to  the  hospital  and  a retention  catheter 
was  inserted.  The  bleeding  was  controlled  with 
repeated  injections  of  estrogen  and  a week  later, 
cystoscopy  was  done.  The  area  of  operation  seemed 
to  be  well  healed  with  no  evidence  of  recent  slough- 
ing. The  fundus  of  the  bladder  could  not  be  seen 
because  of  tenacious  clots  which  resisted  all  attempts 
at  evacuation.  Finally  suprapubic  cystotomy  was 
done  and  the  clots  removed  but  the  bladder  mucosa 
and  the  prostatic  bed  were  entirely  normal.  There 
has  been  no  recurrence  of  the  bleeding. 

Case  No.  9.  M.T.,  male,  age  70.  This  case  up- 
holds my  Ijelief  that  spontaneous  hemorrhage  is  a 
clinical  entity  in  itself,  that  merely  arresting  the 
hemorrhage  does  not  cure  this  disease  and  if  one 
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avenue  of  bleeding  is  closed,  another  will  develop. 
Over  a period  of  6 years,  this  patient  had  3 opera- 
tions, 2 gastric  resections  and  a vagotomy,  for  bleed- 
ing peptic  ulcer.  He  remained  free  of  bleeding  for 
several  years  until  he  suddenly  had  severe  hemop- 
tysis from  a telangiectatic  area  at  the  base  of  the 
tongue.  This  bleeding  was  rapidly  controlled  with 
intravenous  estrogen.  Three  months  later,  it  was 
necessary  to  e.xcise  an  ulcer  from  his  lower  lip,  the 
result  of  irradiation  therapy  of  an  epithelioma. 
Twelve  hours  after  operation  he  had  a large  hem- 
orrhage from  his  nose  and  this  bleeding  also  re- 
sponded to  estrogen. 

Case  Xo.  10.  M.H.,  female,  age  39,  was  referred 
to  me  for  the  removal  of  bleeding  hemorrhoids.  She 
had  a long  history  of  rectal  bleeding  but  during  the 
previous  2 months,  had  bled  every  day  after  a stool 
and  sometimes  these  hemorrhages  were  quite  large. 
Examination  revealed  internal  hemorrhoids  which 
did  not  prolapse  but  there  were  no  polyps  or  other 
disease  beyond  them.  The  hemorrhoidal  vessels  were 
large,  dusky  in  color  and  oozing  a small  amount  of 
bright  blood.  Estrogen  was  given  intravenously  and 
repeated  the  next  day  and  the  bleeding  promptly 
5topped.  Examination  a few  days  later  disclosed 
the  dilated  veins  had  shrunk  and  the  mucous  mem- 
brane over  and  around  them  had  resumed  its  normal 
color.  Six  months  have  elapsed  and  there  has  been 
no  recurrence  of  the  bleeding. 

This  therapy  is  recommended  only  for  uncom- 
plicated internal  bleeding  hemorrhoids.  When  bleed- 
ing is  associated  with  prolapse,  thrombosis  or  any 
other  complication,  it  should  be  stopped  before  in- 
tervention is  undertaken. 

Case  Xo.  11.  The  case  of  F.G.,  male,  age  23, 
demonstrates  the  effect  of  estrogen  on  delayed  hem- 
orrhage. He  had  had  a loyver  molar  extracted  and 
3 days  later  began  bleeding  from  the  cavity.  Packs, 
hemostatics  and  other  measures  yvere  taken  but  the 
bleeding  continued  for  2 weeks  until  the  patient 
was  sent  to  the  hospital.  After  intravenous  estrogen 
had  been  given,  the  bleeding  stopped  in  about  30 
minutes  and  did  not  recur. 

Case  Xo.  12.  G.B.,  male,  age  55,  yvas  admitted 

to  the  hospital  for  massive  gastro-intestinal  bleed- 
ing, The  history-  began  with  tarry  stools  of  3 days' 
duration  but  there  had  been  no  pain  or  other  symp- 
toms referable  to  an  ulcer.  Shortly  before  coming 
to  the  hospital,  he  had  a massive  hemorrhage  and 
vomited  large  amounts  of  blood.  He  was  in  partial 
shock  and  yvas  given  a transfusion  immediately. 
Twenty-  mg.  of  intravenous  estrogen  yvas  inserted  into 


the  tube.  The  shock  disappeared  and  he  began  to 
improve  rapidly.  Subsequently  he  was  given  daily- 
injections  of  estrogen  in  oil  and  he  had  no  further 
evidence  of  bleeding  during  his  stay  in  the  hospital. 
An  ulcer  yvas  found  in  the  duodenum. 

Case  A 0.  13.  \\  .P.D.,  male,  age  78,  had  a long 
hi  story-  of  gastro-intestinal  bleeding,  beginning  12 
years  ago.  There  never  had  been  any  discomfort 
but  the  bleeding  increased  in  severity  until  6 y-ears 
ago  yy-hen  he  yvas  admitted  to  another  hospital.  The 
typical  attack  yvould  begin  with  a feeling  of  faint- 
ness and  a cold  and  clammy  skin.  The  next  stools 
yvere  either  tarry-  or  contained  bright  red  blood.  He 
yvould  hay  e three  or  four  attacks  a year  and  had  been 
admitted  to  the  hospital  on  six  occasions  but  no 
source  of  bleeding  could  be  discovered. 

Two  years  ago  he  yvas  admitted  to  the  Petersburg 
General  Hospital  during  a bleeding  episode.  Ex- 
amination revealed  that  he  was  having  a typical 
attack  but,  in  addition,  that  he  had  numerous  areas 
of  hereditary-  telangiectasia  on  his  skin.  A heart 
block  also  yvas  demonstrated  but  no  source  of  bleed- 
ing could  be  found.  He  yvas  given  estrogen  therapy 
and  the  bleeding  has  not  recurred  for  two  years. 
The  areas  of  telangiectasia  have  turned  from  a bright 
red  to  almost  a dark  broyvn.  It  is  presumed  that 
he  has  similar  lesions  in  his  gastro-intestinal  tract. 

Case  Xo.  14.  D.B.,  male,  age  2'/2  years,  had 

frequent  small  nosebleeds  for  almost  a year.  During 
the  yy-eek  before  admission  to  the  hospital,  they  oc- 
curred every  day  and  yvere  becoming  much  larger. 
No  abnormality  of  the  blood  was  found  except  the 
hemoglobin  was  only  8 grams  and  there  yvas  mod- 
erate microcy-tosis  and  hypochromasia  of  the  red 
cells.  He  was  given  mg.  of  estrogen  in  oil  and 
this  dose  was  repeated  the  next  day.  He  has  had 
no  further  trouble  for  two  years.  It  is  surprising 
hoyy-  many  children  are  apparently  cured  of  epistaxis 
after  one  or  tyvo  attacks  are  halted  by  estrogen. 

Case  A’o.  15.  P.F.,  female,  age  18,  had  been  ill 
yy-ith  rheumatic  fever  and  recurrent  epistaxis  since 
she  yvas  6 years  old.  From  1947  to  1955,  she  had 
been  admitted  to  the  hospital  12  times  for  severe 
epistaxis  but  there  had  been  many  minor  nosebleeds 
betyy-een  these  major  attacks.  She  had  been  receiv- 
ing cortisone  as  part  of  her  treatment  long  before 
her  last  admission  in  April,  1955,  when  she  bled 
almost  to  e.xsanguination  before  she  could  reach 
the  hospital.  This  time  she  received  estrogen  in- 
travenously along  yvith  transfusions  and  cortisone, 
and  the  bleeding  was  promptly  controlled.  Since 
then  she  has  had  daily  doses  of  oral  estrogen  along 
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•with  cortisone  and  has  had  only  a few  minor  at- 
tacks. For  the  first  time  in  her  life  she  has  been 
able  to  attend  school  without  interruption. 

Case  Xo.  16.  V.H.W.,  white  male,  age  46,  was 

admitted  to  the  hospital  with  severe  hematemesis. 
The  abdomen  was  distended  with  fluid,  the  liver 
extended  down  almost  to  the  umbilicus,  and  he  had 
1 only  4.05  grams  of  hemoglobin.  He  continued  to 

j vomit  blood  and  after  4 transfusions,  the  hemoglobin 

I rose  to  only  4.7  grams.  The  transfusions  were 

' stopped  and  intravenous  estrogen  was  given.  Fifty 

I minutes  later,  he  vomited  a large  quantity  of  dark 

I blood  containing  many  clots  and  then  had  no  more 

I bleeding  during  his  21  days’  stay  in  the  hospital. 

The  estrogen  was  repeated  in  4 hours  and  2 mg.  of 
estrogen  in  oil  was  given  daily  for  a week.  As  much 
■ as  2 gallons  of  fluid  were  taken  from  his  abdomen 

j at  one  time  and  obviously  he  was  a poor  surgical 

I risk.  Four  months  later,  he  was  admitted  again, 

j This  time  the  hemoglobin  was  6 grams  and  the 

I bleeding  was  equally  profuse.  Again  he  responded 

rapidly  to  estrogen  therapy  and  was  discharged  8 
days  later.  He  was  readmitted  after  3 months. 
There  was  no  bleeding  but  he  was  in  e.xtremis  and 
i died  in  24  hours.  At  autopsy,  portal  cirrhosis  and 
esophageal  varices,  the  source  of  the  hemorrhages, 
were  among  the  findings. 

THERAPY  OF  SPONTANEOUS 
j HEMORRHAGE 

1 This  therapy  is  based  on  the  treatment  of  epis- 
I taxis,  the  commonest  form  of  this  disease  and  an 
j analogue  of  functional  uterine  bleeding.  One  hun- 
j dred  and  twelve  patients  with  nose  bleeding  of  suf- 
I ficient  volume  to  warrant  hospitalization  were 
admitted  to  the  Petersburg  General  Hospital  during 
the  last  4 years.  Forty  more  were  treated  in  the 
Outpatient  Department  during  the  past  year.  With 
the  exception  of  only  a few,  for  whom  packs  were 
I used  early  and  then  discarded,  intravenous  estrogen 
I occasionally  augmented  by  cortisone  was  the  only 
I therapy  employed.  Cortisone  was  particularly  useful 
^ in  epistaxis  associated  with  rheumatic  fever  and 

1 leukemia.  A narcotic  to  quiet  the  tension  and  panic 

I of  this  situation  was  given  routinely  and  the  es- 
i trogen  was  repeated  as  often  as  every  3 hours  when 
1 indicated.  Other  than  the  occasional  toxic  symptoms 
^ of  headache  and  nausea,  which  subsided  quickly, 
I there  were  no  ill  effects  from  the  hormones. 

When  gastro-intestinal  or  genito-urinarj-  bleeding 
occurred,  the  general  condition  of  the  patient  was 
the  only  guide  that  could  be  of  service.  Blood  pres- 


sure, slowing  of  the  pulse,  reduction  of  tension  and 
improvement  in  the  general  ■welfare  were  closely 
observed  since  real  evidence  that  the  bleeding  had 
stopped  could  not  be  ascertained  before  several  hours 
had  elapsed.  Delayed  postoperative  or  posttraumatic 
hemorrhages  were  treated  in  the  same  way. 

For  children,  intramuscular  injection  of  estrogen 
in  oil  is  perhaps  superior  to  intravenous  estrogen 
since  the  difficulties  of  administration  are  avoided. 
Infants  up  to  about  a year  require  .5  mg.  and  larger 
children  can  easily  tolerate  1 mg.  without  ill  effects. 

The  treatment  of  hemorrhages  into  closed  spaces 
presents  entirely  different  problems.  Since  the  blood 
is  confined  and  cannot  escape,  the  damage  is  done 
the  instant  the  bleeding  happens.  If,  as  Paterson” 
claims,  909c  of  all  coronary  occlusions  are  due  to 
intramural  bleeding  in  these  arteries,  then  this  ther- 
apy can  only  prevent  the  e.xtension  of  the  injury. 
Unusual  results  have  been  obtained  in  patients  with 
subarachnoid  hemorrhage  but  here  again  the  out- 
come is  determined  by  the  rate  and  explosiveness 
of  the  bleeding. 

One  need  not  expect  the  bleeding  will  stop  im- 
mediately after  the  estrogen  has  been  given.  Nor 
can  the  arrest  of  this  hemorrhage  be  considered  in 
the  conventional  terms  of  packing  and  formation  of 
blood  clots  or  cauterization,  ligation  and  e.xcision 
of  the  bleeding  point  as  measures  for  occluding  or 
eliminating  the  vessel  or  vessels.  These  measures 
apply  to  traumatic  or  surgical  bleeding  but  spon- 
taneous hemorrhage  is  altogether  a different  disease 
for  which  they  are  illogical  and  often  inadequate. 
Blood  will  continue  to  escape  through  or  around  tight 
nasal  packs  and  even  ligation  of  the  pancreatic- 
duodenal  artery  has  been  followed  by  postoperative 
hemorrhage. 

There  is  no  need  to  burn’  since  these  patients  can 
withstand  the  loss  of  large  quantities  of  blood  with 
impunity.  Moreover,  the  fact  that  the  source  of 
hemorrhage  seldom  can  be  determined  during  the 
period  of  active  bleeding  emphasizes  the  importance 
of  a therapy  which  does  not  depend  upon  reaching 
the  bleeding  site.  It  is  better  to  avoid  giving  trans- 
fusions unless  the  patient  is  in  shock  and  even  then 
I have  not  been  impressed  with  their  efficacy.  One 
often  feels  impotent  when  confronted  with  this  situ- 
ation and  powerless  while  anxiously  waiting  for  the 
effect  of  a hormone  to  dispel  this  gory  scene  which 
cries  out  for  action.  Yet  I have  found  it  far  superior 
to  hasty  and  sometimes  ill-contrived  rrieasures. 

Oral  estrogen  therapy  after  the  bleeding  has 
stopped  has  been  found  to  contribute  to  a feeling  of 
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fitness  and  a sense  of  well-being.  Many  of  these 
patients  complain  of  restlessness,  tension  and  in- 
somnia which  this  therapy  seems  to  relieve  to  some 
e.xtent.  That  it  will  prevent  a hemorrhage  cannot 
be  stated  with  certainty  since  the  circulating  estrogen 
is  subject  to  intrinsic  variations  for  which  the  ad- 
ministered dosage  may  not  always  compensate.  It 
has  been  my  practice  to  give  from  one  to  three  mg. 
of  estrogen  daily  and  reduce  or  withdraw  the  hor- 
mone if  headache,  nausea,  swelling  of  the  breasts, 
especially  in  men,  or  uterine  bleeding  supen-ene. 

R.\TIONALE  OF  THERAPY 

This  therapy  is  largely  empirical  and  its  rationale 
rests  on  the  theory  that  spontaneous  bleeding, 
wherever  it  occurs,  is  due  to  an  endocrine  imbalance 
with  a decline  in  estrogens  as  the  most  prominent 
malefactor.  This  decline  incites  the  elaboration  of 
a toxin  with  a peculiar  affinity  for  the  vascular  sys- 
tem which  Smith  and  Smith*  believe  to  be  the  agent 
which  precipitates  the  onset  of  menstruation.  Macht* 
and  his  associates,  over  thirty  years  ago,  showed 
that  the  blood  of  menstruating  women  is  poisonous 
to  certain  plants  and  seedlings.  Recently  he  dem- 
onstrated the  serum  of  the  circulating  blood  contains 
a toxin  which  he  calls  “menotoxin”  that  is  lethal 
to  small  laboratory  animals.  Hence  the  endocrine 
changes  of  menstruation  are  capable  of  creating  a 
powerful  toxin.  Should  analogous  changes  occur 
in  either  sex  when  the  exit  normally  sanctioned  by 
nature  is  absent  or  inadequate,  then  this  toxin  or 
a variant  will  attack  the  vascular  system  elsewhere, 
sometimes  with  disastrous  results. 

The  causes  of  the  decline  in  the  circulating  estro- 
gens are  unknown  but  certainly  stress  plays  a lead- 
ing role.  Just  what  does  take  place  is  also  unknown 
since  there  are  at  present  no  criteria  to  which  the 
diagnosis  or  therapy  can  be  referred.  The  bleeding 
is  not  a sudden  development  but  the  culmination 
of  a slow  and  deliberate  process  which  requires  days 
or  weeks  to  reach  this  climax.  Clinical  experience 
so  far  has  been  the  only  useful  guide  and  there  can 
be  no  other  until  investigation  and  invention  fur- 
nish a more  reliable  foundation. 

Even  clinical  experience  must  be  tempered  by  the 
fact  that  so  many  of  these  hemorrhages  will  stop 
of  their  own  accord.  But  which  hemorrhage  will 
stop  is  another  matter  and  each  patient  presents  an 
individual  problem.  It  would  be  like  predicting 
which  acutely  inflamed  appendix  will  subside.  Hence 
this  therapy  has  been  given  to  all  bleeding  patients 
with  sometimes  spectacular  and  dramatic  results. 


Then  further  studies  were  done  to  discover  the  source 
of  the  bleeding  and  if  other  measures  were  necessarj-. 

COIMMEXT 

It  is  singularly  true  that  little  study  has  been 
devoted  to  epistaxis,  surely  an  ordinary  and  familiar 
condition.  There  has  been  no  explanation  of  why 
the  hemorrhage  starts  or  why  it  stops,  why  such  a 
huge  volume  of  blood  can  escape  from  a surface 
which  previously  had  no  vessels  of  sufficient  caliber 
to  earn.-  this  large  quantity  and  why,  soon  after  the 
bleeding  has  subsided,  these  vessels  disappear,  the 
congestion  subsides  and  the  mucous  membrane  re- 
turns to  its  normal  state.  Then,  again,  if  this  tran- 
sient phenomenon  can  take  place  in  the  nose,  could 
it  not  happen  elsewhere? 

In  previous  articles,  I have  elaborated  the  theory 
of  the  origin  of  this  disease,  proposed  a description 
of  the  pathology  with  an  explanation  for  epistaxis, 
and  presented  a larger  series  of  cases.  I do  not 
believe  that  estrogen  or  cortisone  will  prove  the  final 
answer  to  this  common  problem  but  certainly  it  has 
been  more  effective  than  other  surgical  and  medical 
expedients.  Of  course,  it  may  not  be  adequate  if 
large  vessels,  especially  of  the  stomach,  have  been 
penetrated.  In  this  event,  it  may  be  a valuable 
adjunct  since  operation  on  actively  bleeding  patients 
has  an  extremely  high  mortality. 

The  action  of  estrogen  is  not  clear  and  certainly 
it  is  not  a hemostatic.  My  impression  is  that  it 
affects  the  blood  vessels  themselves,  for  in  those 
few  cases  when  the  vessels  were  on  the  surface,  the 
bleeding  stopped  even  though  the  apertures  remained 
open.  Moreover,  the  color  of  the  vessels,  as  seen 
in  the  rectum  and  the  nose,  changed  from  a congested 
cyanotic  appearance  to  a more  normal  hue.  The 
creation  of  vascularization  processes  described  by 
Paterson^**,  Winternitz^^  and  Wartman^^,  the  origin 
of  which  is  unknown,  also  must  be  considered.  These 
capillaries  rupture  easily  and  it  may  be  that  estrogen 
either  reduces  their  fragility  or  neutralizes  a vascular 
toxin  affecting  them.  The  blood  itself  is  unchanged 
and  the  power  to  form  clots  is  unaffected.  Hence, 
measures  directed  at  increasing  its  coagulability 
are  useless  and  unnecessary. 

Critics  of  this  therapy  protest  that  the  cessation 
of  bleeding  after  the  administration  of  estrogen  is 
coincidental  since  so  many  episodes  terminate  with- 
out treatment,  a fact  that  cannot  be  denied.  The 
number  of  coincidences  has  been  remarkable.  For 
example,  there  have  been  .many  incidents  such  as 
the  following;  A physician  had  a sudden,  severe 
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I nosebleed  for  which  he  was  admitted  to  a hosjhtal 
in  another  city.  For  4 days  and  nights,  he  suffered 
‘ tight  anterior  and  posterior  packs,  along  with  sev- 

;i  eral  transfusions  daily  and  large  amounts  of  nar- 

ij  cotics,  and  still  he  continued  to  bleed.  Finally 

I ligation  of  an  artery  was  contemplated  but  it  was 

I decided  to  try  estrogen  therapy  as  a last  resort.  The 

j bleeding  stopped  in  25  minutes  and  did  not  recur. 

1 Menger^^  has  reported  similar  experiences. 

I The  action  of  estrogen  also  is  the  subject  of  con- 
1 troversy  and  there  are  many  aspects  of  this  unified 

I concept  of  spontaneous  bleeding  that  are  vague  and 

cannot  be  substantiated.  A vascular  toxin  analagous 
j to  the  menstrual  toxin  has  not  been  demonstrated  in 
j men  although  all  the  components  and  prerequisites 
I for  bleeding  except  the  uterus  are  common  to  both 
sexes.  The  technic  of  Macht  may  be  useful  for 
I this  purpose.  Anticipating  the  existence  of  such  a 
^ toxin  may  serve  as  an  explanation  but  it  is  a pos- 

ij  tulate  tliat  is  far  from  reality  at  this  time.  The 

I inclusion  of  joeptic  ulcer  into  this  category  seems 
: to  be  especially  farfetched.  However,  even  a cur- 

I sory  perusal  of  the  literature  discloses  it  is  replete 

I with  contradictory  advice  and  there  is  little  agree- 

ment on  many  elements  of  this  disease.  It  is  not 
as  simple  as  the  popular  notion  that  penetration  of 
a blood  vessel  by  an  ulcer  is  the  cause  and  the 
source  of  bleeding.  The  facts  that  the  majority  of 
bleeding  ulcers  are  asymptomatic,  the  x-ray  appear- 
ance and  pathology  are  different  and  recurrence  is 
frequent  even  after  the  bleeding  point  has  been  un- 
questionably excised  should  at  least  arouse  suspicion 
that  forces  other  than  ulceration  are  in  operation. 

Spontaneous  hemorrhage,  as  I define  it,  is  an 
I extremely  complex  and  varied  condition  of  which 
episodic  bleeding  is  only  one  manifestation.  The 
many  changes  in  metabolic  and  biochemical  activity 
in  this  disease,  which  has  such  a high  mortality  and 
morbidity,  have  just  begun  to  be  explored. 

The  earliest  reports  on  the  successful  use  of  es- 
trogen to  control  bleeding  appeared  in  1936^^-'^^.  I 
did  not  know  of  these  publications  when  I began 
to  employ  hormones  for  this  purpose  in  1937,  long 
before  intravenous  estrogen  because  available  in 
1952*.  Hence  there  has  been  ample  opportunity 
to  observe  the  effect  of  this  hormone  on  numerous 
patterns  of  spontaneous  bleeding  and  to  conclude 
that  it  is  our  most  valuable  agent  for  arresting  this 
kind  of  hemorrhage. 

* Ayerst  Laboratories,  New  York  City. 


SUMMARY 

Sixteen  cases  of  spontaneous  bleeding  into  open 
spaces  are  ]>resented  to  demonstrate  that  estrogen 
given  intravenously  has  a striking  and  beneficial 
effect  on  the  l;leeding.  'Fhese  liemorrhages,  unlike 
obscure  or  unsuspected  bleeding  into  organs,  cavities 
or  spaces,  were  obvious  or  easily  discovered  and 
provided  a more  convincing  test  of  the  action  of  the 
hormone. 

The  theory  has  been  advanced  that  all  these  forms 
of  bleeding  are  due  to  one  instead  of  many  diseases 
and  that  hemorrhage  and  its  sequelae  is  the  principal 
but  not  the  only  characteristic  of  this  disease.  Its 
manifestations  are  almost  infinite  and  do  not  depend 
entirely  upon  the  quantity  of  blood  lost.  Whether 
blood  escapes  into  spaces  or  whether  it  is  confined 
are  the  determining  factors. 

The  conventional  methods  for  arresting  surgical 
or  traumatic  bleeding  are  illogical  and  often  inade- 
quate for  spontaneous  hemorrhage.  Hormonal  ther- 
apy is  the  treatment  of  choice.  Then,  when  the 
bleeding  has  slackened  or  stopped,  further  diagnostic 
and  therapeutic  measures  can  be  undertaken  as  they 
are  indicated. 
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Summer  Vacation  Rules 


In  addition  to  listing  seme  helpful  “do’s  and 
don’ts”  for  pleasant  vacations,  three  articles  in  the 
July  Today’s  Health  gave  some  “whys.”  The  articles 
in  the  magazine,  which  is  published  by  the  American 
ISIedical  Association,  dealt  with  sunburn,  artificial 
respiration,  and  sightseers’  foot  care. 

A New  York  City  physician.  Dr.  James  A.  Brus- 
sel, explained  why  some  people  sunburn  more  readily 
than  others.  Physical,  glandular,  genetic  and  chemi- 
cal factors  all  play  a role  in  a person’s  susceptibility, 
along  with  time  of  day,  weather  and  geography. 
Surveys  show  that  blue-eyed  persons  are  particularly 
prone  to  suffer  from  sunburn,  as  are  blonds  and  red- 
heads. Negroes  fare  better  than  Caucasians  under 
the  sunburning  or  ultraviolet  ravs.  Scientists  think 
this  difference  is  not  due  to  pigmentation  but  rather 
to  some  undiscovered  factors.  Sunburn  occurs  more 
frequently  in  women  on  the  first  day  of  the  menstrual 
cycle  and  between  the  second  and  seventh  months  of 
pregnancy,  apparently  because  glandular  factors  in- 
fluence the  protective  pigmentation  and  hardening  of 
the  skin.  Perfumes  containing  oil  of  citron  or  berga- 
mot apj)lied  to  the  skin  increase  susceptibility  to 
sunburn.  So  does  taking  sulfa  drugs. 

Miss  Sue  Gerard,  a physical  education  teacher  at 
Christian  College,  Columbia,  Mo.,  told  how  to  save 
a life  with  artificial  respiration.  If  a person  is  not 
breathing,  he  will  die  .within  a few  minutes.  Lack 
of  o.xygen,  or  suffocation,  is  the  cause  of  death  in 
drowning,  gas  poisoning,  cave-ins,  electrocution, 
strangulation  and  certain  blows  on  the  head.  .Artifi- 
cial respiration  must  be  started  at  once. 

“Exhaling  is  the  thing  that  a suffocating  person 
cannot  do  alone.  Pressure  on  his  ‘breathing  box’  will 
cause  him  to  exhale;  when  that  pressure  is  relaxed 
air  will  likely  rush  in.”  Today’s  back-pressure  arm- 


life  method  not  only  makes  the  patient  exhale,  but 
also  helps  him  to  inhale.  A pocket-sized  card,  il- 
lustrating the  method,  may  be  obtained  by  sending 
a self-addressed  stamped  envelope  to  the  A.M.A. 
Council  on  Medical  Physics,  535  N.  Dearborn  St., 
Chicago  10,  111. 

Mrs.  Veronica  L.  Conley,  secretary  of  the 
.-\.M..\.  committee  on  cosmetics,  offered  some  tips 
for  foot  care  while  sightseeing,  and  explained  why 
feet  get  so  tired.  She  recommended  daily  foot  bath- 
ing and  massage  and  a reasonably  wide  wardrobe  of 
shoes  for  various  activities.  For  lots  of  sightseeing 
and  walking,  shoes  with  a low  or  medium  heel  that 
fit  snugly  at  the  heel  and  give  good  arch  support  are 
the  “best  bet.” 

Standing  is  one  of  the  most  tiring  positions.  Blood 
tends  to  stagnate  in  the  feet  and  circulation  is  gen- 
erally slowed  down.  This  is  why  one  may  be  dizzy 
or  even  faint  if  forced  to  stand  for  long  periods  in 
one  place.  “Avoid  standing  too  long.  Shift  your 
weight  from  foot  to  foot  and  move  about,  even  if  the 
area  is  limited.  Pull  yourself  up  on  your  toes  and 
curl  and  uncurl  your  toes  inside  your  shoes.” 

She  also  suggested  sitting  down  whenever  possible 
with  the  legs  elevated  by  putting  the  feet  on  the  rung 
of  the  chair,  or  by  propping  them  up  on  another 
chair. 

W hen  a jierson  can’t  leave  the  group,  the  feet  can 
still  be  relaxed  by  inconspicuously  slipping  one  shoe 
off  at  a time,  lifting  the  foot,  rotating  it  at  the  ankle 
and  stretching  the  toes. 

W hen  the  sightseer  finally  gets  home,  he  may  relax 
his  tired  feet  by  lying  on  a bed  with  his  feet  placed 
against  the  wall  so  his  legs  make  a 45  degree  angle 
from  the  spine. 
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Experiences  with  Nicotinic  Acid  in 
Diabetes  Mellitus 


T)  OTH  RABBITS  and  rats  were  seen  to  develop 
diabetes  following  administration  of  alloxan.  Al- 
loxan-^ tetraoxohexahydro-pyrimidine  or  mesaxa- 
lylurea  was  produced  by  Liebig  in  1838  by  slow 
oxidation  of  uric  acid  by  nitric  acid.  It  was  found 
by  Liebig  in  the  mucus  excreted  during  dysentery. 
-Accordingly  it  was  believed  to  be  produced  in  the 
human  body.  Janes  and  Schueler^  were  able  to  pre- 
vent the  diabetogenic  action  of  alloxan  by  simul- 
taneous administration  of  either  nicotinamide,  ben- 
zamide  or  propylene  glycol,  or  either  n-propyl  or 
isopropylalcohol.  At  an  earlier  date  Banerjee-  was 
able  to  accomplish  the  same  with  nicotinic  acid, 
pyridine  dicarboxylic  acid  and  2-phenylquinoline-4- 
carbox^lic  acid.  When  100  mg /Kg  of  both  alloxan 
and  nicotinic  acid  were  injected  by  this  author  into 
the  ear  veins  of  five  rabbits,  none  of  them  developed 
diabetes.  Three  other  rabbits  were  injected  with 
200  mg/Kg  of  each  preparation;  of  these,  two  rab- 
bits developed  hypoglycemic  convulsions  and  died; 
the  third  rabbit  survived  it.  Dunn  and  al.^  believed 
that  possible  defects  of  tbe  metabolism  of  purines  or 
of  alloxan  in  a man  may  play  an  important  part  in 
the  causation  of  diabetes.  If  the  diet  contains  a 
sufficient  amount  of  nicotinic  acid,  it  may  combine 
with  the  alloxan  formed  in  the  faulty  metabolism 
and  prevent  the  development  of  diabetes. 

Boldyreff^  reported,  at  the  meeting  of  the  Ameri- 
can Physiological  Society  in  the  spring  of  1935, 
that  nicotinic  acid  exerts  a mild  hypoglycemic  action 
which  appeared  to  be  most  pronounced  in  turtles. 
In  a letter  received  from  this  author,  dated  June 
22,  1956,  he  stated  that  he  had  been  using  nicotinic 
acid  rather  e.xtensively  for  therapeutic  purposes  and 
was  able  to  obtain  satisfactory  results  in  selected 
cases  of  diabetes  mellitus.  XeuwahP  investigated 
the  action  of  nicotinic  acid  in  15  nondiabetic  and 
12  diabetic  patients.  He  believed  that  the  blood 
sugar  depression  curve  and  the  effect  of  nicotinic 
acid  on  the  arteriovenous  difference  in  dextrose  and 
in  the  response  to  injected  insulin  suggested  that 
nicotinic  acid  may  potentiate  the  action  of  insulin. 
The  administration  of  nicotinic  acid  appeared  to 
improve  the  carbohydrate  tolerance  of  diabetic  pa- 
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tients.  Janes®  bas  not  been  able  to  confirm  the 
hypoglycemic  properties  of  niacin  but  in  the  course 
of  experiments  with  fasting  rats  he  has  noted  that 
nicotinic  acid  has  produced  a significant  increase 
of  the  glycogen  content  of  the  liver.  As  has  been 
recently  stated  by  Miller  and  Dulin®,  Orinase,  1- 
butyl-3-tolyl-sulfonylurea,  was  seen  to  increase  the 
liver  glycogen,  while  insulin  increased  the  muscle 
glycogen.  It  is  now  known  that  the  insulin  sparing 
activity  of  Orinase  is  limited  to  older  patients  who 
have  never  received  insulin  or  have  been  treated 
with  insulin  only  for  a short  time  and  have  no 
atrophy  of  disuse  of  the  Langerhans  islets.  Because 
of  the  serious  side  effects  seen  to  develop  in  5 per 
cent  of  the  patients  receiving  carbutamide,  1-butyl- 
3-sulfonylurea,  the  clinical  trial  of  this  drug  has 
been  suspended  by  Eli  Lilly  and  Company  and  the 
production  of  this  drug  discontinued.  Orinase  is 
still  produced. 

The  insulin  sparing  effect  of  nicotinic  acid  and 
other  vasodilatating  drugs  has  been  attributed  by 
Frieb'  not  to  specific  action  but  to  improved  vas- 
cularization of  tbe  tissues.  My  own  experiences 
appear  to  suggest  that,  while  these  drugs  actually 
improve  circulation  in  the  tissues,  revascularization 
is  a very  slow  process  and  it  takes  a long  time  before 
new  blood  vessels  can  be  formed.  I have  used 
nicotinic  acid  in  my  rural  practice  extensively  since 
the  year  1943,  and  the  vasodilating  properties  of 
this  drug  (the  flush)  were  noted  by  me  as  soon  as 
I had  begun  prescribing  it.  Nicotinic  acid  is  a 
vitamin  and  also  an  important  component  of  Co- 
enzyme I and  II.  The  vasodilatation  caused  by  it 
can  be  used  to  break  the  vicious  circle  of  hAper- 
tension  in  younger  patients  and  to  improve  the 
vascularization  in  older  ones.  It  can  be  used  to 
divert  tbe  blood  flow  from  places  with  extensive 
hemorrhages  as  in  cases  of  uncontrollable  epistaxis, 
cerebral  hemorrhages  and  so  on. 

On  August  24,  1954,  a 16  year  old  boy  was 
brought  to  my  office  by  his  parents  with  a severe 
case  of  epistaxis.  This  patient  was  found  to  have 
diabetes  mellitus  several  months  before  he  was 
brought  to  me  and  he  was  on  a diet  and  receiving 
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injections  of  an  insulin  preparation.  His  urine  was 
negative  for  sugar.  His  blood  pressure  was  140/90 
which  I believed  to  be  high  for  a 16  year  old  boy. 
He  was  given  a 50  mg.  tablet  of  nicotinic  acid  and 
told  to  dissolve  it  in  the  mouth.  As  it  was  expected 
his  nose  stopped  bleeding,  and  in  order  to  prevent 
recurrence  and  to  lower  his  blood  pressure  he  was 
given  a 2 weeks  supply  of  nicotinic  acid  tablets  to 
be  taken  3 times  a day  before  meals.  When  he 
took  the  tablets  he  experienced  the  same  sensation 
that  he  had  after  taking  too  much  insulin,  and 
this  sensation  was  relieved  when  he  ate  sugar. 
Having  had  at  that  time  no  knowledge  of  the  liter- 
ature published  previously  on  this  subject  I was 
very  much  impressed  by  this  interesting  property 
of  nicotinic  acid : it  appeared  to  have  an  insulin 
sparing  action.  This  patient  was  rather  “thin”  in 
his  build. 

I'he  second  case  was  a 67  year  old  woman 
seen  by  me  for  the  first  time  on  June  24,  1955. 
She  was  extremely  emaciated  and  weakened  to 
.such  an  extent  that  she  had  to  l>e  examined  in 
her  car.  She  had  been  receiving  one  of  the  newer 
drugs  to  lower  her  blood  pressure  and  had  been 
losing  strength  all  the  time.  Her  blood  pressure  was 
250/130.  Two  months  before  she  had  been  found 
to  have  diabetes  mellitus  and  was  put  on  a diet 
and  given  insulin.  I gave  her  2 weeks  supply  of 
nicotinic  acid  tablets  for  the  symptomatic  relief 
of  the  hypertension  and  told  her  that  should  these 
tablets  produce  the  feeling  of  having  taken  too  much 
insulin,  she  should  take  some  sugar  to  relieve  these 
symptoms.  She  was  seen  again  on  July  4,  1955, 
and  was  feeling  better.  She  tested  her  urine  every 
day  and  it  remained  negative  for  sugar.  She  has 
experienced  hypoglycemia-like  symptoms  on  several 
occasions  and  had  to  take  sugar  to  relieve  these 
symptoms.  Her  blood  pressure  vacillated  between 
230/120  and  190/105,  which  again  suggested  that 
revascularization  is  a very  slow  process.  On  August 
20,  1955,  a calculated  risk  was  taken  and  the  insulin 
preparation  was  discontinued.  She  tested  her  urine 
for  two  months  daily  and  it  remained  negative  for 
sugar.  She  has  been  able  to  exist  without  insulin 
ever  since  that  time.  She  continued  to  take  the 
nicotinic  acid  and  gradually  regained  much  of  her 
strength. 

The  third  case  was  a 49  year  old  man  of  athletic 
constitution.  He  had  been  in  poor  health  for  sev- 
eral months  with  signs  of  diabetes  mellitus.  When 
he  was  first  seen  by  me  in  my  office  on  Februaix’ 
12,  1956,  he  exhibited  a great  deal  of  inner  restless- 
ness, was  extremely  nervous,  had  dark  rings  around 


his  eyes  and  admitted  that  he  had  not  been  able  to 
sleep  a wink  for  two  weeks,  had  had  to  drink  a 
lot  of  water  and  to  pass  a lot  of  water.  He  had 
lost  weight.  The  qualitative  Benedict  test  was 
4 jdus  and  the  specific  gravity  of  the  urine  was 
1038.  Because  of  the  experiences  with  the  other 
two  cases,  as  described  above,  I decided  to  find 
out  whether  it  was  possible  to  control  this  case 
of  diabetes  with  nicotonic  acid  and  diet  only. 
He  was  given  a 4 weeks  supply  of  nicotinic  acid 
tablets,  50  mg.,  to  be  taken  3 times  a day  before 
meals.  He  was  seen  again  on  March  13,  1956,  at 
which  time  he  was  looking  much  better,  and  all  the 
nervousness  had  disappeared.  He  stated  that  he 
was  feeling  much  better,  was  able  to  sleep,  did  not 
have  to  drink  much  water  or  urinate  as  frequently. 
The  examination  of  his  urine  disclosed  a 1 plus 
sugar  and  a specific  gravity  of  1028.  I continued 
to  supply  him  with  the  tablets  and  while  he  con- 
tinued to  have  some  sugar  in  his  urine  and  the 
specific  gravity  remained  in  the  1020’s,  the  sub- 
jective symptoms  of  the  diabetes  practically  disap- 
peared and  he  was  able  to  do  hard  work  all  of  the 
time.  He  went  to  visit  his  relatives  in  Oak  Ridge, 
Tenn.,  and  while  there  he  ran  out  of  the  tablets. 
\\’hen  seen  by  me  again  on  July  31,  1956,  he  had 
not  been  taking  the  tablets  for  2 weeks  and  was  again 
nervous  and  restless  and  sleepless,  .\gain  he  stated 
that  he  had  not  been  able  to  sleep,  had  to  drink  a 
lot  of  water  and  to  pass  a lot  of  water.  His  blood 
pressure  was  140/90,  the  same  as  before.  Exam- 
ination of  the  urine  disclosed  again  4 plus  sugar 
and  a specific  gravity  of  1035.  This  suggested 
that  his  was  a case  of  diabetes  which  could  not  be 
controlled  by  diet  alone.  He  was  again  given  a 
supply  of  nicotinic  acid  tablets  and  while  he  was 
taking  them  he  felt  better  but  the  relief  obtained 
was  not  as  dramatic  as  in  the  previous  months. 
He  had  to  double  the  dose  on  many  occasions  and 
even  then  he  could  not  find  any  rest.  He  kept 
refusing  insulin  injections  until  January  7,  1957, 
when  he  finally  consented  to  take  insulin  and  he 
is  now  happy  and  gaining  weight  with  40  units  of 
XPH  insulin  daily.  In  this  case  nicotinic  acid 
appeared  to  give  complete  symptomatic  relief  for 
several  months  until  the  patient  interrupted  the 
treatment.  When  it  was  started  again  the  results 
obtained  were  disappointing  and  the  disease  had 
to  be  controlled  with  insulin.  There  are  several 
cases  of  pulmonary  tuberculosis  in  the  neighborhood 
and  the  possibility  of  tuberculosis  of  the  pancreas  is 
not  excluded  in  this  case. 

The  fourth  case  was  a 49  year  old  obese  woman 
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(D.G.)  seen  on  April  10,  1956.  She  was  brought 
' to  the  office  with  a severe  case  of  vertigo  which  had 
I persisted  for  2 days.  She  had  to  be  supported  by 
I 2 neighbors  when  she  came  in  and  was  not  able 

I 

t to  stand  up  at  all.  Her  blood  pressure  was  150/100. 
( The  urine  showed  2 plus  sugar  and  a specific  gravity 
I of  1028.  She  admitted  that  she  had  had  a mild 

■ case  of  diabetes  for  several  years  and  was  able  to 
I get  along  without  any  special  diet.  A 50  mg.  tablet 
' of  nicotinic  acid  was  placed  in  her  mouth  and  she 

was  told  to  keep  it  in  her  mouth  until  dissolved. 

■ She  was  given  a 4 weeks  supply  of  the  drug  and  was 

■ able  to  leave  the  office  under  her  own  power.  She 
i was  seen  again  on  April  22,  1956,  and  at  that  time 
I her  urine  was  negative  for  sugar. 

I The  fifth  case  was  a 40  year  old  obese  woman 
(B.H.)  seen  by  me  intermittently  for  the  last  sev- 
; eral  years  and  treated  successfully  for  neuralgias 
associated  with  severe  hypertension.  She  had  a 
i mild  case  of  diabetes  and  the  only  symptom  (neu- 
t ralgias)  was  relieved  by  nicotinic  acid. 

The  sixth  case  was  a 60  year  old  obese  woman. 
This  stubborn  lady  had  had  diabetes  for  3 years, 
and  her  blood  sugar  had  been  very  high.  She 
refused  to  take  insulin  or  follow  a diet.  Nicotinic 
, acid  tablets  taken  before  meals  keep  her  alive  in 
' spite  of  poor  cooperation  as  to  diet. 

I After  several  years  the  Scott  County  Medical 
I Society  met  again  on  February  10,  1956.  One  of 
my  colleagues  complained  of  the  injections  of  in- 
sulin that  he  took  for  control  of  diabetes.  I told 
him  that  he  might  be  able  to  do  without  insulin  if 
he  wanted  to  try  nicotinic  acid  tablets  by  mouth 
instead  of  insulin  by  injection.  On  April  13,  1956, 
the  County  Medical  Society  met  again,  and  my 
colleague  stated  that  he  had  done  well  with  nicotinic 
acid. 

As  was  stated  recently  by  Davis^,  another  vaso- 
dilator in  the  form  of  Average  alcohol  had,  in  the 
pre-insulin-era,  been  used  widely  in  the  treatment 
of  diabetes;  and  even  since  the  introduction  of 
insulin,  work  done  by  Kola®  had  borne  out  the  value 
of  beverage  alcohol  in  reducing  the  blood  sugar 
level.  Davis  believes  that  arteriosclerosis,  which  is 
seen  to  develop  early  in  patients  treated  with  insulin, 
could  be  prevented  by  the  simultaneous  adminis- 
tration of  the  vasodilating  beverage  alcohol.  I am 
inclined  to  believe  that  although  alcohol,  in  spite 
of  its  shortcomings,  is  safer  than  the  newer  oral 
drugs  (one  of  which  has  already  been  taken  out  of 
circulation),  nicotinic  acid  is  closer  to  the  ideal 
as  a vasodilating  drug  than  any  otlier  tried. 

Thirteen  years  of  experiences  with  nicotinic  acid 


in  the  treatment  of  both  older  patients  with  arterio- 
sclerosis and  younger  patients  with  hypertension 
make  me  believe  that  although  the  arteriosclerotic 
degenerative  process  cannot  be  reversed,  it  can  be 
either  slowed  down  or  lialted  and,  in  cases  which 
have  not  received  penicillin,  a partial  revasculari- 
zation of  devascularized  areas  appears  to  occur. 
While  the  mechanism  of  the  intracellular  metabolism 
of  the  nonketotic  type  of  diabetes  has  not  yet  been 
elucidated,  the  fact  remains  that  adrenalin  is  one 
of  the  agents  which  produce  hyperglycemia  and 
thus  is  in  physiological  opposition  to  insulin.  Nico- 
tinic acid  is  an  adrenergic  blocking  agent  and  ac- 
cordingly is  supposed  to  counteract  that  part  of  the 
opposition  to  insulin  which  is  cau.sed  by  adrenalin. 

The  symptomatic  relief  in  all  of  the  cases  that 
I have  reported  in  this  paper  appears  to  suggest  the 
following:  (1)  nicotinic  acid,  as  also  reported  by 
others,  exerts  a mild  insulin  sparing  action;  (2) 
the  amount  of  insulin  given  to  patients  with  dia- 
betes can  be  substantially  reduced  by  simultaneous 
administration  of  nicotinic  acid;  (3)  mild  cases  of 
diabetes  may  obtain  symptomatic  relief  when  treated 
with  nicotinic  acid  only;  (4)  while  insulin  treat- 
ment is  essential  in  severe  cases  of  diabetes  mellitus, 
the  development  of  arteriosclerosis,  which  is  seen 
to  take  place  rather  early  even  in  patients  treated 
with  insulin,  can  be  slowed  down  by  simultaneous 
administration  of  nicotinic  acid. 
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Agranulocytosis  Occurring  During 
Promazine  Therapy 

Report  of  a Case 


' I ’ HE  AUTHORS  have  recently  had  occasion  to 
observe  a case  of  agranulocytosis  occurring  dur- 
ing promazine  therapy.  Because  of  the  wide  popu- 
larity of  promazine  as  a tranquilizing  agent,  it  is 
felt  that  the  reporting  of  isolated  instances  of  com- 
plications arising  in  its  use  selves  a definite  pur- 
pose in  developing  an  accurate  appreciation  of  pos- 
sible hazards  of  this  drug.  There  have  been  numer- 
ous case  reports  of  agranulocytosis  occurring  during 
chlorpromazine  therapy  appearing  in  the  recent  lit- 
erature. Recently,  a fatal  case  of  agranulocytosis 
attributed  to  promazine  has  been  reported  by  ^^'ood- 
ward  and  Soloman^.  The  case  reported  here  had  a 
more  benign  course  and  illustrates  that  agranulo- 
cytosis occurring  with  the  use  of  promazine  need 
not  prove  fatal. 

CASE  REPORT 

The  patient,  a 50  year  old  white  female,  was 
admitted  to  Westbrook  Sanatorium  on  October  5, 
1956,  with  a history  of  paranoid  behavior  over  the 
previous  year.  She  had  become  increasingly  hostile 
and  experienced  auditory  and  visual  hallucinations. 
Her  thought  content  was  markedly  delusional.  Prior 
to  her  admission  to  the  hospital,  she  had  been  treated 
by  her  family  physician  using  reserpine. 

On  admission,  physical  examination  was  unre- 
markable, apart  from  the  abnormal  thought  content 
referred  to  previously. 

Laboratory  studies  on  admission  revealed  a hemo- 
globin concentratiorr  of  1 1 .6  grams  per  cent,  red 
blood  count  of  3,930,000,  white  blood  count  of  8,400, 
with  1A%  neutrophils,  20%  lymphocyies  and  6% 
eosinophils.  Urinalysis  was  normal;  two  hour  post- 
prandial blood  sugar  was  142  milligrams  per  cent, 
NPN  was  28.5  milligrams  per  cent;  serum  bromide 

Editor’s  Note:  After  this  Case  Report  was  submitted  to 
the  Monthly,  it  was  reported  by  another  member  of  the 
staff  in  the  Tri-State  NIedical  Journal.  The  authors  so 
notified  the  Monthly  but  it  is  felt  the  article  is  of  sufficient 
importance  to  warrant  its  use  in  our  journal. 
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HARRY  I.  JOHNSON,  Jr.,  M.D. 

REX  BLANK INSHIP,  M.D. 

Richmond,  Virginia 

was  negative,  and  the  serologic  test  for  syphilis  was 
negative. 

Eollowing  admission,  the  patient’s  behavior  was 
such  that  electric  shock  therapy  was  begun  without 
delay  and  between  October  5 and  October  18,  the 
patient  received  a total  of  nine  treatments.  She 
was  given  promazine  (sparine),  100  milligrams  in- 
tramuscularly the  evening  of  admission.  Eollowing 
this,  she  was  given  50  milligrams  of  promazine 
orally  four  times  daily.  Chloral  hydrate,  21  grains 
was  used  as  necessary  as  a hypnotic  at  bedtime. 
.\part  from  a multivitamin  preparation,  this  was  her 
only  medication.  She  improved  gradually  and  on 
October  10  the  dose  of  promazine  was  reduced  to 
50  milligrams  three  times  daily  by  mouth. 

On  the  afternoon  of  November  16,  the  patient 
complained  of  a sore  throat  and  lethargy.  She  was 
found  to  have  a temfrerature  of  103-  degrees  with 
pharynx  injected  and  a few  small  lymph  nodes 
palpable  in  the  right  anterior  cen  ical  chain.  Lungs 
were  clear;  pulse  was  regular  at  136,  and  no  other 
positive  physical  findings  were  noted.  The  patient 
was  given  aspirin,  0.6  grams  each  four  hours  and 
fluids  were  given  freely.  The  pharyngitis  persisted 
and  on  November  18  she  was  found  to  have  a white 
blood  count  of  1,000  with  96  lymphocytes  and  4 
monocytes.  Hemoglobin  concentration  was  10.7 
grams  per  cent.  Urinalysis  showed  1-2  white  blood 
cells  per  high  power  field,  and  2 plus  albumin  and 
3 plus  sugar.  On  November  20,  the  white  blood 
count  was  1,200  with  76  lymphocytes  and  24  mono- 
cvtes,  and  the  urine  sugar  was  again  2 plus  three 
hours  post-prandially.  Blood  sugar  was  142  milli- 
grams per  cent  fasting.  On  November  20,  a Rumpel- 
Leede  tourniquet  test  was  observed  to  be  negative, 
and  the  following  day  a bone  marrow  examination 
showed  arrest  of  the  granulocytic  series  at  the  pro- 
granulocyte and  myelocHe  stage,  with  erythroid  ele- 
ments, and  megakaixocytes  normal.  Platelet  count 
was  likewise  normal.  On  November  18,  all  medi- 
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! cation  was  stopped  and  on  November  19,  the  patient 
I was  given  penicillin  600,000  units  twice  daily  and 
j tetracycline  250  milligrams  four  times  daily.  The 
j patient’s  temperature  fell  by  lysis  and  her  pharyn- 
I gitis  cleared.  Over  the  next  week  the  w'hite  blood 
count  rose  to  normal  levels,  with  a normal  differen- 
ij  tial  count  on  November  26.  It  has  remained  normal 
' since  that  time.  Antibiotics  were  discontinued  on 
' November  26.  On  that  day,  a two  hour  post-prandial 
I blood  sugar  was  154  milligrams  per  cent. 

SUMMARY 

A case  of  agranulocytosis  occurring  during  pro- 
! mazine  therapy  is  reported.  The  diagnosis  was 
; documented  by  a bone  marrow  examination,  and 


serial  examinations  of  the  peripheral  blood.  The 
granulocytic  elements  alone  were  affected,  and  re- 
covery was  prompt  following  antibiotic  therapy  and 
withdrawal  of  promazine.  A transient  glycosuria 
w'as  observed  during  the  acute  episode  of  illness. 
Patients  on  long  term  promazine  therapy  should  be 
closely  observed  for  early  symptoms  of  agranulocy- 
tosis and  leukopenia. 
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More  Research  in 

As  cosmetics  leave  the  “realm  of  luxury”  and 
become  items  of  necessity,  more  and  better  research 
into  the  fundamental  properties  of  the  skin  also 
becomes  a necessity,  according  to  a Federal  Food 
and  Drug  Administration  official.  Dr.  Arnold  J. 
Lehman,  chief  of  the  FDA  division  of  pharmacology, 
Washington,  D.C.,  said  the  increasing  demand  for 
cosmetics  has  led  to  the  new  use  of  many  known 
substances  and  the  development  and  extensive  man- 
ufacture of  new  synthetic  compounds.  He  made 
his  statements  in  a guest  editorial  in  the  May  25 
Journal  of  the  American  Medical  Association. 

Unfortunately,  carefully  controlled  research  into 
the  fundamental  principles  of  skin  properties  and 
mechanisms  and  the  actions  of  various  chemicals 
and  drugs  on  the  skin  has  “not  kept  pace”  w'ith  the 
many  new  products  and  the  claims  made  on  their 
behalf.  Certain  unobjectionable  claims  have  been 
advanced  for  the  effectiveness  of  certain  prepara- 
tions for  reducing  skin  dryness  and  hiding  skin 
blemishes  and  wrinkles. 

However,  in  recent  years  the  trend  has  been  to 
advertise  such  products  as  being  more  than  just 
cosmetics — that  they  serve  as  “skin  foods,  rejuvena- 
tors  or  tonics,”  “contour  creams”  for  bust  develop- 


Cosmetic  Field 

ment  or  bust  reducing,  wrinkle  eradicators,  and 
“deep  pore”  cleansers.  “To  date,  however,  no  con- 
clusive evidence  has  been  offered  in  support  of  many 
of  these  claims.”  “For  example,  there  is  nothing 
known  to  science  that  will  restore  color  to  hair  or 
cure  early  male  baldness.” 

Along  with  this  recent  trend,  a number  of  bio- 
logically active  substances,  such  as  vitamins  and 
hormones,  have  been  incorporated  into  cosmetic  prep- 
arations. The  claims  for  these  preparations  “subtly 
hint”  at  their  therapeutic  value  without  actually 
saying  so.  For  instance,  vitamin  A supposedly  en- 
hances the  appearance  of  the  skin.  Actually,  how- 
ever, there  is  no  well-substantiated  scientific  account 
to  support  the  contention  that  cosmetics  containing 
vitamin  A are  of  greater  value  than  those  lacking  it. 

The  actual  value  of  vitamins,  hormones,  and  other 
chemicals  in  cosmetics  is  not  the  only  question  and 
problem.  There  is  also  a question  of  safety — what 
potential  harm  may  follow  the  indiscriminate  inclu- 
sion of  similarly  potent  chemicals  in  cosmetics. 

“The  need  for  increasing  the  scope  and  number 
of  investigations  relating  to  the  fundamental  prob- 
lems of  skin  physiology",  biochemistry,  pharmacology, 
and  toxicology  cannot  be  stressed  too  strongly.” 
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Of  The  Medical  College  of  Virginia  Hospital 


Case  194{A-8749) 

\ 15  DAY  OLD,  white,  male  infant  was  ad- 

mitted  to  MCV  Hospital  on  October  14,  1955, 
because  of  vomiting  and  abdominal  distention.  The 
infant,  the  fifth  child  of  healthy  parents,  had  been 
born  in  another  hospital  by  normal  spontaneous 
delivery  on  September  28,  1955.  Birth  weight  was 
6 lbs.,  10  oz.,  and  the  general  appearance  was  nor- 
mal e.xcept  for  a supernumerary  thumb  on  the  right 
hand.  Slight  jaundice  was  evident  the  first  two  days 
of  life,  but  this  disappeared.  The  child  was  dis- 
charged home  on  September  30  on  a Similac  formula, 
but  never  took  his  formula  well.  The  parents  stated 
that  he  never  took  over  1/2  oz.  at  a feeding.  A 
change  in  formula  gave  no  better  results.  Bowel 
movements  had  never  been  normal,  never  more  than 
a teaspoonful  of  dark  semi-solid  material  at  a time. 
On  the  day  prior  to  admission,  the  patient  took  his 
9 o’clock  feeding  poorly  and  nothing  thereafter.  He 
was  seen  in  the  Emergency  Room,  given  a clysis, 
started  on  oral  electrolyte  mi.xture,  and  referred  to 
the  Pediatric  Clinic.  However,  the  child  repeatedly 
vomited  the  electrolyte  mi.xture  and  was  brought  back 
to  the  Emergency  Room  on  the  day  of  admission. 
The  abdomen  was  found  to  be  distended  and  the 
child  was  having  grunting  respiration.  The  saline 
enemas  and  an  oil  retention  enema  were  adminis- 
tered with  very  poor  results,  and  the  child  was  then 
admitted  to  the  hospital.  The  history  was  otherwise 
essentially  negative. 

Physical  Examination:  T.  99,  P.  120,  R.  50, 
Weight  5 lbs.,  15  oz.  The  child  was  small,  well 
developed,  but  poorly  nourished,  with  a markedly 
distended  abdomen  and  grunting  respirations.  Veins 
over  the  abdomen  were  prominent.  Bowel  sounds 
were  very  good  and  visible  jjeristaltic  movements 
could  be  seen  on  the  abdominal  wall.  No  masses 
could  be  palpated.  Rectal  examination  revealed  a 
tight  sphincter  and  thick,  sticky,  dark  brown  feces. 
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No  masses  were  palpated.  Physical  examination  was 
otherwise  essentially  negative. 

Laboratory  Data:  Hematocrit  57%,  Hemoglobin 
19.5  grams,  RBC  5,840,000,  WBC  9,600,  polys  66, 
hinphs  33,  monos  1.  Sodium  142,  chlorides  105, 
potassium  5.3,  CO2  18  mEq/L,  respectively.  Bleed- 
ing and  clotting  times  were  normal.  Flat  and  up- 
right abdominal  films  showed  a dilated  gas-filled 
stomach  and  loops  of  small  bowel  with  no  gas  seen 
in  the  colon  or  rectum. 

Following  surgical  consultation,  the  child  was 
typed  and  cross-matched  and  given  intravenous  fluids 
and  whole  blood  through  an  ankle  vein  cutdown. 
Crysticillin  and  streptomycin  were  also  begun. 
Laparotomy  was  then  performed. 

CLINICAL  DISCUSSION 

Dr.  J.  M.  Harrison*  : In  summaix’  this  is  a case 
of  a 15  day  old  white  male  infant  w’ho  was  ad- 
mitted to  the  hospital  with  clinical  picture  of  low 
small  bowel  or  large  bowel  obstruction.  The  prob- 
lem therefore  is  one  of  the  differential  diagnosis  of 
intestinal  obstruction  during  the  neonatal  period. 
It  is  important  to  emphasize  at  this  point,  however, 
that  it  would  be  fallacy  for  one  to  assume  that  he 
could  positively  establish  the  correct  preoperative 
diagnosis  in  such  a case.  The  problem  to  the  at- 
tending surgeon  hence  is  one  of  a decision  on  his 
part  as  to  whether  or  not  surgery  in  this  instance 
is  indicated.  In  this  patient  there  are  certain 
features,  both  in  the  historj-,  physical  examination 
and  radiological  findings  which  make  several  diag- 
noses more  tenable  than  others.  In  an  attempt  to 
arrive  at  the  most  likely  diagnosis,  one  must  first 
establish  whether  the  obstruction  in  this  instance 
was  mechanical,  paraljiic  secondary  to  inflammatory 
diseases  of  the  abdominal  cavity,  parahtic  secondary 
to  a deficiency  of  the  nerve  cells  of  the  intestinal 
tract,  or  some  combination  of  these  types.  In  order 

•Assistant  Professor  of  Surgery,  Medical  College  of 
Virginia. 
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to  decide  which  of  these  was  present,  one  must  re- 
view the  conditions  which  fall  under  each  of  these 
categories  and  decide  which  of  these  is.  most  nearly 
compatible  with  the  case  for  discussion. 

Let  us  first  consider  the  category  of  a pure  para- 
lytic type  of  ileus  secondary  to  inflammatory  dis- 
ease in  the  peritoneal  cavity  in  order  to  eliminate 
this  category  as  a very  likely  possibility.  The  fea- 
tures of  this  case  which  are  not  compatible  with  this 
category  of  obst  uction  are  as  follows:  First,  the 
infant  does  not  present  the  clinical  picture  of  sepsis 
and  infection  as  evidenced  by  a normal  white  blood 
count  and  differential,  and  a normal  temperature;  sec- 
ond, his  abdomen  is  net  described  as  spastic  or  par- 
ticularly tense  as  one  would  expect  with  intraperi- 
toneal  infection,  the  peristaltic  sounds  are  quite 
active  in  contrast  to  the  diminished  or  absent  bowel 
sounds  that  one  would  expect  had  intraperitoneal 
infection  been  present ; third,  the  x-rays  showed  only 
air  in  the  small  bowel  and  none  in  the  large  bowel 
as  would  have  been  present  had  a paralytic  ileus 
been  present;  fourth,  the  usual  conditions  which 
produce  intraperitoneal  inflammation,  such  as  ap- 
pendicitis, diverticulitis,  cholecystitis,  etc.,  are  ex- 
tremely rare  in  an  infant  of  this  age.  The  more 
common  conditions  which  could  give  peritonitis  in 
an  infant  of  his  age,  such  as  perforated  ulcers,  spon- 
taneous perforation  of  the  bowel  and  others  are  un- 
likely on  the  basis  of  the  absence  of  free  air  under 
the  diaphragm  on  x-ray.  It  would  seem  therefore 
that  this  category  of  obstruction  can  be  dismissed 
as  a very'  likely  possibility. 

This  brings  us  to  our  second  category  of  obstruc- 
tion, that  of  pure  mechanical  obstruction.  Time 
does  not  permit  consideration  of  all  of  the  condi- 
tions which  fall  into  this  category.  In  view  of  the 
fact  that  this  infant  is  IS  days  of  age  consideration 
will  be  given  only  to  congenital  abnormalities  of  the 
gastro-intestinal  tract.  Congenital  atresia  must  al- 
ways be  considered  in  any  infant  with  intestinal 
obstruction  but  can  quickly  be  discarded  in  this 
case  in  as  much  as  atresia  by  definition  implies  com- 
plete intestinal  obstruction,  and  it  would  hardly  be 
likely  that  an  infant  could  survive  for  IS  days  with 
an  atresia  unless  some  attempt  had  been  made  to 
surgically  correct  or  medically  compensate  for  his 
condition.  Incarcerated  e.xternal  hernias  must  also 
be  considered;  however,  no  mention  is  made  in  the 
protocol  of  such  an  abdominal  physical  finding  and 
for  this  reason  we  can  e.xclude  this  diagnosis.  Incar- 
cerated internal  hernia  is  a diagnosis  which  can- 
not be  so  easily  discarded  and  is  a possibility  in 


this  infant.  I would  think,  however,  that  such  a 
diagnosis  is  unlikely  in  as  much  as  this  infant’s 
illness  has  been  progressive  since  birth  and  there 
has  l)een  no  acute  crisis  to  suggest  a sudden  incar- 
ceration of  the  bowel.  Had  such  a condition  existed 
I would  have  expected  that  the  history  would  have 
been  one  indicating  that  the  infant  had  done  well 
during  the  first  four  to  five  days  or  more  of  life, 
and  suddenly  had  developed  vomiting  and  abdom- 
inal distention  from  incarcerated  bowel.  The  ab- 
sence of  this  type  of  history,  I believe,  is  equally 
against  the  probability  of  a mechanical  small  bowel 
obstruction  from  a congenital  band. 

Congenital  stenosis  or  diaphragm  of  the  small 
bowel  is  a definite  possibility  here  and  cannot  be 
so  easily  ruled  out.  Such  a condition  can  produce 
a picture  of  chronic  progressive  incomplete  small 
bowel  obstruction  as  this  patient  had,  it  could  pro- 
duce the  abdominal  physical  findings  of  a distended 
but  nonspastic  abdomen  with  active  peristalsis  and 
it  could  have  produced  x-ray  findings  somewhat  sim- 
ilar to  those  found  in  this  case.  There  are  other 
features,  however,  which  are  against  this  diagnosis 
and  which  I believe  are  more  important  than  those 
just  described  which  might  favor  such  a diagnosis. 
First,  the  most  common  location  for  congenital  ste- 
nosis of  the  gastro-intestinal  tract  is  in  the  duodenum 
and  certainly  both  from  the  history  and  x-ray  find- 
ings there  is  no  evidence  in  this  patient  of  duodenal 
obstruction.  Were  stenosis  present  in  this  case,  it 
would  have  to  lie  in  a relatively  uncommon  site, 
namely  in  the  distal  small  bowel  or  even  in  the  colon 
where  the  instance  of  true  stenosis  or  congenital 
diaphragm  is  extremely  rare.  Had  this  patient  had 
a congenital  stenosis  or  diaphragm  of  the  ileum, 
there  should  have  been  some  indication  in  the  history 
that  the  patient  had  passed  milk  curds  in  the  stools 
or  at  least  had  not  continued  to  have  the  black 
sticky  tenaceous  stools  that  were  described  by  his 
parents.  Second,  had  a stenosis  been  present  one 
would  have  expected  to  find  some  air  in  the  large 
l>owel  distal  to  the  area  of  stenosis  indicative  of  an 
incomplete  type  of  obstruction.  With  these  thoughts 
in  mind,  although  congenital  stenosis  or  diaphragm 
of  the  distal  small  bowel  is  a possibility,  I believe 
such  a diagnosis  is  a lesser  possibility  than  certain 
other  conditions  which  will  be  mentioned  shortly. 

Malrotation  of  the  colon  is  another  possibility 
which  must  be  considered  in  this  case.  This  con- 
dition occurs  predominantly  in  the  first  month  of 
life  and  presents  itself  clinically  as  a picture  either 
of  duodenal  obstruction  by  congenital  bands  which 
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pass  over  the  duodenum  or  by  volvulus  of  the  midgut 
around  the  superior  mesenteric  vessels  as  an  axis, 
or  a combination  of  both.  Had  a malrotation  been 
present,  one  must  consider  whether  the  clinical  pic- 
ture of  this  case  could  be  compatible  with  either  of 
the  above  two  conditions.  As  regards  duodenal  ob- 
struction associated  with  a malrotation,  such  a diag- 
nosis seems  very  unlikely  in  the  absence  of  a history 
of  vomiting  and  in  the  presence  of  these  x-rays  which 
are  certainly  not  compatible  with  duodenal  obstruc- 
tion. So  far  as  volvulus  of  the  midgut  is  concerned 
one  must  consider  whether  the  case  in  question  could 
be  compatible  with  an  early  midgut  volvulus  or  a late 
midgut  volvulus.  As  regards  early  midgut  volvulus 
characteristically  one  would  not  expect  to  find  much 
air  in  the  small  l)owel  cn  x-ray  due  to  the  fact  that 
as  the  small  Ijowel  becomes  twisted  around  the 
superior  mesenteric  vessels  air  from  the  stomach  and 
diuxlenum  does  not  have  an  opportunity  to  enter 
into  the  twisted  segment  of  bowel.  On  the  basis  of 
these  x-rays  which  show  a rather  large  amount  of  air 
well  down  in  the  small  bowel,  I believe  we  can 
rule  out  early  midgut  volvulus  as  a very  likely  pos- 
sibility. This  would  imply  that  if  this  patient  had 
a midgut  volvulus  from  malrotation  of  the  colon  it 
probably  would  have  to  be  a late  volvulus  of  the 
midgut  where  air  in  the  twisted  segment  of  small 
bowel  was  due  predominantly  to  bacterial  decompo- 
sition. This  is  a process  which  takes  considerable 
time  to  develop,  and  had  it  been  present  one  would 
have  expected  impairment  of  the  circulation  of  the 
involved  bowel  with  a resultant  clinical  picture  of 
sepsis,  vascular  collapse  and  hyp>oactive  or  absent 
bowel  sounds,  none  of  which  are  noted  in  the  pro- 
tocol of  this  case.  A barium  enema  would  have  been 
of  aid  in  ruling  out  malrotation  but  I understand 
no  barium  enema  was  done.  Because  of  these 
thoughts  I will  discard  malrotation  of  the  colon  as 
a very  likely  possibility. 

Duplication  of  the  bowel  is  another  condition 
which  cannot  positively  be  excluded  in  as  much  as 
a reduplicated  segment  of  bowel  may  become  over- 
distended and  compress  the  adjacent  bowel  and  pro- 
duce the  clinical  picture  of  intestinal  obstruction. 
Had  a mass  been  palj>able  abdominally  or  rectally 
on  this  patient,  this  diagnosis  would  have  to  be 
more  seriously  entertained.  With  the  absence  of 
such  a mass,  however,  I am  going  to  discard  this  as 
a likely  diagnosis,  realizing  of  course  tha^  the  ab- 
sence of  a mass  by  no  means  absolutely  excludes  this 
possibility. 

Intussusception  I mention  simply  to  exclude  it 


because  of  the  absence  of  colicky  pains,  palj>able 
mass  and  rectal  bleeding. 

This  brings  us  to  the  last  group  of  cases  to  dis- 
cuss, namely,  meconium  ileus,  the  meconium  plug 
syndrome  and  the  category  of  neurogenic  ileus  sec- 
ondary to  an  absence  of  ganglion  cells  in  a part  or 
a whole  of  the  gastro-intestinal  tract.  True  meconium 
ileus  is  extremely  unlikely  in  an  infant  15  days  old, 
because  the  majority  of  infants  with  true  meconium 
ileus  as  a part  of  the  picture  of  mucoviscidosis  de- 
velop signs  and  symptoms  of  intestinal  obstruction 
in  the  first  two  to  three  days  of  life  and  if  unrelieved 
have  persistent  vomiting  with  a rapid  progressive 
down-hill  course  leading  to  death.  There  is,  how- 
ever, a recognized  clinical  entity  known  as  the  me- 
conium plug  syndrome  which  is  not  associated  witli 
pancreatic  fibrosis  and  mucoviscidosis  and  which 
may  produce  a clinical  picture  of  progressive  low 
grade  low  small  bowel  or  large  bowel  obstruction 
which  could  be  compatible  with  the  clinical  picture 
that  this  baby  presented.  Whenever  an  infant  has 
findings  that  are  compatible  with  this  syndrome  one 
must  always  consider  the  possibility  of  an  under- 
lying neurogenic  defect  of  the  bowel  either  in  a local 
segment  of  the  colon,  the  whole  colon,  or  perhaps 
the  whole  gastro-intestinal  tract  which  renders  the 
bowel  incapable  of  evacuating  itself  entirely  of  its 
normal  meconium  and  fecal  contents,  and  eventually 
produces  a picture  of  physiological  intestinal  ob- 
struction above  the  aganglionic  segment  of  bowel. 

The  outstanding  features  in  this  particular  patient 
which  strongly  suggest  a neurogenic  disturbance  of 
the  bowel  or  Hirschsprung’s  disease  as  a possibility 
are  the  fact  that  this  patient  has  had  increasing 
difficulty  with  eating  since  the  time  of  birth,  he  has 
had  progressive  abdominal  distention,  and  his  bowel 
movements  at  no  time  have  contained  milk  curds  and 
have  always  been  described  as  thick,  gummy  dark  and 
sticky  in  nature  strongly  suggesting  incomplete  evac- 
uation of  the  colon  since  birth.  When  one  entertains 
such  a diagnosis  one  must  speculate  as  to  whether 
there  is  a limited  segment  of  bowel  which  has  a con- 
genital absence  of  ganglion  cells  or  whether  the  entire 
colon  or  entire  gastro-intestinal  tract  lacks  ganglion 
cells.  In  this  case  the  possibility  is  suspected  that 
there  is  not  only  a local  segment  of  colon  wherein  the 
ganglicn  cells  are  absent,  but  perhaps  also  they  are 
absent  in  the  entire  colon.  This  latter  variety  of 
Hirschsprung’s  disease  is  suggested  by  the  fact  that 
no  abdominal  mass  is  palpable,  no  air  is  present  in 
the  colon  on  x-ray,  the  rectum  is  not  empty  and  no 
stricture  is  palpable  at  the  tip  of  the  rectal  exam- 
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ining  finger,  all  of  which  features  one  would  hope 
to  find  in  a local  Hirschsprung’s  disease  of  the 
recto-sigmoid. 

In  summary  my  first  diagnosis  in  this  case  is 
intestinal  obstruction  from  a meconium  plug  type 
of  syndrome  secondar\'  to  Hirschsprung’s  disease  of 
the  colon.  If  this  is  incorrect,  my  second  diagnosis 
would  be  congenital  stenosis  or  diaphragm  of  the 
lower  ileum. 

Dr.  J.  M.  Harrison’s  Di.a.gnosis 

Hirschsprung’s  disease  of  the  colon 

Pathological  Dlagnosis 

Congenital  megacolon  (Hirschsprung’s  disease) 

Acute  ulceration  of  the  stomach,  small  and  large 
intestines 

Bronchopneumonia,  minimal 

DISCUSSION  OF  PATHOLOGICAL 
FINDINGS 

Dr.  Gordon  Hennigar*  ; At  operation  the  sur- 
geon found  all  the  small  and  large  intestines  to 
be  distended.  An  area  of  the  jejunum  was  found 
to  be  discolored  and  several  e.xtremely  thin  spots 
were  present  in  the  wall  of  jejunum.  A small 
amount  of  fibrinous  exudate  was  noted  on  the  peri- 
toneal surface.  Approximately  six  inches  of  the 
diseased  jejunum  was  resected  and  an  end-to-end 
anastomosis  and  a jejunostomy  were  performed. 
Subsequently  the  patient  developed  a cardiac  arrest 
and  cardiac  massage  was  done  through  a thoracotomy 
incision.  Following  this  procedure,  the  patient  had 
difficulty  resuming  respirations  on  his  own  and 
finally  e.xpired  a few  hours  after  the  operation. 

The  body  at  autopsy  weighed  2750  gm.  and 
appeared  to  be  poorly  nourished.  The  abdomen  was 
slightly  distended.  On  entering  the  peritoneal  cavity 
there  was  sanguineous  fluid  measuring  about  30  cc. 
in  volume.  The  peritoneal  surfaces  were  reddened 
and  were  covered  with  filjrinous  exudate.  The 
jejunojej unostomy  and  the  jejunostomy  were  intact. 
The  entire  small  and  large  bowel  appeared  to  be 
dilated  and  the  wall  was  edematous.  The  stomach 
was  not  dilated  and  the  gastric  mucosa  showed  some 
edema  and  several,  small,  superficial  ulcers  meas- 
uring up  to  1 cm.  in  diameter.  The  mucosa  of  the 
small  and  large  bowel  was  edematous,  hyperemic 
and  also  showed  numerous  shallow  ulcers  which 
were  covered  with  fibrinous  exudate.  The  colon  was 
filled  with  soft,  light  green  feces.  At  approximately 
7 cm.  from  the  anus  the  dilatation  of  the  colon 

*Professor  of  Pathology,  State  University  of  New  York 
College  of  Medicine  at  New  York  City. 


ended  rather  abruptly  (Fig.  1).  Histologic  sections 
through  the  dilated  j)ortion  of  the  colon  revealed 
slight  hypertrophy  of  the  muscularis  and  the  i)res- 


Fig.  1 — Congenital  megacolon  (Hirschsprung’s  disease) 
showing  markedly  dilated  small  and  large  bowel  with 
distal  narrow  segment  in  the  recto-sigmoid.  Arrows 
point  to  some  of  the  acute  ulcers  found  in  the  mucosa 
of  dilated  bowel. 

ence  of  the  ganglion  cells  in  the  myenteric  plexi, 
whereas  numerous  sections  through  the  narrow  seg- 
ment of  the  recto-sigmoid  failed  to  reveal  any  Auer- 
bach’s or  Meissner’s  plexi,  though  nerve  fibers  which 
are  thought  to  be  sympathetic  in  origin  and  inter- 
stitial cells  were  present  (Fig.  2 & 3).  The  absence 
of  intramural  ganglion  cells  is  congenital  and  inter- 
preted as  the  principal  lesion  in  Hirschsprung’s  dis- 
ease, and  absence  of  peristaltic  movement  is  its  func- 
tional manifestation,  .\ccording  to  the  physiologic 
observations  made  by  Swenson  and  his  co-workers 
there  were  found  strong  jieristaltic  waves  in  the 
dilated  and  hyjjertrophied  colon,  but  the  peristalsis 
did  not  enter  the  narrow  distal  segment,  which  ex- 
hibited increased  tonus.  In  more  than  90  per  cent 
of  cases  of  Hirschsprung’s  disease,  the  narrow, 
aganglionic  segment  is  confined  to  the  rectum  and 
part  or  all  of  the  sigmoid  colon.  Occasionally  the 
dilated  portion,  besides  involving  the  whole  colon, 
extends  for  a variable  distance  along  the  small  in- 
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Fig.  2 — Photomicrograph  of  the  dilated  portion  of  colon  showing  ganglion  cells  in  the  myenteric 

plexus. 


Fig.  3 — Photomicrograph  of  the  narrow  segment  showing  non-myelinated  nerve  fibers  but  no 

ganglion  cells  in  the  myenteric  plexus. 


testine.  Rarely  the  narrowed  segment  is  in  the 
middle  of  the  large  bowel,  in  which  case  the  segment 
proximal  to  it  is  dilated  and  that  distal  to  it  is 
normal. 

The  pathogenesis  of  the  multiple  acute  ulcers  of 


the  gastro-intestinal  mucosa  in  this  case  is  not  en- 
tirely clear,  but  it  is  jtrobably  related  to  the  marked 
dilatation  of  the  intestinal  tract,  stasis  of  its  fecal 
content  and  terminal  shock  in  which  cardiac  arrest 
occurred  following  surgery. 
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The  following  article  was  prepared  at  my  request; 
that  is,  I asked  Mr.  Whitehall  if  he  would  write 
something  for  this  page  of  the  Monthly,  but  the 
subject  matter  was  left  entirely  up  to  him. 

.•\lbert  V.  Whitehall  sers'es  the  Life  Insurance 
Association  of  America  as  its  Associate  Director  of 
Health  Insurance;  he  is  also  Vice-Chairman  of  the 
Health  Insurance  Council.  An  astute  analyst  of  the 
complexly  interrelated  factors  now  influencing  the 
trends  of  medical  economics,  Mr.  Whitehall  has 
a standing  invitation  to  help  this  special  page  fulfill 
its  purpose  of  presenting  to  the  physicians  of  Vir- 
ginia worthwhile  information  and  observations  about 
the  prepayment  mechanism  of  meeting  medical- 
economic  needs  and  problems. 

Now  that  the  Richmond  Blue  Shield  Plan  is  call- 
ing upon  the  physicians  of  the  State  to  assist  in  the 
revision  of  its  Standard  Contract  Fee  Schedule  (see 
page  427),  the  subject  matter  Mr.  Whitehall  chose 
to  write  about  is  fortuitously  timely  and  appropriate. 

RJA. 

Professional  Fees  and  Insurance 

ALBERT  V.  WHITEHALL 

What  are  the  general  attitudes  of  the  insurance 
industry  toward  fee  schedules  in  the  medical  profes- 
sion? In  a single  sentence,  we  would  answer:  “The 
manner  in  which  physicians’  fees  are  determined  is 
and  should  be  completely  under  the  jurisdiction  of 
the  physicians  themselves.” 

Fees  are  an  important  part  of  the  doctor-patient 
relationship,  and  thus  have  an  important  effect  on 
the  public  relations  of  the  medical  profession.  In- 
surance is  only  a device  to  help  the  doctor  and  the 
patient  to  get  together. 

Insurers  and  their  policyholders  have  a direct  in- 
terest, obviously,  in  the  fees  or  charges  that  phy- 
sicians establish.  When  professional  fees  are  not 
clearly  understood,  it  becomes  very  difficult  for 
insurance  to  provide  its  most  effective  service  to  the 
medical  profession  and  the  public. 

Insurance  actuaries  must  predict  premiums  with 
reasonable  expectation  that  they  will  be  adequate  to 
pay  claims.  If  claim  costs  go  up  severely,  then  the 


insurance  companies  must  increase  premiums  and 
explain  to  the  policyholders  where  and  why  the 
extra  money  went. 

Uncertainty  as  to  fees  can  cause  trouble  for  the 
doctor  too.  People  who  are  not  aware  of  the  level 
of  professional  fees  are  apt  to  buy  insurance  benefits 
inadequate  to  their  needs.  If  there  is  not  a reason- 
able relationship  between  the  doctor’s  fee  and  the 
insurance  payment  for  a given  procedure,  whatever 
the  reason,  someone  may  have  to  explain  the  dis- 
crepancy to  a disgruntled  patient.  Such  episodes  are 
hardly  conducive  to  good  public  relations  for  the 
voluntary  system,  for  medicine,  or  for  insurance. 

The  attitude  of  thoughtful  insurance  leaders  has 
been  well  expressed,  I think,  in  a report  that  was 
issued  two  y'ears  ago  by  the  Joint  Committee  on 
Health  Insurance.  In  establishing  this  commit- 
tee, the  insurance  industry  had  undertaken  some 
self-evaluation  to  study  whether  it  was  measuring 
up  to  the  challenge  of  providing  health  insurance 
effectively.  Please  note,  in  the  following  paragrajfiis 
from  the  report,  the  sincere  respect  of  the  insurance 
men  for  the  medical  profession,  their  desire  to  coop- 
erate, and  the  careful,  thoughtful  approach  to  a per- 
plexing problem : 

“When  charges  for  medical  service  are  based 
upon  ability  to  pay,  the  practice  of  considering 
that  insurance  increases  the  patient’s  ability  to 
pay,  can  interfere  seriously  with  the  effectiveness 
of  insurance. 

“In  the  extreme  case,  that  practice  can  com- 
jfietely  destroy  the  effectiveness  of  insurance,  in 
that  the  insured  derives  no  benefit  from  the  ex- 
istence of  insurance.  In  less  extreme  cases,  it 
means  that  the  insured  does  not  get  full  value 
from  the  insurance  which  he  has  been  so  prudent 
as  to  arrange. 

“Physicians  and  insurers  alike  are  recognizing 
that  a practice  of  charging  higher  fees  when  the 
patient  is  insured  can  destroy  the  motivation  to 
buy  insurance  and  thus  defeat  the  teamwork  be- 
tween the  medical  profession  and  insurers  in  pro- 
viding and  financing  medical  care.  Such  a prac- 
tice, when  it  exists,  is  a clear  example  of  a claim 
cost  which  is  inadequately  ‘controlled’  and  which, 
therefore,  is  correspondingly  difficult  to  insure 
effectively,  or  which  leads  to  an  increase  in  the 
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total  costs  to  be  met  out  of  the  premiums  paid  by 
all  policyholders. 

number  of  leading  physicians  have  sug- 
gested fee  schedules  as  a means  of  providing  an 
objective  price  scale  to  which  a family  can  fit  its 
insurance  program.  * * * Insurance  men  should 
be  willing,  when  invited,  to  discuss  such  questions 
with  doctors  and  to  cooperate  in  any  studies  and 
developments. 

‘•Various  types  of  fee  schedules  are  being 
studied  by  several  medical  societies,  in  some 
c.ases  with  the  cooperation  of  the  Health  Insurance 
Council.  The  Subcommittee  welcomes  those 
studies  and  expects  that  they  will  lead  to  con- 
structive developments.  Some  members  of  the 
Subcommittee,  however,  questioned  whether  in  the 
long  run  the  answer  will  be  found  in  formal  fee 
schedules. 

“The  objective,  from  the  viewpoint  of  per- 
mitting insurance  to  work  most  effectively,  is  the 
determination  of  charges  without  regard  for  the 
existence  of  insurance,  so  that  each  family  could 
have  an  advance  understanding  of  the  ‘price 


scale’  of  its  medical  services  and  thereby  be  en- 
abled to  arrange  insurance  consistent  with  that 
price  scale,  with  assurance  that  it  will  derive 
benefit  from  the  existence  of  such  insurance. 
Some  members  tend  to  the  opinion  that  in  the 
long  run  that  objective  will  be  approached  with- 
out the  need  of  formal  fee  schedules.” 

To  sum  up:  clearly  established,  well  understood 
fee  practices  would  help  insurance  to  do  a better 
job  for  patients  and  doctors.  But  insurance  can  only 
cooperate,  it  may  not  take  the  lead.  The  medical 
profession  makes  its  arrangements  on  fees  with  the 
general  public. 

-All  of  us  in  the  voluntary  system,  in  the  long 
run,  are  dependent  upon  public  approval.  To  the 
extent  that  we  are  guided  by  the  concept  of  service 
to  the  public,  we  shall  grow  and  prosper.  Indeed, 
the  very  survival  of  the  voluntar}’  system  of  medicine 
and  health  insurance  depends  on  the  continued  sup- 
port of  the  general  public,  and  its  approval  of  the 
way  we  render  service. 


Medical  Economics  Offers  New  Awards 


The  1957  Medical  Economics  .Awards  have  just 
been  announced  by  Medical  Economics,  the  national 
business  magazine  for  physicians.  Top  award  of 
$500  will  go  to  the  physician  submitting  the  best 
original  article  during  the  year.  .Awards  ranging 
from  $300  to  $100  will  be  made  for  other  original 
articles  written  by  physicians  and  accepted  for  pub- 
lication. .And  this  year,  for  the  first  time,  awards 
of  up  to  $50  will  be  made  for  article  ideas  submitted 
by  physicians  and  found  suitable  for  development  by 
Medical  Economics^  staff. 

.A  full  article  will  have  the  best  chance  of  win- 
ning if  it’s  “limited  to  just  one  aspect  of  any  broad 
subject  in  our  field — fees,  for  example,  or  practice 
management,  or  even  medical  humor.”  It  should 


be  between  1,000  and  3,000  words  long  and  “filled 
with  examples,  anecdotes,  and  cases  in  point  drawn 
from  actual  experience.” 

.An  article  idea  will  have  the  best  chance  of  win- 
ning if  it’s  “specific  rather  than  general  and  . . . 
detailed  enough  so  that  the  editors  will  understand 
exactly  the  economic,  professional,  or  personal  prob- 
lem you  have  in  mind.”  Between  100  and  300  words 
are  preferred  for  article  ideas. 

Entries  must  be  postmarked  no  later  than  De- 
cember 31,  1957,  and  adressed  to:  Awards  Editor, 
Medical  Economics,  Oradell,  N.  J.  Manuscripts 
should  l)e  accompanied  by  a self-addressed  envelope 
and  return  postage. 
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The  Role  of  the  Chaplain  in  a Mental 
Hospital 

The  patient  was  a 69  year  old  white  female, 
single,  and  was  interviewed  by  the  Chaplain  at  the 
suggestion  of  her  physician  in  order  to  clarify  some 
I of  her  religious  conceptions  and  expressions.  At 
i the  time  of  the  interview  the  patient  had  been  in 
I the  hospital  three  years.  On  admission  she  claimed 
I that  the  Lord  was  talking  to  her  and  felt  that  the 
! devil  was  punishing  her.  Three  years  after  admis- 
j sion,  this  patient  was  still  reading  the  Bible,  study- 
ing about  the  spirits  and  tried  to  explain  what  she 
f meant  by  the  Lord  speaking  to  her,  by  saying  that 
I it  was  not  a voice  which  she  heard  but  her  con- 
science. The  patient  received  seven  electro-con- 
vulsive treatments,  several  months  after  her  admis- 
[ sion  to  the  hospital  and  other  than  this  received  no 
further  treatment. 

I The  function  of  the  Chaplain  in  this  case  was 
I to  determine,  if  he  could,  whether  the  patient’s 
i reference  to  hearing  the  voice  of  God  and  the  devil 
j were  hallucinatory  experiences  or  the  patient’s  method 
I of  describing  her  spiritual  experiences  in  relationship 
to  her  culture.  In  conversation  with  the  Chaplain 
the  patient  denied  ever  having  heard  God’s  voice 
or  the  devil’s,  stating  that  this  appeared  in  one’s 
conscience,  and  clarified  this  by  saying  “God  doesn’t 
j speak  to  one  like  another  person  would.”  The  pa- 
tient’s basic  philosophy  of  life  was  that  the  Spirit 
of  God  promoted  in  one  quietness  and  peacefulness, 
patience,  and  an  absence  of  fear,  doubt,  and  worry. 
On  the  other  hand  the  spirit  of  the  devil  promoted 
restlessness,  doubt  and  w'orry.  In  this  particular 
case  the  Chaplain  felt  that  the  patient  was  not  hallu- 
cinated at  the  time  of  the  interview.  The  problem 
here  was  one  of  communication.  The  patient  had 
been  reared  in  a rural  community  where  Biblical 
matters  are  taken  rather  literally  and  all  thoughts 
and  ideas  which  are  considered  evil  or  bad  are  at- 
tributed to  the  devil  and  all  thoughts  wliich  are 
considered  by  the  person  to  be  good  and  upright 
are  attributed  to  God.  The  physician  in  this  case 
agreed  with  the  Chaplain  that  the  patient  was  not 
experiencing  hallucinations  and  that  the  basis  for 
understanding  the  patient’s  verbalization  was  in 
gaining  an  understanding  of  her  means  of  commu- 

Richard  W.  McKay,  Chaplain,  South’western  State  Hos- 
pital, Marion,  Virginia. 

Approved  for  publication  by  Commissioner,  Department 
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nicating  her  ideas.  In  this  way  the  Chaplain  col- 
laborated and  cooperated  with  the  attending  jdiy- 
sician  in  helping  to  establish  a diagnosis. 

In  addition  to  the  above  method  cooperation  the 
Chaplain  also  interviews  newly  admitted  patients 
for  a brief  initial  religious  interview.  Results  of 
this  interview  are  recorded  and  placed  in  the  pa- 
tient’s chart  to  be  used  by  the  physician  and  other 
staff  members  in  evaluating  the  mental  condition  of 
the  particular  patient.  In  addition,  a questionnaire 
is  sent  to  all  correspondents  of  patients  to  obtain 
information  relative  to  the  religious  background. 
From  the  questionnaire  and  interview  combined  the 
Chaplain  makes  an  evaluation  of  the  place  of  reli- 
gion in  the  patient’s  life.  If  the  patient  has  been 
a member  of  a church  it  is  important  to  know  to 
which  he  belongs  since  different  denominations  re- 
quire varying  beliefs  in  their  members.  Belief  in- 
fluences both  thought  and  . action  and  knowing  the 
beliefs  will  sometimes  furnish  a lead  in  understand- 
ing a severely  repressed  person.  In  the  initial  reli- 
gious interview  an  attempt  is  made  to  discover 
whether  there  has  been  any  significant  change  in 
the  religious  life  of  the  person  during  recent  months. 
Often  a sudden  or  abrupt  change  in  one’s  religious 
thinking  accompanies  onset  of  mental  disorder.  This 
knowledge  assists  the  staff  in  determining,  some- 
what, the  time  of  onset  and  sometimes  furnishes 
additional  symptomatology  for  evaluation. 

One  case  is  recalled  in  which  the  patient  in  con- 
versation with  the  doctor  refrained  entirely  from 
mentioning  any  of  her  paranoid  ideation  but  instead 
talked  about  her  religious  conflicts.  After  the  patient 
was  referred  to  the  Chaplain,  by  the  physician,  she 
consistently  during  several  interviews  brought  out 
her  paranoid  ideas.  In  conference  with  the  doctor 
she  would  deny  all  ideas  of  reference  or  would 
insist  that  her  problems  were  religious.  In  conver- 
sation with  the  Chaplain  the  reverse  was  true.  By 
cooperation  and  interchange  of  interview  material, 
the  physician  and  Chaplain  were  able  to  come  to  a 
better  understanding  of  the  patient’s  condition  and 
to  properly  evaluate  her  disorder. 

The  Chaplain  is  present  at  all  diagnostic  staff 
meetings  and  at  those  in  which  disposition  is  the 
question.  Along  with  the  other  staff  members  he  is 
encouraged  to  contribute  anything  he  has  learned 
about  the  patient  that  might  be  of  help  in  evaluating 
the  patient’s  condition  for  purposes  of  diagnosis. 
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At  the  same  time  he  is  encouraged  to  help  evaluate 
the  possibilities  of  the  patient  returning  to  the  com- 
munity or  leaving  hospital.  Here  the  Chaplain 
does  not  become  another  type  of  Social  ^^'orke^  but 
instead  evaluation  is  made  on  the  basis  of  the 
patient's  religious  ideation,  his  beliefs  and  ability 
to  socialize,  viewed  from  a religious  standpoint. 

.\s  a result  of  one  of  the  initial  religious  inter- 
views, and  because  Uie  patient's  doctor  had  encour- 
aged him  to  discuss  this  problem  with  the  Chaplain, 
one  man  requested  an  interview,  stating  that  he  was 
unable  to  pray.  The  patient  stated  that  he  had  been 
a member  of  a church  for  some  time  and  had  prior 
to  his  admission  to  hospital  been  able  to  pray  with- 
out any  difficulty.  However,  with  the  onset  of  his 
illness  he  seemed  no  longer  able  to  communicate 
with  God  in  prayer.  Sensing  that  the  cause  for  this 
was  a part  of  the  general  S}mptomatology  of  the 
patient’s  possible  psychoneurosis,  the  Chaplain 
began  psychotherapy  with  him.  The  patient’s  self- 
evaluation  was  one  of  utter  worthlessness.  He  was 
burdened  with  feelings  of  guilt  about  his  past  deeds 
for  which  he  could  not  receive  satisfactory  forgive- 
ness in  prayer.  He  was  very  anxious,  had  been 
unable  to  adjust  to  his  wife,  had  even  talked  of 
divorce,  and  prior  to  admission  had  been  unable 
to  sleep,  had  become  very  indifferent  and  unable  to 
work.  .After  the  eighteenth  interview  with  this 
patient  he  stated  that  he  was  beginning  to  under- 
stand himself  a little  better  and  was  now  able  to 
prav  and  to  feel  a certain  amount  of  satisfaction 
from  this.  At  the  time  of  writing  the  patient  is 
still  undergoing  psychotherapy.  Xo  attempt  has 
been  made  or  will  be  made  to  convince  the  jjatient 
during  psychotherapy  that  he  should  appropriate 
the  beliefs  of  the  Chaplain  for  his  own.  The  goal 
of  psychotherapy  in  this  case  is  the  goal  of  any 
psychotherapy,  that  the  patient  will  become  more 
emotionally  mature  and  will  be  free  of  symptoms, 
developing  a fair  understanding  of  himself  and 
of  his  defenses,  being  able  to  adjust  in  his  com- 
munity in  a way  that  it  is  healthy  for  him.  If,  in 
the  process,  the  patient’s  religious  ideas  are  aired 
and  he  is  able  to  integrate  more  mature  and  healthy 
religious  ideas  into  his  emotionality  this  would  be 
to  his  credit.  However,  no  direct  attempt  is  made 
to  force  any  religious  belief  upon  the  patient.  This 
would  cease  to  be  therapy  and  become  useless  advice. 

At  a recent  meeting  of  the  Association  of  Mental 
Hospital  Chaplains,  considerable  time  was  spent 
discussing  whether  or  not  the  Chaplain  could  be 
Chaplain  and  therapist  at  the  same  time.  Some 
psychiatrists  and  Chaplains  feel  that  at  the  point 


where  the  Chaplain  begins  to  be  therapist  he  ceases 
to  be  a clergyman,  and  that  to  be  a therapist  and 
a Chaplain  at  the  same  time  is  practically  impos- 
sible. This  view  is  usually  held  by  the  psychiatrist 
who  would  reserve  exclusively  for  psychiatry,  all 
psychotherapy,  and  by  the  Chaplain  who  would 
assume  that  he  could  never  become  nonjudgmental 
and  permissive  enough  to  be  a therapist.  However, 
it  would  seem  that  it  is  still  possible  not  only  for 
a Chaplain,  but  for  others  who  engage  in  therapy 
with  those  suffering  from  mental  disorders,  to  utilize 
all  that  is  offered  by  psychotherapy  as  a method  of 
assisting  the  patient  to  recover  from,  and  to  readjust 
whatever  personality,  environmental,  or  familial  con- 
flicts have  led  to  his  disorder. 

The  Chaplain  also  conducts  worship  services  for 
patients  each  Sunday  and  group  worship  periods 
on  various  continuous  care  wards.  The  goal  of 
worship  in  a mental  hospital  is  the  same  as  else- 
where, namely,  to  give  opportunity  for  establishing 
a relationship  of  love  with  God,  with  himself  and 
with  his  fellows.  The  word  love  as  used  here  is 
the  same  as  the  Greek  word  used  in  the  New  Testa- 
ment, agape.  It  denotes  reverence,  goodwill,  esteem 
and  worthiness.  In  this  context  religion  may  be 
anxiety  creating,  but  it  also  offers  means  of  handling 
anxiety  by  increasing  feelings  of  security,  reducing 
guilt  feelings,  and  by  reinforcing  or  reactivating 
faith  and  hope. 

In  the  last  thirty  years  psychiatrx’  and  mental  hos- 
pitals, as  well  as  many  general  hospitals,  have 
opened  their  ranks  to  admit  representatives  of  the 
three  major  religious  faiths  in  our  country.  Where 
Chaplains  have  been  properly  trained,  they  have 
found  in  most  cases  a willingness  on  the  part  of 
the  therapeutic  team  to  work  with  them.  In  the 
case  of  the  writer  there  has  been  more  than  a will- 
ingness to  cooperate,  there  has  been  a desire  to  col- 
laborate, to  labor  together,  each  using  his  own  par- 
ticular training  to  bring  about  not  only  better  care 
and  treatment,  but  a speedier  recovery  rate,  because 
of  a genuine  interest  in  the  total  wellbeing  of  the 
patient. 

It  has  been  said  by  some  that  religion  and  psy- 
chiatry grow  closer  together  year  by  year.  The 
writer  believes  that  this  is  not  true.  Religion  and 
psychiatrx'  are  not  drawing  closer  together.  Instead 
each  is  becoming  more  aware  of  what  the  other  has 
to  offer.  If  they  seem  to  draw  closer  together,  it 
is  only  because  they  seek  a common  goal,  the  whole- 
ness of  the  individual,  using  sometimes  different, 
sometimes  similar,  avenues  of  approach  in  attaining 
this  goal. 
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Influenza  Far  East  ’57 

During  the  past  few  weeks  there  have  been  re- 
ports of  epidemics  of  influenza  in  the  Far  East  ap- 
pearing in  the  press  and  in  reports  and  letters  from 
the  National  Office  of  Vital  Statistics  and  Regional 
Offices  of  the  Public  Health  Service.  The  disease 
was  first  seen  in  Hong  Kong  and  Singapore.  Then 
in  rapid  succession,  almost  simultaneous  epidemics 
have  occurred  in  Taiwan,  the  Philippines,  the 
Malayan  States,  Indonesia,  Japan,  and  India. 

The  clinical  description  is  typical  of  the  influenza 
seen  in  recent  years;  rapid  onset,  fever  malaise, 
muscle  aches,  and  coryza.  The  duration  is  from 
three  to  five  days.  The  attack  rates  have  been  high, 
18%  in  the  Philippines,  but  the  mortality  rates  have 
been  less  than  1 per  1,000  cases  and  these  deaths 
were  usually  in  infants  and  in  debilitated  persons. 

The  presence  of  American  military  laboratories 
located  near  the  epidemic  areas  jrermitted  study  of 
the  epidemiology  of  this  disease  and  allowed  com- 
parisons to  be  made  between  various  population 
groups.  Viruses  were  isolated  from  throat  wash- 
ings and  these  were  found  to  be  of  unusual  types. 
A new  antigenic  variant  of  Type  A influenza  virus 
has  now  appeared  which  is  strikingly  different  from 
any  previous  isolates.  Intensive  studies  of  the  char- 
acteristics of  these  viruses  are  now  being  made. 

The  incidence  of  influenza  has  been  somewhat 
greater  this  spring  in  the  United  States  than  has 
been  experienced  for  the  last  six  years.  The  virus 
causing  the  disease  was  Type  A and  related  anti- 
genically  to  the  group  that  has  been  prevalent  since 
1947.  The  Far  East  type  is  new. 

It  is  likely  that  the  virus  of  the  Far  East  ’57 
influenza  will  be  introduced  into  the  United  States 
this  summer.  All  medical  personnel  should  realize 
that  there  will  be  need  for  rapid  investigation  and 
laboratory  diagnosis  of  acute  respiratory  diseases  that 
resemble  influenza.  The  accurate  diagnosis  of  cases 
is  imperative.  Attempts  should  be  made  to  isolate 
virus  from  throat  washings  of  patients  when  the 
possibility  of  influenza  exists.  The  washings  should 
be  obtained  during  the  first  three  days  of  illness  and 


while  the  patient  is  still  febrile,  although  the  virus 
may  be  recovered  as  long  as  seven  days  after  the 
onset.  The  patient  should  gargle  three  times  using 
15  c.c.  of  broth,  skimmed  milk,  or  distilled  water 
for  each  washing  and  return  the  washings  to  a paper 
cup.  Some  infective  material  may  Ije  brought  from 
the  trachea  into  the  pharynx  if  the  patient  will  cough. 
The  washings  should  be  transferred  to  a closed  tube 
for  transportation.  They  should  be  frozen  and 
shipped  packed  with  a sufficient  quantity  of  dry  ice 
to  be  kept  frozen.  Serum  samples  should  also  l^e 
taken,  one  during  the  time  of  illness  and  a second 
two  to  four  weeks  later.  The  throat  washings  and 
the  first  serum  sample  can  be  shipped  frozen  and 
sent  at  the  same  time.  The  convalescent  serum  can 
be  sent  later.  They  should  be  sent  to  Dr.  Keith 
Jensen,  Influenza  Center,  C.D.C.  P.O.  Box  61, 
Montgomery,  Alabama.  A history  of  the  case  should 
be  sent  with  the  specimens  and  the  laboratory  of  the 
State  Department  of  Health  should  be  notified  that 
they  have  been  sent. 

At  a meeting  called  recently  in  Washington  by  the 
Surgeon  General  of  the  Public  Health  Service,  it 
was  brought  out  that  prototype  strains  were  sent  to 
vaccine  manufacturers  on  May  22  and  that  all  neces- 
sary preparations  are  being  made  for  inclusion  of 
the  Far  East  ’57  strain  in  a new  formula  influenza 
vaccine.  The  Department  of  Defense  has  indicated 
that  this  vaccine  will  probably  be  used  among  its 
personnel  this  autumn.  It  is  likely  that  the  manu- 
facturers will  institute  production  of  the  new  variant 
strain  immediately  and  that  the  new  formula  vac- 
cine will  be  available  in  the  late  summer.  It  is 
probable,  however,  that  the  vaccine  will  not  be  avail- 
able to  the  public  until  in  October.  It  has  been 
decided  that  because  the  Far  East  ’57  influenza  is  a 
type  with  which  there  has  been  no  previous  experi- 
ence, there  should  be  two  doses  of  vaccine  given,  the 
initial  dose  of  1 c.c.  to  be  followed  in  four  to  six 
weeks  by  a second  dose  of  1 c.c. 

Eoreign  quarantine  inspectors,  which  the  Public 
Health  Service  stations  at  all  international  sea  and 
airports,  are  advising  travelers  from  the  Orient  to 
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see  their  private  physicians  if  they  develop  a res- 
piratory illness  within  ten  days  after  their  arrival. 
The  names  and  addresses  of  passengers  who  have  a 
respiratory  illness  on  arrival  are  being  forwarded 
to  health  directors  in  the  communities  to  which  the 
travelers  are  going.  Private  physicians  should  im- 
mediately report  suspicious  cases  to  their  health  de- 
partments, which  link  with  the  State-Federal-Inter- 
national reporting  system,  so  that  any  occurrence  of 
suspected  influenza  may  be  quickly  investigated  and 
the  necessarj-  measures  for  laboratory  diagnosis  can 
be  instituted.  .\s  new  developments  occur,  the  med- 
ical profession  will  be  kept  informed  through  appro- 
priate medical  channels. 


Monthly  Report  of  Bureau  of 
Co.VlM  UNICABLE  DISEASE 


Jan.- 

Jan.- 

June 

June 

June 

June 

1957 

1956 

1957 

1956 

Brucellosis 

2 

4 

12 

11 

Diphtheria 

3 

0 

8 

21 

Hepatitis  (Infectious) 

39 

34 

268 

287 

Measles 

900 

3599 

4326 

22444 

Meningococcal  Infections 

7 

7 

41 

53 

Meningitis  (Other) 

24 

15 

100 

65 

Poliomyelitis 

5 

13 

17 

19 

Rabies  (In  Animals) 

26 

17 

177 

197 

Rocky  Mt.  Spotted  Fever 

14 

8 

16 

13 

Streptococcal  Infections 

. 474 

488 

4243 

3716 

Tularemia 

2 

6 

19 

12 

Typhoid  Fever 

- 4 

8 

21 

22 

Film  Describes  Role  of  Radiologist  on  Medical  Team 


new  color  motion  picture  dedicated  to  the  radi- 
ologist— a physician  who  specializes  in  the  use  of 
.x-rays,  radium  and  radioactive  materials  in  the 
diagnosis  and  treatment  of  diseases- — has  been  added 
to  AM.\’s  Film  Library.  “First  A Physician”  tells 
the  dramatic  story  of  what  a radiologist  is,  what  he 
does  and  how  he  serves  patients.  In  this  2 7 -minute 
film,  you’ll  see  the  warm,  human  stoiy  of  the  home 
and  professional  life  of  William  Phillips,  M.D. 
You'll  learn  about  the  many  ways  the  radiologist 


uses  x-ray  in  diagnosis  and  therapy.  You'll  watch 
the  doctor  apply  his  special  knowledge  to  meet  criti- 
cal situations.  The  film  was  produced  by  E.  I. 
du  Pont  de  Nemours  & Co.,  Inc.  in  cooperation  with 
the  -American  College  of  Radiolog}’. 

Medical  societies  may  arrange  for  bookings 
through  the  Film  Library.  The  film  will  be  par- 
ticularly suitable  for  school,  club  and  other  public 
gatherings. 


Periodic  Health  Appraisal  of  Children 


new  program  endorsing  periodic  health  ap- 
praisal for  children  sjxinsored  by  the  National  Con- 
gress of  Parents  and  Teachers  has  won  support  of 
the  .\M.\’s  Council  on  Medical  Service.  At  a recent 
meeting,  the  Council  voted  to  approve  the  following 
resolution : “The  Committee  on  Maternal  and  Child 
Care  of  the  Council  on  ISIedical  Service,  .A.M.A.,  re- 
affirms its  approval  of  the  principle  of  continuous 


health  supervision  of  children  from  birth  through 
their  school  experience  rather  than  only  a program 
of  a single  appraisal  on  school  entrance.  It  also 
recommends  that,  where  possible,  this  should  be  done 
by  the  physician  and  dentist  who  normally  serve  that 
child  and  family,  preferably  his  personal  physician 
and  dentist.  The  Committee  welcomes  the  suppwrt 
of  the  National  Congress  of  Parents  and  Teachers.” 
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Council  Minutes 

A special  meeting  of  the  Council  of  The  Medical 
Society  of  Virginia  was  called  to  order  by  Dr.  James 
D.  Hagood,  President,  on  June  20,  1957,  at  Society 
Headquarters.  A quorum  was  present.  Attending 
were  Dr.  James  D.  Hagood,  Dr.  Harry  C.  Bates, 
Jr.,  Dr.  James  P.  King,  Dr.  Harry  J.  Warthen,  Jr., 
Dr.  Mack  I.  Shanholtz,  Dr.  A.  A.  Creecy,  Dr.  Wal- 
ter P.  Adams,  Dr.  Benjamin  W.  Rawles,  Jr.,  Dr. 
Harold  W.  Miller,  Dr.  Fletcher  J.  Wright,  Jr.,  Dr. 
Louis  P.  Bailey  and  Dr.  James  P.  Williams.  Also 
attending  were  Dr.  W.  Linwood  Ball,  Society  Head- 
quarters Building  Committee,  Dr.  W.  C.  Caudill, 
Chairman  of  the  Legislative  Committee,  Mr.  Robert 
C.  Duval,  Jr.,  Attorney  for  The  Medical  Society  of 
Virginia  and  Mr.  Marcellus  Wright,  Jr.,  Architect. 

Three  possible  plans  for  the  Society’s  new  head- 
quarters building  were  inspected  by  Council  and 
Mr.  Wright  brought  everyone  up-to-date  with  a 
report  which  covered  the  steps  taken  by  the  Head- 
quarters Building  Committee.  He  reported  that  the 
third  and  latest  set  of  plans  had  been  approved  by 
the  architectural  consultant  to  the  Windsor  Farms 
Board  of  Directors  and  that  formal  approval  by  the 
Board  would  doubtless  be  obtained  at  its  next  meet- 
ing. The  plans  contain  those  features  which  are 
necessary  to  the  most  efficient  operation  of  the  So- 
ciety. 

A question  was  raised  concerning  proper  procedure 
from  this  point  and  Dr.  Duval  offered  for  Council 
consideration  a resolution  which  would  provide  a 
definite  course  of  action.  The  first  section  of  the 
resolution  was  introduced  and  adopted  as  follows: 

“Resolved  by  the  Council  of  The  Medical  Society 
of  Virginia  as  follows:  1.  That  the  plan  for  the 
proposed  headquarters  building  presented  to  the 
Council  by  Marcellus  Wright  & Son  in  tentative 
drawings,  dated  June  19,  1957,  is  hereby  approved, 
provided,  however,  that  such  approval  is  conditioned 
upon  obtaining  from  Windsor  Farms,  Inc.,  its  ap- 
proval of  the  type  of  building  to  be  constructed,  and 
is  with  the  understanding  that  the  completed  build- 
ing be  of  similar  architectural  design  to  that  of 
the  Tuckahoe  Woman’s  Club.” 

The  second  section,  which  follows,  was  then  con- 


sidered and  adopted.  “2.  d'hat  tlie  Headquarters 
Building  Committee  of  the  Society  is  hereby  author- 
ized and  empowered  to  consider  and  pass  u{X)n  any 
changes  in  the  plans  wliich  may  become  necessary 
or  desiralrle  to  meet  objections  on  the  part  of  Wind- 
sor Farms,  Inc.,  or  of  residents  of  Windsor  Farms, 
and  to  represent  and  act  for  the  Council  in  all  such 
matters.” 

The  third  and  last  section  of  the  resolution  was 
then  adopted  in  the  following  form:  “3.  That  the 
Society  Headquarters  Building  Committee  is  hereby 
authorized  and  empowered,  for  and  on  behalf  of 
The  Medical  Society  of  Virginia,  to  enter  into  such 
contracts,  and  do  whatever  things  may  be  necessary 
in  the  construction  of  the  proposed  headquarters 
building  on  the  land  of  the  Society  in  Windsor 
Farms,  Richmond,  Virginia,  and,  with  the  advice 
and  counsel  of  the  Executive  Committee,  to  obtain 
the  necessary  furniture,  equipment  and  supplies  for 
the  efficient  operation  of  the  said  building.” 

Dr.  Hagood  introduced  Dr.  Caudill  who  discussed 
briefly  the  problem  dealing  with  hospital-physician 
relationships.  Dr.  Caudill  was  particularly  inter- 
ested in  learning  whether  or  not  Council  had  any 
objection  to  certain  proposed  minor  changes  in  the 
Medical  Practice  Act  which  would  clarify  the  status 
of  licensed  interns  and  residents.  It  was  brought 
out  that  a full  report  on  the  problem,  and  perhaps 
on  the  study  now  being  conducted  by  a Committee 
of  the  Virginia  Advisory  Legislative  Council,  would 
be  presented  to  the  House  of  Delegates  in  October. 

Dr.  Adams  then  read  a letter  from  the  Norfolk 
County  Medical  Society  requesting  that  a petition  of 
Portsmouth  physicians  to  form  a separate  component 
society  be  considered  favorably  by  the  Council.  Dr. 
.Adams  also  presented  the  formal  petition  signed  by 
seven  Portsmouth  physicians. 

It  was  reported  that  ways  and  means  had  beQn 
found  whereby  physicians  belonging  to  a Portsmouth 
Society  could  retain  their  group  life  insurance  cov- 
erage through  the  Norfolk  County  Medical  Society. 
This  would  involve  dual  membership. 

Dr.  Rawles  then  moved  that  the  Society  approve 
the  petition  and  grant  a charter  to  the  Portsmouth 
Academy  of  Medicine  or  such  other  name  as  selected 
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by  the  p)etitioning  physicians.  The  motion  was  sec- 
onded and  adopted. 

It  was  then  moved  by  Dr.  Rawles  that  the  matter 
of  physicians  holding  active  membership  in  two  or 
more  component  societies  be  referred  to  the  Judicial 
Committee.  An  amendment  was  offered  which  would 
have  the  Committee  review  Article  I of  the  By-Laws 
and  make  such  recommendations  as  would  seem 
appropriate.  The  motion,  as  amended,  was  seconded 
and  adopted. 

Dr.  Shanholtz  then  asked  Council  to  give  serious 
thought  to  what  future  use  might  be  made  of  the 
State’s  Tuberculosis  Hospitals.  It  was  brought  out 
that  many  beds  were  vacant  and  that  the  time  had 
com.e  to  find  a proper  solution  to  the  problem.  He 
made  it  clear  that  no  definite  conclusions  have  been 
reached  by  the  State  Board  of  Health  and  that  he 
looked  forward  to  another  discussion  of  the  problem 
when  Council  meets  in  October. 

Considered  next  was  a request  from  the  Virginia 
Academy  of  General  Practice  that  it  be  relieved  of 
the  responsibility  of  nominating  candidates  for  the 
“General  Practitioner  of  the  Year”  award.  It  was 
believed  that  the  nominations  would  mean  more  if 
they  were  not  sponsored  by  any  organization.  After 
some  discussion  it  was  moved  that  in  the  future  nom- 
inations should  be  submitted  in  writing  by  com- 
ponent medical  societies  prior  to  the  first  meeting  of 
the  House  of  Delegates  and  that  such  nominations 
be  digested  and  sent  to  members  of  the  House  before 
the  meeting.  The  Speaker  of  the  House  would 
neither  accept  nominations  from  the  floor  nor  permit 
verbal  discussion.  The  motion  was  seconded  and 
adopted. 

Council  was  then  requested  to  consider  the  ad- 
visability of  bringing  the  cost  of  the  three  volumes 
of  “Histor)'  of  Medicine  in  Virginia”  more  in  line. 
It  was  brought  out  that  the  three  volumes  were  avail- 
able to  members  at  ^5.75,  but  cost  non-members 
S22.50  for  the  complete  set.  The  feeling  prevailed 
that  the  difference  involved  was  too  much.  It  w'as 
then  decided  that  henceforth  members  could  pur- 
chase single  volumes  at  $2.00  each  or  the  set  of 
three  for  $5.00.  Non-members  will  be  able  to  pur- 
chase the  volumes  at  $4.00  each. 

A question  of  policy  was  raised  with  reference 


to  physicians  entering  residency  training  programs 
after  a number  of  years  in  active  practice.  The 
office  staff  was  not  sure  whether  or  not  these  physi- 
cians should  be  made  “Courtesy”  members  (dues 
exempt)  or  should  be  required  to  pay  dues  in  some 
form.  It  was  brought  out  that  the  AMA  requires 
dues  of  all  physicians  entering  residency  training 
programs  after  having  been  in  practice  5 years. 

It  was  moved  that  all  residents  be  placed  in  the 
same  category  and  offered  “Courtesy”  membership 
regardless  of  length  of  time  in  practice.  The  motion 
was  seconded  and  adopted. 

Dr.  Williams  called  attention  to  the  “Suggested 
Guides  to  Relationships  Between  State  and  County 
Medical  Societies  and  the  United  ^line  Workers  of 
America  Welfare  and  Retirement  Fund”  which  w’ere 
adopted  by  the  AMA  House  of  Delegates  in  New 
York.  It  was  suggested  that  Dr.  Williams  incor- 
porate these  suggested  guides  into  his  Committee 
report  in  order  that  the  Society’s  House  of  Delegates 
may  have  the  opportunity  to  act  upon  them. 

The  question  was  raised  by  Dr.  King  as  to  what 
steps  should  now  be  taken  with  the  view  toward 
disposing  of  the  present  headquarters  building.  Mr. 
Duval  advised  that  a definite  procedure  would  have 
to  be  followed  and  that  it  would  be  necessary  that 
the  House  of  Delegates  adopt  a resolution  in  Oc- 
tober authorizing  sale  of  the  property.  He  stated 
that  he  would  give  this  matter  his  attention  and 
have  some  suggestions  ready  for  Council  at  its  next 
meeting.  There  was  some  thought  that  the  Executive 
Secretar}-  might  make  it  known  to  interested  parties 
that  the  building  is  expected  to  be  offered  for  sale 
sometime  after  the  1957  Annual  Meeting — occu- 
pancy depending  upon  completion  date  of  the  new 
headquarters. 

Dr.  Rawles  took  notice  of  the  excellent  work  being 
carried  on  by  the  Virginia  Council  on  Health  and 
Medical  Care  and  requested  that  a suitable  resolu- 
tion of  appreciation  be  prepared  for  presentation 
before  the  House  of  Delegates. 

There' being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  How.'^rd 
Executive  Secretary-Treasurer 
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President Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect Mrs.  John  R.  St.  George,  Portsmouth 

Vice-Presidents Mrs.  Maurice  Bray,  Suffolk 

Mrs.  J.  Rollins  McGriff,  McLean 
Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary Mrs.  James  R.  Grinels,  Richmond 

Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer Mrs.  Robert  H.  Detwiler,  Arlington 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 

Alexandria. 

Members  of  this  Auxiliary  served  refreshments 
following  a special  capping  and  award  ceremony  of 
the  Girl  Scout  Hospital  Aide  Troop  No.  79.  This 
Troop  is  made  up  of  approximately  thirty  girls  from 
the  junior  and  senior  classes  of  the  local  high 
schools,  who  have  a special  interest  in  hospital  work. 
Several  of  them  have  contributed  more  than  300 
hours  to  the  Alexandria  Hospital.  The  troop  is 
sponsored  by  the  Alexandria  Auxiliary,  with  Mrs. 
Harold  M.  Shultz  as  leader  and  Mrs.  James  Moriarty 
assistant. 

On  June  1 1th,  at  the  home  of  Mrs.  James  Gilbert, 
the  following  officers  were  installed:  President,  Mrs. 
Glenn  Thompson;  president-elect,  Mrs.  William 
Young;  treasurer,  Mrs.  John  Watson;  corresponding 
secretary,  Mrs.  James  Brown;  and  recording  secre- 
tary, Mrs.  John  Ransmeier.  Mrs.  Gilbert  is  the  out- 
going president. 

Northern  Neck. 

At  the  spring  meeting  of  this  Auxiliary,  held  on 
May  9th  at  the  Indian  Creek  Yacht  and  Country 
Club,  the  following  officers  were  installed:  President, 
Mrs.  E.  T.  Ames;  president-elect,  Mrs.  M.  B.  Lam- 
berth;  vice-president,  Mrs.  Leonard  Booker;  record- 
ing secretary,  Mrs.  Paul  C.  Pearson;  treasurer,  Mrs. 
Norman  Tingle;  corresponding  secretary,  Mrs.  Hey- 
ward Wescott. 

Mrs.  Lee  Liggan,  president  of  the  Auxiliary  to 
The  Medical  Society  of  Virginia,  and  Mrs.  J.  R. 
St.  George,  president-elect,  were  guest  speakers. 

Fairfax. 

Mrs.  C.  Barrie  Cook,  pianist  and  member  of  this 
Auxiliary,  played  for  her  fellow  members  and  guests 
at  their  meeting  at  the  Court  House  Country  Club 
on  May  7th.  Mrs.  Cook  began  her  studies  at  the 
age  of  five.  She  attended  Converse  College  and  was 
graduated  in  piano  from  Syracuse  University.  She 
was  guest  soloist  with  the  Syracuse  Civic  Orchestra 


and  was  asked  to  give  three  concerts  before  the  Uni- 
versity of  Virginia.  She  is  a member  of  Sigma 
.\lpha  Iota,  national  honorary  music  fraternity. 

Wise. 

This  -Auxiliary  met  on  May  1st  with  the  new 
president,  Mrs.  George  Martin,  presiding.  Other 
new  officers  are:  vice-president,  Mrs.  John  Del- 
linger; recording  secretary,  Mrs.  Charles  Swecker; 
corre.sponding  secertary,  Mrs.  William  Schmidt;  and 
treasurer,  Mrs.  Gordon  Shull. 

-A  donation  of  $10.00  each  was  given  to  the  Leigh- 
Hoclges-Wright  Memorial  Fund  and  to  the  American 
Medical  Education  Foundation. 

A gift  of  $35.00  was  received  from  the  local  hos- 
pital volunteer  group  to  be  used  to  purchase  cloth- 
ing for  a candidate  of  the  nursing  scholarship. 

Richmond. 

At  the  meeting  of  this  Auxiliary'  on  May  17th,  the 
follow’ing  officers  were  installed : President,  Mrs. 
George  K.  Brooks,  Jr.;  president-elect,  Mrs.  Wil- 
liam F.  Grigg,  Jr.;  vice-president,  Mrs.  Richard  N. 
Baylor;  treasurer,  Mrs.  Wyndham  B.  Blanton,  Jr.; 
corresponding  secretary,  Mrs.  George  G.  Ritchie; 
assistant  corresponding  secretary,  Mrs.  Campbell 
Harris,  Jr.;  recording  secretary,  Mrs.  Bernard  D. 
Packer;  historian,  Mrs.  Heth  Owen,  Jr.;  and  par- 
liamentarian, Mrs.  Maynard  R.  Emlaw.  Standing 
Committee  chairmen  are:  Bulletin,  Mrs.  James  R. 
Grinels;  Editorial,  Mrs.  William  F.  Grigg,  Jr.; 
Legislative,  Mrs.  William  B.  Moncure;  Membership, 
Mrs.  Carl  Meador;  Program,  Mrs.  Richard  N.  Bay- 
lor; Public  Relations,  Mrs.  Walter  H.  Buffey;  Re- 
visions, Mrs.  George  H.  Snead;  and  Today’s  Health, 
Mrs.  William  M.  Eagles.  Special  Committee  Chair- 
men are:  Civil  Defense,  Mrs.  J.  Langdon  Moss; 
Devotional,  Mrs.  Hawes  Campbell;  Doctor’s  Day, 
Mrs.  G.  Douglas  Hayden  and  Mrs.  William  P.  Mor- 
rissette;  Drug  Drive,  Mrs.  Charles  E.  Mclveown; 
Flowers,  Mrs.  Edmund  M.  LaPrade;  Luncheon, 
Mrs.  William  T.  Moore  and  Mrs.  L.  Benjamin 
Sheppard;  Mental  Health,  Mrs.  James  K.  Hall,  Jr.; 
Nurse  Recmitment,  Mrs.  Adney  K.  Sutphin;  Per- 
sonal Relations,  Mrs.  William  L.  Wingfield;  Re- 
search and  Romance,  Mrs.  Custis  L.  Coleman;  Shel- 
tering .Arms  Advisor}-,  Mrs.  Gilman  R.  Tyler;  Tele- 
phone, Mrs.  Frank  Blanton;  Volunteer,  Mrs.  Levi 
Hulley,  Jr.;  Ways  and  Means,  Mrs.  Hunter  S.  Jack- 
son  and  Mrs.  Raymond  C.  Hooker  Jr.;  and  Year 
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Book,  ]Mrs.  I.  S.  Zfass.  Mrs.  John  E.  Stevens  and 
Mrs.  Jack  L.  Ulmer  are  representatives  to  the 
Richmond  Council  of  Women’s  Organizations. 

Hurrah  for  Virginia! 

.\ccording  to  a statement  by  IMrs.  Lee  Liggan, 
President  of  the  State  Auxiliary,  Virginia  had  one 
hundred  per  cent  attendance  of  delegates  at  the 
.\merican  Medical  Association  Auxiliary  convention 
held  in  New  York  City,  June  3-7. 

Mrs.  Liggan  also  advises  that  the  .Auxiliary  to 
the  Danville-Pittsylvania  Medical  Society  has  a one 
hundred  per  cent  membership;  Each  member  is  a 
contributor  to  the  American  Medical  Education 
Foundation. 

A.M.E.F. 

The  .American  Medical  Education  Foundation  was 
established  in  1951  by  the  American  Medical  Asso- 
ciation, and  we  began  our  support  in  1952.  The 
purpose  of  this  Fund  is  private  support  of  medical 
education  in  this  country.  The  Woman’s  Auxiliary 
to  The  Medical  Society  of  Virginia  by  its  support 
has  helped  to  provide  yearly  grants  to  several  of  our 
82  medical  schools  and  especially  to  the  Medical 
College  of  Virginia  and  the  University  of  Virginia 
Medical  School.  The  need  for  financial  aid  to  the 
medical  schools  increases  annually.  Therefore,  as 
auxiliary  members,  w’e  cannot  lessen  our  support  but 
strive  to  increase  our  gifts  whenever  possible.  Every 


dollar  we  contribute  goes  to  the  medical  schools  since 
the  .•\.M..\.  pays  the  expenses  of  the  Foundation. 
This  year  we  sent  $285.00  to  the  national  treasurer 
from  our  State;  another  $76.00  was  forwarded  but 
I’m  afraid  it  was  too  late  to  be  counted  this  year. 

Several  of  our  Auxiliaries  sent  $1.00  per  member 
— many  thanks  for  this.  However,  I am  sorry  to 
report  six  sent  nothing.  I hope  each  Auxiliary  will 
consider  sending  in  memorials  for  deceased  mem- 
bers, also  gifts  of  appreciation  for  any  of  our  doc- 
tors who  render  special  service. 

Let’s  help  keep  the  doors  of  our  medical  schools 
open  I 

M.ary  Ann  AIcCoy,  Chairman 
A.M .E.F State  of  Virginia 

A Physician’s  Wife’s  Prayer. 

Dear  God,  please  grant  me  a full  awareness  of 
my  responsibilities  as  a helpmate  to  my  physician- 
husband.  Help  me  to  cultivate,  practice  and  love 
the  virtue  of  unselfishness  that  he  may  see  in  me 
the  perfect  wife  and  helpmate.  Teach  me  to  sacri- 
fice my  own  plans  cheerfully  when  they  are  incon- 
sistent with  his  duties  to  the  sick  and  afflicted,  and 
lastly,  sustain  me  in  my  effort  to  shoulder  these  re- 
sponsibilities which  are  mine  to  bear,  that  he  may 
be  free  to  minister  to  those  people  entrusted  in  his 
care.  Amen. 

(By  Frances  E.  Ward,  past  president  of  the 
Massachusetts  Medical  Auxiliary.) 


War  Against  Germs 


There  is  a constant  w’ar  against  germs  going  on 
in  Sobering  Corporation’s  new,  ultra  modern  Sterile 
Products  Building  at  Union,  N.  J.  This  is  one  of 
the  cleanest  and  one  of  the  most  germ  free  buildings 
in  the  world.  The  job  of  keeping  it  that  way  com- 
pletely dwarfs  the  average  home  or  industrial  house 
cleaning  job. 

For  example,  the  only  air  entering  this  $1  million 
structure  comes  through  the  controlled  intake  valves 
of  the  specially  designed  air  conditioning  system 
which  removes  all  particles  of  dust  and  maintains 
temperature  and  humidity  at  desired  levels.  To  make 
certain  that  no  “unwanted”  air  enters  the  building, 
the  air  conditioning  system  is  operated  under  pxosi- 
tive  pressure.  This  means  that  the  air  pressure  is 


greater  within  the  building  than  without,  so  that  the 
flow  of  air  begins  in  the  centrally  located  sterile  areas 
and  circulates  toward  the  exterior,  non-sterile  cor- 
ridors. 

All  areas  where  production  of  the  Sobering  in- 
jectible  and  ophthalmic  pharmaceuticals  are  carried 
on,  are  enclosed  by  air  tight  steel  and  glass  parti- 
tions, and  bathed  in  germicidal  ultra  violet  light. 

No  person  may  enter  the  sterile  areas  without  first 
“washing  up”  in  the  sterile  dressing  rooms,  and 
changing  into  sterile  lint-free  coveralls,  boots,  hoods, 
and  goggles. 

The  last  activity  of  each  day  is  the  sterile  wash- 
down of  the  production  areas.  This  operation  pre- 
pares the  area  for  the  next  days  production. 
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MEMBERS  ARE  URGED  to  visit  the  Jamestown  Festival  Medical  Exhibit  which  is  lo- 
cated in  the  Headquarters  of  the  Richmond  Academy  of  Medicine,  1200  East  Clay 
Street,  Richmond.  The  Exhibit,  co-sponsored  by  The  Medical  Society  of  Virginia, 
will  be  open  to  the  public  through  October.  It  can  be  viewed  from  10:00  a.m.  to  2:00 
p.m.  on  Monday  through  Friday  and  from  10:00  a.m.  to  1:00  p.m.  on  Saturday. 

Physicians  will  be  especially  interested  in  the  exhibits  on  Indian  Medical  Practices,  Sick 
Rooms  in  17th  Century,  Mid-Wifery  and  Nursing  in  17th  Century,  Colonial  Physi- 
cians’ Office,  Food  Habits  of  Early  Settlers,  Drugs  and  Medicines  of  the  Period,  Hospital 
Model,  Population  and  Survival  in  the  Virginia  Colony  and  Colonial  Sanitation  Laws. 

THE  REVISED  DOCTOR  DRAFT  BILL  has  become  Public  Law  8 5-62.  This  new 
law  bears  little  resemblance  to  that  which  was  passed  during  the  Korean  War.  It  provides 
for  the  selective  call-up  of  physicians  and  dentists  to  age  3 5 if  they  were  deferred  from 
the  regular  draft  at  any  time  after  June,  1951,  in  order  to  complete  their  professional 
training.  The  Defense  Department  estimates  that  the  2,200  physicians  required  by  the 
services  this  fiscal  year  will  come  from  volunteers. 

OFFICERS  OF  STATE  AND  COUNTY  MEDICAL  SOCIETIES  are  urged  by  the 
AM  A to  read  a statement  in  the  July  13  issue  of  the  AM  A Journal  reviewing  the  As- 
sociation’s reaction  to  the  book  "Prolonged  Illness- Absenteeism”.  The  book  is  based  on 
a study  initiated  in  1952  by  the  Research  Council  for  Economic  Security. 

The  Journal  article,  along  with  an  accompanying  editorial  in  the  same  issue,  points  out 
just  why  the  AMA  cannot  give  endorsement  to  some  of  "the  highly  questionable  conclu- 
sions of  the  study”.  The  AMA  believes  that  data  taken  from  the  study  will  undoubtedly 
pop  up  in  state  legislatures  from  time  to  time. 

COMPULSORY  MINIMUM  SAFETY  STANDARDS  for  automobiles  have  been  ad- 
vocated by  witnesses  appearing  before  a House  Interstate  Sub-Committee.  Representa- 
tive Bennett  (D.,  Fla.)  recommends  such  items  as  safety  padding,  steering  control, 
speed  capacity,  visibility  aids,  etc.  He  told  the  Sub-Committee  that  it  was  "totally  un- 
realistic to  expect  effective  self-regulation  in  this  field,  despite  the  obvious  desire  of  most 
manufacturers  to  make  their  products  safe.” 

The  Sub-Committee  also  heard  testimony  from  the  American  Automobile  Association 
and  the  National  Education  Association  on  progress  of  traffic  safety  programs  in  high 
schools.  Less  than  50%  have  such  programs  at  the  present  time. 


SUPPORT  OF  THE  PRINCIPLE  OF  THE  BRICKER  AMENDMENT  has  been  reit- 
erated to  a Senate  Judiciary  Sub-Committee  by  the  American  Medical  Association.  Ac- 
cording  to  Dr.  George  F.  Lull,  Secretary  and  General  Manager,  the  Association  "vig- 
orously endorses  the  principle  of  a constitutional  amendment  designed  to  restore  to  the 
states  and  to  the  Congress  those  legislative  powers  which  until  recent  years  had  been 
thought  to  be,  secured  to  thern.Tyth?  Constitution.”  ; . , . , i>!,\  r 

DnlLull  also  stated  "The  American' Medical 'Association  is  properly  concerned  over  the 
degree  to  which  the-use  of  treaties  has  already  invalidated  state  la-tvs  relatirig  to  the  prac- 
tice of  medicine.  We  are  concerned  that  treaties  or' executive  agreements  may,  in  4he 
future,  even  more  seriousl)'^  transfer  the  state  regulation  of  medical  practice  ihfb  4he 
hands  of  those  who  are  unaware  of  the  requirements  or  desires  of  the.^people  of  .the.seyM 
eral  statp.”  1 * .u\ i : . 

THE  1957  AMA  PUBLIC  RELATIONS  INSTITUTE  will  be  held  at  Chicago's  Drake 
Hotel  from  August  28-29,  and  component  medical  societies  should  consider  sending 
representatives  to  this  important  meeting.  The  Institute  will  grapple  with  such  items 
as  ( 1 ) the  problem  of  science  writers  in  developing  stories  of  national  significan^ce; 
(2)  problem  of  the  working  press  in  covering  local  medical  news;  f 3)  ethical  consid- 
erations  of  distinguishing  between  advertising  and  legitimate  medical  news;  (4)  ef- 

' ■ I r . ( j.--  ' _ _ 

ficient  operation  of  grievance  committees  and  other  mutual  public  relations  pj^oblerns., 

The  AMA  film  "Whitehall  4-1500”  will  be  premiered  during  the  luncheon,  on  August 
28.  The  slide  film  "Mechanical  Quackery”  also  will  be  shown. 

V^fl  I * ■ 

THE  MAGAZINE,  "CHANGING  TIMES”,  recently  published  an  article  copcernipg 
living  conditions  twentv-five  years  from  now.  With  reference  to  .health, . the,  article 

! '■  1 : . .M'C  ■ V ^ . 

said  "Medical  bills  will  be  paid  for  in  advance,  through  insurance  prepaid  plans.  But  it 
doesn’t  look  as  if  compulsory  health  insurance  under  government  auspices  is  in  the 
cafds.”  ' • ' ' 

A NEW  COLOR  MOTION  PICTURE,  dedicated  to  the  Radipjogist,  has  been  added 
to  the  AMA  Film  Library.  The  film,  entitled  "First , A,  Physician” j .tells,  the  dramatic 
story  of  what  a radiologist  is,  what  he  does,  and  how  he  serves  patients.  Produced  by 
E.  I.  du  Pont  de  Nemours  & Co.,  Inc.,  in  cooperation  with  the  Arherican  College  of  Ra- 
diology,  the  film  is  available  to  medical  societies  through  the  Library?  ^Tt  is  said  to  be  par- 
ticularly suitable  for  school,  club,  and  other  public  gatherings. 

A NEW  GUIDE  ON  VOLUNTARY  HEALTH  AGENCIES,  has . been^^jpubhshe’d  by 
the  AMA  and  will  be  available  from  the  Council  on  Medical.  Ser.vice^  after  August,  J;-: 
Prepared  by  the  Committee  on  Relationships  Between  Medicine  and  Allied  Health 
Agencies,  the' booklet  points  up  the  nature 'of  fhese  agencies,  questions  that  heed  to  be 
ibswered ' iri  evaluating  such  agencies, ' the  ' fne'dical  society’s  obligations  to  voluntary 
agencies,  and  the  voluntary  agency’s  obligatibns'tb  the  medical' society. 


Editorial . 


• • • 


Today’s  Doctor’s  Dilemma 


MONEY-GRABBING  automaton,  seeing  patients  along  an  assembly  line,  with 
no  time  or  thought  for  the  individual  [jatient’s  personal  problems  and  s}'mptoms 
— this  is  the  picture  of  today’s  physician  in  the  eyes  of  many.  ‘A\’here  is  the  old 
family  doctor”,  they  ask,  “the  kindly  philosopher  and  father  confessor  who  was 
there  when  I was  born,  bound  up  my  wounds,  swabbed  out  my  throat,  advised  me 
when  I went  away  to  school,  when  I got  married,  and  knew  me  inside  out  and  never 
sent  a bill?” 


Fifty  years  ago  most  physicians  were  general  practitioners  in  small  communities. 
Their  scientific  education  did  not  touch  that  of  the  present-day  physician,  due  to  the 
fact  that  there  has  been  so  much  scientific  advancement  during  the  past  fifty  years. 
These  older  general  practitioners,  however,  received  a better  liberal  arts  education 
than  the  physicians  of  today.  They  were  the  leading  citizens  in  the  civic  and  social 
life  of  their  towns.  It  was  a long  time  between  hou.se  calls,  because  the  horse  and 
buggy  or  the  model-T  didn’t  go  very  fast,  and  the  family  doctor  had  time  to  ruminate 
on  his  patients’  problems  and  to  take  stock  of  the  situation  during  the  period  of 
relative  leisure.  Also,  in  this  slow-moving  time,  there  were  fewer  patients  for  him 
to  see,  hospitals  were  few  and  small,  and  in  general  places  to  be  avoided  if  possible. 

During  the  past  half  century,  medical  science  has  advanced  tremendously.  At  first, 
these  advances  were  the  great  improvement  in  abdominal  surgery.  .As  an  example, 
there  was  the  marked  decrease  in  the  mortality  rate  of  acute  appendicitis.  Then  typhoid 
fever  and  malaria  were  conciuered  by  finding  and  eliminating  the  cause  of  the  disease. 
Rapid  strides  were  made  in  the  care  of  the  newborn  infant.  Later,  there  were  equally 
dramatic  advances  in  the  fields  of  thoracic  and  neurosurgery  and  a better  under- 
standing of  many  psychiatric  diseases.  More  specific  treatment  for  the  mentally  dis- 
turbed was  obtained,  and  during  the  past  twent}-  years,  chemotherapy  drugs  has 
brought  about  undreamed-of  help  in  the  treatment  of  infectious  disease  of  nearly  all 
types.  Lobar  pneumonia,  once  one  of  the  great  killers,  now  responds  dramatically  to 
specific  therapy. 

Because  of  the  rapid  scientific  changes  which  have  occurred,  the  education  of  the 
physician  has  changed  from  one  with  a great  emphasis  on  liberal  arts  to  one  stressing 
the  sciences.  Even  with  this  intensive  scientific  training,  the  fields  of  medicine  have 
become  so  broad  that  increased  specialization  has  become  necessar}-  for  any  one 
physician  to  keep  abreast  of  the  advances  in  his  own  field.  Because  of  the  increased 
efficacy  of  medical  care,  the  physician  is  being  sought  and  is  giving  treatment  to  a 
larger  number  of  patients  and  illnesses  than  ever  before.  The  population  also  has 
increased  at  a greater  rate  than  the  number  of  physicians. 

For  these  reasons,  today’s  physician  is  confronted  with  the  problem  of  seeing  many 
more  patients  than  his  father.  The  day  is  only  long  enough  to  get  from  and  give  each 
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patient  an  adequate  history  and  examination,  with  little  extra  time  for  general  discus- 
sion by  the  physician  and  the  patient  on  the  affairs  of  the  world. 

Economically,  the  physician’s  income  during  this  time  has  risen  along  with  the 
rise  in  the  cost  of  livdng.  Charges  for  office  visits,  house  calls  and  operative  pro- 
cedures have  net  risen  in  proportion  to  the  rise  in  the  cost  of  living.  The  physi- 
cian, however,  has  been  able  to  keej)  abreast  by  seeing  more  and  more  pateints 
and  by  adding  to  his  own  efficiency  by  the  use  of  adjunctive  aids,  such  as  the  lab- 
oratory, x-ray,  and  trained  medical  assistants  in  many  fields.  Here,  too,  the  con- 
scientious physician  is  in  a dilemma.  The  voyage  between  this  Scylla  and  Charybdis 
is  perilous.  When  the  jrhysician  cuts  down  on  the  use  of  ancillary  facilities,  impor- 
tant diagnoses  are  delayed  or  mis.sed.  With  indiscriminate  use  of  laboratory  tests 
and  x-rays,  medical  costs  to  the  patient  soar. 

The  medical  costs  that  the  layman  must  bear  have  risen  tremendously.  This  is  due 
to  the  great  increase  in  the  use  of  hospitals  and  cost  of  hospitalization.  This  cost 
is  largely  a reflection  of  the  increased  cost  to  the  hospital  for  food  and  labor. 

Plato  said  “No  physician,  insofar  as  he  is  a physician,  considers  his  own  good 
•in  what  he  prescribes,  but  the  gocxl  of  his  patient;  for  the  true  physician  is  also  a 
ruler  having  the  human  body  as  a subject,  and  is  not  a mere  money-maker.”  This  is 
certainly  as  true  today  as  it  was  2500  years  ago  or  fifty  years  ago. 

What  is  the  solution  to  this  dilemma?  There  is  certainly  no  easy  one.  It  is  hard 
to  see  how  the  number  of  patients  seen  can  be  cut  down.  To  increase  greatly  the  num- 
ber of  physicians  would  be  an  almost  insupportable  financial  burden  to  the  American 
public  and  at  the  same  time  largely  impractical.  It  takes  time  to  produce  good 
teachers  and  to  build  and  equip  medical  .schools  efficiently  so  that  the  numl^r  of 
physicians  would  be  increased. 

In  the  meantime,  today’s  physician  has  little  time  for  his  civic  responsibilities. 
What  little  time  the  physician  does  have  free  from  his  patients  is  largely  deveted  to 
staff  meetings  at  various  hospitals,  local,  state,  sectional  and  national  medical  meet- 
ings, both  of  the  general  type  and  meetings  in  his  own  specialty,  and  social  gather- 
ings consisting  largely  of  physicians  and  their  wives.  In  order  for  the  physician 
to  keep  abreast  of  the  scientific  advancement,  it  is  important  for  him  to  attend  a 
number  of  meetings.  However,  a considerable  part  of  this  time  in  medical  meetings 
is  spent  in  unnecessary  committee  work,  formation  of  unnecessary  women’s  auxiliaries 
and  other  activities  which  make  the  physician  more,  rather  than  less,  isolated. 

In  order  for  today's  physician  to  improve  his  civic  and  social  standing  in  the 
community  and  the  public  relations  of  the  medical  profession  generally,  he  must  make 
an  extra  effort  to  use  his  spare  time  for  the  community.  Individually,  we  should 
offer  and  give  our  services  as  counselors  to  those  distressed  in  mind  or  spirit,  put  more 
emphasis  on  social  contact  with  laymen  of  the  community  and  less  with  fellow 
physicians  and  try,  where  possible,  to  do  our  share  by  giving  both  cur  time  and  money 
to  community  projects. 

Hugh  H.  Trout,  Jr. 
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The  Two  Year  Nursing  Course 


IN  'J’HE  JULY,  1946,  issue  of  the  Virginia  Medical  Monthly,  a Guest  Editorial  by 
Drs.  Carrington  Williams  and  Harry  J.  Warthen  entitled  “The  'Lraining  of  the 
Graduate  Nurse”  contained  the  following  conclusion — 

“The  solution,  we  think,  is  not  too  difficult  if  tire  authorities  in  this  State  will  seek 
a solution  for  Virginia  without  influence  and  jwessure  from  other  sources.  We  proj)ose 
that  the  Virginia  schools  immediately  convert  to  a two  year  course  with  substantial 
reduction  of  the  didactic  work.  At  the  same  time  in  the  larger  schools  postgraduate 
courses  should  be  offered  for  training  in  special  lines.  It  would  seem  evident  that 
a nurse  graduating  in  two  years  is  adequately  trained  for  bedside  nursing  and  would 
be  superior  to  the  one  year  graduate.  For  those  with  superior  preliminary  training, 
or  desire  and  ability  to  specialize,  the  postgraduate  year  or  years  would  offer  un- 
limited possibilities. 

“The  advantages  of  this  proposal  are: 

(1)  the  shorter  period  of  training  and  reduction  of  expense  to  the  pupil  would 
attract  large  numbers; 

(2)  one  class  of  nurse  of  high  quality  would  be  continued; 

(3)  better  specialists  would  result  from  the  planned  postgraduate  courses; 

(4)  the  care  of  the  sick  would  be  restored  as  the  primary  objective  of  graduate  nurse 
training. 


“One  of  the  major  objections  to  be  made  by  the  nursing  educators  is  that  such 
a two  year  graduate  would  not  be  recognized  by  the  boards  in  the  majority  of  other 
states.  The  answer  to  this  is  simple;  if  she  so  desires  the  nurse  can  continue  her 
education  for  another  year  and  thereby  become  eligible  to  register  in  the  38  states 
which  now  require  three  years  of  training  but  it  is  our  belief  that  many  other  states 
would  quickly  fall  in  line  if  Virginia  would  be  the  pioneer. 

“The  basic  law  of  Virginia  and  nine  other  states  require  only  two  years  for  train- 
ing a graduate  nurse  and  leaves  the  details  of  the  curriculum  to  the  Board  of  Nurse 
Examiners.  It  is  therefore  in  the  power  of  our  Virginia  Board  of  Nurse  Examiners 
to  make  the  change  immediately.  We  request  them  to  seriously  consider  making  this 
change.  It  is  an  opportunity  for  Virginia  to  lead  the  nation  out  of  a critical  situation.” 

Since  this  was  written  eleven  years  ago  the  majority  of  states  have  changed  their 
requirements  to  sanction  only  two  years  of  training  to  permit  qualification  as  a regis- 
tered nurse.  Two  college  affiliated  nursing  schools  in  Norfolk  and  Bristol  have  just 
completed  a satisfactory-  trial  run  of  the  shortened  and  condensed  type  of  training. 

It  has  been  announced  recently  that  the  Medical  College  of  Virginia  will  start  a 
two  year  nursing  course  in  September  1958.  The  Richmond  Memorial  Hospital 
which  was  opened  on  January  19,  1957,  will  not  be  permitted  to  have  a Nurses 
Training  School  until  it  had  been  in  operation  one  year  but  it  is  the  intention  of  the 
Board  of  I'rustees  of  this  hospital  to  institute  a two  year  nursing  course  next  year. 


It  is  unfortunate  that  so  many  years  have  been  permitted  to  elapse  since  this  solu- 
tion to  a critical  shortage  was  first  advocated  but  it  is  better  to  do  it  late  than  not  at 


all. 


H.J.W. 
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Society  Proceedings . . . . 


Roanoke  Academy  of  Medicine. 

.\t  the  meeting  of  the  Academy  on  June  .ird,  Dr. 
.\le.\ander  McCausland  was  named  ]mesident-elect. 
He  will  succeed  Dr.  David  S.  Gamer  who  will  be 
installed  as  president  in  September.  Dr.  Harry  B. 
Stone,  Jr.,  is  current  president.  Other  officers  are: 
vice-])residents,  Dr.  Hugh  H.  Trout,  Jr.,  and  Dr. 
\V.  H.  Saunders;  and  secretary.  Dr.  Peter  Wal- 
lenborn.  Dr.  William  H.  Kaufman,  Dr.  Robert 
Hutcheson,  and  Dr.  John  Gardner  were  appointed 
to  the  executive  committee.  Dr.  Alfred  P.  Jones 
and  Dr.  Reverdy  Jones  were  appointed  to  the  judi- 
cial and  ethics  committee. 


News  Notes . . . . 


The  New  Headquarters  Building. 

The  Medical  Society  of  Virginia  will  soon  have 
a new  home,  and  members  need  but  look  at  the 
artist’s  drawing  on  the  opposite  page  to  realize  that 
here  is  a structure  of  which  everyone  can  be  proud. 

I'he  new  headquarters  will  be  located  on  the 
corner  of  Dover  and  Hathaway  Roads  in  one  of  the 
prettiest  sections  of  Richmond’s  west  end — an  area 
in  which  property  values  can  be  expected  to  maintain 
their  present  level  for  many  years. 

Designed  for  service,  the  building  will  contain 
those  features  so  necessary  for  dependable,  efficient 
operation.  Here  will  be  the  center  of  Society  activi- 
ties— a workshop  not  only  for  committees  and  spe- 
cialty groups,  but  for  individual  members  as  well. 

The  ground  level  will  contain  offices,  work  and 
storage  rooms,  a vault  for  old  and  priceless  records, 
visitors’  waiting  room,  and  a conference  room  which 
will  seat  55  comfortably. 

Immediately  over  the  conference  room  will  be  the 
offices  of  the  Virginia  Academy  of  General  Practice 
and  other  allied  groups.  Thus,  the  new  head- 
quarters will,  in  fact,  become  the  center  of  much 
of  the  medical  organizational  work  in  Virginia. 

Spacious  parking  facilities  will  be  available  in  a 
special  off  street  parking  area  in  front  of  the  build- 
ing— a feature  sorely  needed  in  these  days  of  “mod- 
ern living”. 

Construction  is  expected  to  begin  within  the  next 
six  to  eight  weeks  and  your  Editors  will  keep  you 


Portsmouth  Academy  of  Medicine. 

Dr.  Russell  M.  Cox  has  been  elected  president  of 
the  newly  organized  .Academy  which  held  its  first 
meeting  on  June  28th.  Other  officers  are:  vice- 
president,  Dr.  Paul  Robinette;  secretary.  Dr.  M.  C. 
Glynn;  and  treasurer.  Dr.  .A.  Kirk. 

The  Portsmouth  .Academy  of  Aledicine  includes 
the  geographical  and  municipal  area  of  Portsmouth 
city  and  adjacent  Norfolk  County  on  the  west  side 
of  the  Elizabeth  River  and  will  represent  an  inde- 
pendent society  of  65  to  70  doctors  One  scientific 
meeting  will  be  held  each  month  and  business  meet- 
ings will  be  called  when  necessary.  .A  charter  was 
granted  to  the  Academy  by  The  Medical  Society  of 
Virginia  at  its  recent  Council  meeting. 


informed  of  its  progress.  However,  it  is  hoped  that 
you  will  visit  the  location  at  your  earliest  oppor- 
tunit)’  and  observe  firsthand  the  beauty  of  the 
natural  setting. 

New  Members. 

Since  the  list  published  in  the  July  issue  of  the 
Alonthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  A^irginia: 
John  P'auntleroy  Butterworth,  III,  M.D.,  Rich- 
mond 

•Alfred  Frederick  DeMilia,  M.D.,  Free  Union 
Oswald  AA'arrington  Hoffler,  M.D.,  Norfolk 
Edward  Claiborne  Irby,  M.D.,  Richmond 
Leon  Williams  Powell,  M.D.,  Danville 
James  Charles  Wickstrom,  M.D.,  Virginia  Beach 

Revision  of  Fee  Schedule. 

The  Blue  Shield  Plan  that  has  its  headquarters  in 
Richmond  is  considering  a revision  of  the  Fee  Sched- 
ule pertinent  to  its  Standard  Contract.  Each  spe- 
cialty society  in  the  State  has  been  asked  by  the 
Plan’s  Board  of  Directors  to  appoint  a committee 
from  its  membership  to  meet  with  a committee  of 
Plan  Directors  and  to  give  such  advice  about  Blue 
Shield  fees  and  arrangements  as  is  requested.  These 
specialty  society  committees  will  welcome  sugges- 
tions from  all  physicians  who  practice  in-  the  Rich- 
mond Plan  area,  whether  they  be  specialty  society 
members  or  not.  The  chairmen  of  the  committees 
are: 
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Anesthesiolog}' : 

William  B.  Moncure,  M.D. 

413  Stuart  Circle 
Richmond 

Internal  Medicine: 

T.  Dewey  Davis,  M.D. 

501  East  Franklin  Street 
Richmond 

General  Practice: 

R.  G.  McAllister,  M.D. 

1016  West  Franklin  Street 
Richmond 

Neuropsychiatry : 

George  S.  Fultz,  Jr.,  M.D. 

212  West  Franklin  Street 
Richmond 

Obstetrics  and  Gynecology: 

Millard  E.  Savage,  M.D. 

1205  Colonial  .Avenue 
Norfolk 

Ophthalmology  and  Otolaryngology: 
Edwin  D.  Vaughan,  M.D. 
Professional  Building 
Richmond 

Orthopedic  Surgery: 

Beverley  B.  Clary',  M.D. 

Medical  Arts  Building 
Richmond 

Pathology: 

Karl  F.  Alenk,  M.D. 

King’s  Daughters’  Hospital 
Staunton 

Pediatrics: 

Thomas  S.  Chalkley,  M.D. 

3011  Alonument  .Avenue 
Richmond 

Radiology: 

Carney  C.  Pearce,  M.D. 

Medical  .Arts  Building 
Petersburg 

Surgery: 

John  M.  Emmett,  M.D. 

C.  &.  O.  Hospital 
Clifton  Forge 

Urology: 

William  R.  Jones,  M.D. 

923  West  Franklin  Street 
Richmond 


Dr.  Cary  Suter, 

University  of  Virginia,  has  been  awarded  a spe- 
cial clinical  traineeship  by  the  National  Institute  of 
Neurological  Diseases  and  Blindness  for  special 
training  in  neurology.  He  has  been  granted  a leave 
of  absence  as  assistant  professor  of  neurology  and 
psychiatry'  and  will  spend  a year  in  advance  training 
in  neurology'  and  electroencephalology  at  the  Mayo 
Clinic  in  Rochester. 


4-H  Club  Health  Winners. 


Dr.  A.  L.  Van  Name,  Jr.,  Chairman  of  the  Com- 
mittee on  Rural  Health,  recently  presented  4-H  Club 
Health  winners  their  awards  on  behalf  of  the  So- 
ciety. This  marks  the  first  year  that  The  Medical 
Society'  of  Virginia  has  sponsored  the  Health  .Awards 
and  taken  an  active  part  in  recognizing  the  important 
health  projects  carried  on  by  the  youth  of  Virginia. 
Receiving  $50.00  savings  bonds  were,  from  left  to 
right:  Susan  \\’ood,  Carolyn  Morrison,  and  Betty 
Blanton.  Similar  awards  w'ere  made  to  Linda  Wil- 
son, Juanita  Grandstaff,  and  Peggy'  Berger. 

Dr.  Walter  O.  Klingman 

Has  resigned  as  professor  of  neurology  and  psy- 
chiatry and  head  of  the  neurology  division  of  the 
department  of  neurology'  and  psychiatry  at  the  Uni- 
versity of  Virginia  Aledical  Center,  to  accept  a p)osi- 
tion  at  the  University  of  Te.xas  Medical  Branch  at 
Galveston,  Texas.  He  will  be  professor  of  neurology 
and  psy'chiatry  and  head  of  the  neurology  division. 
Dr.  T.  R.  Johns  has  been  appointed  acting  head  of 
the  neurology  sen'ice  at  the  University. 

109  Years  of  Practice. 

The  Doctors  Booker  have  added  another  chapter 
to  their  family’s  109  y'ear  medical  history  in  the 
Northern  Neck.  The  latest  milestone  is  an  ultra- 
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I modern  maternity  hospital  opened  by  Dr.  C.  Leonard 
:i  Booker  who  practices  at  Lottsburg  with  his  father, 
:j  Dr.  Robert  E.  Booker  and  his  brother,  Dr.  J.  Motley 
li  Booker. 

1 The  first  Booker  to  practice  in  the  Northern  Neck 
I was  Dr.  Erasmus  Derwin  Booker  who  came  to  Rich- 
I mond  County  in  1848.  His  saddlebags  occupy  a 
I place  of  honor  in  the  Booker  homeplace  near  the 
[ Booker  Clinic.  He  was  followed  by  his  son.  Dr. 

I Judson  H.  Booker,  who  practiced  in  Lottsburg.  He 
died  in  1902  and  his  practice  was  assumed  by  Dr. 

1 Robert  Booker,  who  is  the  founder  of  the  Booker 
Clinic. 

I 

[i  Dr.  John  W.  Hooker, 

I Danville,  has  been  named  “Father  of  the  Year” 

: in  the  annual  event  sponsored  by  the  Retail  Mer- 

i chants  Association.  He  was  nominated  by  the  Ro- 
j tary  Club  and  topped  seven  other  entries. 

^ Dr.  Foy  Vann, 

j Norfolk,  has  been  presented  with  a plaque  for  his 
j outstanding  work  with  the  Kiwanis  Clinic  for  Crip- 
I pled  Children.  He  was  surgeon-in-charge  of  the 
! clinic  from  1948,  when  it  was  founded,  to  1956. 

I 

j American  College  of  Chest  Physicians. 

j At  the  annual  meeting  of  the  College  held  in  New 
' York  City  in  June,  the  following  received  Certi- 
I ficates  of  Fellowship:  Dr.  Thomas  N.  P.  Johns, 
I Richmond;  Dr.  Charles  G.  Pearson,  Charlottesville; 

I and  Dr.  Marcellus  A.  Johnson,  III,  Roanoke. 

j Dr.  Weir  Tucker, 

Richmond,  was  guest  speaker  at  the  July  meeting 
of  the  Hopewell  Business  and  Professional  Women’s 
Club. 

Dr.  E.  W.  Bosworth, 

Le.xington,  has  been  appointed  post  surgeon  for 
Virginia  Militarj-  Institute,  effective  September  1st. 
He  succeeds  Dr.  Brooke  B.  Mallory,  who  resigned 
after  having  been  post  surgeon  for  the  past  twenty 
years. 

Dr.  Norman  Francis  Wyatt 

Opened  his  office  in  Hopewell  on  June  .3rd.  He 
has  recently  been  practicing  in  Marion. 

Radford  Community  Hospital. 

The  Thirteenth  Annual  Banquet  and  Scientific 
Program  of  this  Hospital  was  held  on  July  25th. 
Guest  speaker  was  Dr.  Harry  A.  Oberhelman,  pro- 
fessor and  chairman  of  the  Department  of  Surgery, 
Stritch  School  of  Medicine  of  Loyola  University  and 


Mercy  Hospital,  and  attending  surgeon  of  Cook 
County  Hospital,  Chicago.  His  subject  was  “The 
Acute  Abdomen”. 

Dr.  Harry  H.  Pendleton 

Is  now  associated  with  the  Giesen-Hartwell  Clinic, 
Radford,  in  the  practice  of  general  surgery.  He  is 
a graduate  of  the  Hahnemann  Medical  School  and 
served  his  surgical  residencies  at  the  University  of 
Pennsylvania  and  the  Delaware  General  Hospital. 

American  Board  of  Obstetrics  and  Gynecol- 
ogy- 

Applications  for  certification,  new  and  reopened. 
Part  I,  and  requests  for  re-examination  Part  II  are 
now  being  accepted.  All  candidates  are  urged  to 
make  such  application  at  the  earliest  possible  date. 
Deadline  for  receipt  of  applications  is  Sepjtember  1st. 

Candidates  for  admission  to  the  Examinations  are 
required  to  submit  with  their  application  an  un- 
bound 8!/2  X 11"  typewritten  list  of  all  patients 
admitted  to  the  hospitals  where  they  practice,  for 
the  year  preceding  their  application,  or  the  year 
prior  to  their  request  for  reopening  of  their  appli- 
cation. 

Current  Bulletins  outlining  present  requirements 
may  be  obtained  by  writing  the  Secretary,  Dr.  Rob- 
ert L.  Faulkner,  2105  .Adelbert  Road,  Cleveland  6, 
Ohio. 

Dr.  E.  Claiborne  Irby, 

Richmond,  has  been  appointed  as  city  jail  phy- 
sician, succeeding  Dr.  W.  C.  Gill,  Jr.,  who  resigned. 

Dr.  Herman  W.  Farber 

Is  the  new  president  of  the  Petersburg  Lion’s 
Club.  Dr.  Nelson  M.  Smith  is  second  vice-presi- 
dent. 

Dr.  Matthew  T.  Morehead 

Has  returned  to  Norton  as  medical  director  and 
pathologist  at  the  Norton  Community  Laboratory. 
For  the  past  year  he  has  been  on  the  staff  of  Presby- 
terian Hospital  in  Hollywood,  California. 

Dr.  Margaret  Glendy, 

Roanoke,  has  been  appointed  acting  city  health 
commissioner.  She  will  fill  the  vacancy  caused  by 
the  retirement  of  Dr.  Charles  M.  Irvin  until  a 
permanent  replacement  can  be  found. 

Dr.  D.  E.  Watkins, 

Waynesboro,  has  been  appointed  by  Governor 
Stanley  for  a five  year  term  on  the  State  Board  of 
Medical  Examiners. 
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Wanted. 

Two  full  time  general  practitioners  or  psychiatrists 
to  work  on  psychiatric  service  of  2000-bed  hosjjital, 
in  medical  and  cultural  locality.  Full-time  salary 
range  $6,000-$10,320  (plus  25%  for  certification) 
with  retirement,  insurance,  leave  and  other  govern- 
ment benefits.  Citizenship  and  license  by  some  states 
required.  Contact  Manager,  VA  Hospital,  Roanoke 
17,  Va.  {Adv.) 

For  Sale. 

1 G.E.  Direct  Writing  EKG  Machine  Cardio- 
scribe,  Model  D.W.;  1 McKesson  Metabolar,  Model 
185;  1 McKesson-Norgraf  Anesthesia  Machine, 

Obituaries 


Dr.  Thomas  Griffin  Hardy, 

Prominent  physician  of  Farmville,  died  June 
24th,  having  been  in  ill  health  for  some  time.  He 
was  sixty-seven  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1914.  Dr.  Hardy 
started  his  practice  in  Farmville  in  1916  and  estab- 
lished a private  hospital  there  in  1920.  He  op)er- 
ated  this  hospital  until  the  Southside  Community 
Hospital  was  opened  in  1927.  Dr.  Hardy  was  a 
principal  participant  in  the  organization  of  this  hos- 
pital, working  with  the  Commonwealth  Fund  of 
New  York,  which  chose  the  Southside  Community 
Hospital  as  the  first  unit  to  be  established  under 
its  sponsorship  in  the  F'nited  States.  He  was  a 
member  of  the  hospital’s  surgical  staff.  Dr.  Hardy 
was  active  in  civic  affairs  and  was  a charter  mem- 
ber of  the  Lions  Club.  He  was  a past  president 
of  the  Fourth  District  Medical  Society  and  a past 
member  of  the  State  Board  of  Medical  Examiners. 
He  had  been  an  active  member  of  The  Medical  So- 
ciety of  Virginia  since  1916. 

His  wife  and  four  children  survive  him.  His  son 
is  Dr.  Thomas  G.  Hardy,  Jr.,  of  Richmond. 

Dr.  George  Garland  Rhudy, 

Roanoke,  died  June  20th.  He  apparently  suf- 
fered a heart  attack  and  was  found  dead  in  his  car 
near  Strasburg,  Colorado,  where  he  was  on  a vaca- 
tion trip.  Dr.  Rhudy  was  sixty-nine  years  of  age 
and  a graduate  of  the  Medical  College  of  Virginia 
in  1915.  He  was  a specialist  in  Eye,  Ear,  Nose 
and  Throat,  and  had  practiced  in  Roanoke  for  thirty 
years.  Dr.  Rhudy  had  been  a member  of  The  IMed- 
ical  Society  of  Virginia  since  1928. 


Model  J;  1 Plastic  Oxygen  tent  with  valve;  1 G.E. 
X-Ray  Corporation  Ultraviolet  Lamp;  1 American 
Sundries  Syringe  Sterilizer;  2 examining  tables; 
1 cystoscopic  table;  1 delivery  bed;  1 Castle  light 
DR  Type  46;  1 lot  OB-Gyn.  instruments;  1 lot 
orthopedic  splints,  aluminum;  1 Edmonds  Infrared 
Lamp,  size  25,  #7599;  1 3-space  rolling  bassinet; 
1 electric  hotpack  incubator,  model  Oxford;  1 Buck 
Percolator  stand;  and  1 7-cubic  foot  Frigidaire  re- 
frigerator. 

For  further  details,  contact  Dr.  R.  S.  LeGarde, 
Director,  Orange  County  Health  Department, 
Orange,  Va.  {Adv.) 


Two  daughters,  a stepson  and  a stepdaughter 
survive  him. 

Dr.  Herbert  Old, 

Philadelphia,  died  IMay  24th,  at  the  age  of  eighty- 
seven.  He  was  a graduate  of  the  Department  of 
Medicine  of  the  University  of  Virginia  in  1895. 
Dr.  Old  was  a native  of  Norfolk  and  practiced  there 
for  some  years  before  going  to  Philadelphia  where 
he  was  with  the  Provident  IMutual  Life  Insurance 
Company.  Dr.  Old  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1898  and  was 
made  a Life  Member  in  1948. 

Dr.  Ellison. 

On  April  6,  1957,  a tragic  accident  removed  from  our 
midst  our  friend  and  colleague  Dr.  J.  Roland  Ellison,  Jr., 
of  Suffolk,  Virginia. 

We,  the  members  of  this  Society  along  with  the  many 
other  friends,  patients  and  co-workers  hereby  attempt  to 
record  our  feelings  at  his  untimely  passing. 

Therefore  Be  It  Resolved  that  this  Society  go  on 
record  as  expressing  our  deepest  sorrow  and  regret  and 
keen  sense  of  loss  in  the  death  of  a true  friend,  skillful 
physician  and  public-spirited  citizen. 

Be  It  Further  Resolved  that  copies  of  this  resolution 
be  forwarded  to  his  bereaved  wife,  children  and  mother, 
be  published  in  the  Virginia  Medical  Monthly  and  be 
spread  upon  the  minutes  of  this  Society  as  a permanent 
record  of  our  grief. 

F.  I.  Steele,  M.D. 

W.  N.  Eddy,  M.D. 

W.  Holmes  Chap.ma\,  Jr.,  M.D. 

Committee 
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EFFECTIVE,  DEPENDABLE  THERAPY  FOR  VAGINITIS 


Floraquin®  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported^  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Ddder- 
lein  bacilli. 

Pitt^  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.:  Leukorrhea.  Causes  and  Management,  J.  M. 

A.  Alabama  25.182  (Feb.)  1956.  _ 

2.  Parker,  R.  T.;  Jones,  C.  P.,  and  Thomas,  W.  L.:  Pruritus 
Vulvae,  North  Carolina  M.  J.  16:510  (Dec.)  1955. 
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LURE’S  HOSPITAL 

75th  ANNIVERSARY 
1882  - 1957 

1000  West  Grace  Street 
Richmond,  Virginia 


McGLIRE  CLINIC 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS.  JR..  M.D. 

JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D, 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE,  M.D. 


General  Surgery 
WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CH.AS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Obstetrics 

W.  HUGHES  EVANS.  M.D. 

W.  H.  COX.  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR..  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS..  C.P.A. 

Free  Parking  for  Patrons 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

4= 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SEGTION 


MEDICINE  IN  VIRGINIA 

17t'h,  18th  and  19th  Centuries 

By  Wyndham  B.  Blanton,  M.D. 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 


P.  0.  Box  5085 

Richmond  20,  Va. 

The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Homestead 

School 

Year  round  private 
home  and  school  for 
infants,  children  and 
adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

fFriie  for 

booklet. 

Mrs.  j.  Bascom  Thompson,  Principal 

FREE  UNION 

VIRGINIA 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND, 

VIRGINIA 

Medicine: 

Surgery : 

Manfred  Calx,  III,  M.D. 

A.  Stephens  Graham,  M.D. 

M.  Morris  Pinckney,  M.D. 

Charles  R.  Robins,  Jr.,  M.D. 

Alexander  G. -Brown,  III,  M.D. 

Carrington  Williams,  M.D. 

John  D.  Call,  M.D. 

Richard  A.  Michaux,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Carrington  Williams,  Jr.,  M.D. 

F^nk  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Obstetrics  and  Gynecology: 

Oral  Surgery: 

Wm.  Durwood  Suggs,  M.D. 

Spotswood  Robins.  M.D. 

Guy  R.  Harrison,  D.D.S. 

David  C.  Forrest,  M.D. 

Plastic  Surger>': 

Hunter  S.  Jackson,  M.D. 

Orthopedics: 

Beverley  B.  Clary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Roentgenology  and  Radiology: 

Fred  M.  Hodges.  M.D. 

L.  0.  Snfjld.  M.D. 

Pediatrics : 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

Charles  P.  Mangum,  M.D. 

Whliam  C.  Barr.  M.D. 

Edward  G.  Davis,  Jr.,  M.D. 

Pathology: 

Ophthalmology,  Otolaryngology: 

James  B.  Roberts,  M.D. 

W.  L.  Mason,  M.D. 

Phvsiotherapy : 

Anesthesiology 

Miss  Etheleen  Dalton 

William  B.  Moncure,  M.D. 

Director: 

Heth  Owen,  Jr.,  M.D. 

Charles  C.  Hough 
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Y If  ' t i Established  1916 

Hppalaci)l3n  • AshevlUe,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

.Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Rat  Griffik,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  H.ALL,  Asheville,  N.  C. 


ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gjTiecological,  urological  and  medical  cases. 

William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 
Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


Westbrooks  Sanatorium 


Rl  CHMON  D 


CstabLishiPd  I^IL 


VIRGINIA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Stajj  V.  ANDERSOiV,  M.D.,  President 

REX  BLANKINSHIP,  M.D.,  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 


R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  J'ieics  Sent  On  Request  - P.  0.  Box  1514  - Phone  5-3245 
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SAINT  ALBANS 


A PRIVATE  PSYCHIATRIC  HOSPITAI 
RADFORD,  VIRGINIA 


James  K.  ^Iorrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS: 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Da.niel  D.  Chiles.  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 
Medical  Consultant 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 


Kidde  ATMO  Fire  Detection  System  Equipped* 


K . . 

Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


heaiin 

Approved 


Each  Guest  Under  Care  of  His  Oivn  Doctor. 


Inspection 

Invited 


AGED  • CHRONICALLY  ILL  • INYAMDS  ? CONVALESCENTS 


24  hours  daily  care  in  a specifically 
built  52  Bed  Nursing  Home.  Super- 
vised by  o Resident  R.  N.  and  M.  C.,Y.. 
Extern.  Trained  Dietitian  and  ord«^l^.| 


Write  or  Phone 

Bernard  Maslon,  Adm. 


TERRACE' 


and  Semi-Private  Rooms  with 
■■  't  to  ®75  weekly 

Boqrd  and  General  Nursing, 
from 'any  Local  Hospital. 

2112  Monteiro  Ave. 
Richmond  19,  Va. 


NC 


• “Understanding  Care’’  • 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 

Copyn'g/if  ?955  H.N.  Alford,  Atlanta,  Ga. 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 


STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 
HOUSTON  L.  BELL,  M.D. 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND,  M.D. 
CHARLES  E.  LEBLANC 
DORIS  L.  JAMES,  B.S.,  O.D. 
(Orthoptics  and  Contact  Glasses) 


A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esoohagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
.Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


Third  Oteadt  of  Nunlno 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convrlescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 
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liELEY 
INSTITSTE 

447  W,  WesiilitfifeH  $t. 

> «ltIE1tS»0«0* 

CAIlOilHA 


Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  he  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  December  4, 
1957.  The  examinations  will  he  held  in  the 
same  hotel  December  5,  6,  and  7,  1957,  inclusive. 
All  applications  and  other  documents  pertaining 
to  the  examinations  or  to  matters  to  be  dis- 
cussed by  the  Board  must  be  on  file  in  the 
Secretary’s  office  on  or  before  May  28,  1957. 
The  Secretary  of  the  Boai  d is  Dr.  K.  D.  Graves, 
6.31  First  Street,  S.W.,  Roanoke,  Virginia. 


CALIFORNIA  STATE 

assignments  for 

PHYSICIANS  AND  PSYCHIATRISTS 

Three  Salary  (rroups : 

$11,400-12,600 

12,000-13,200 

13,200-14,400 

Streamlined  employment  procedures  — interview  only. 

U.  S.  citizenship  and  possession  of,  or  eligibility  for 
California  license  required. 

W rite: 

Medical  Recruitment  Unit,  Box  A, 

State  Personnel  Board,  801  Capitol  Ave. 
Sacramento,  California 


f^zer 

a proven 
suppressor  of 
postoperative . 
nausea  and^ 

vomiting . . . 

Mi'f* 

0 

■ hi 

- 

BRAND  OF  MECLIZINE  HYDROCHLORIDE 

♦trademdrli 

i 


At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


PATTERSONS 

SAFE  SERVICE  DRUG  STORES 


Prescription  Specialists 

Lynchburg,  Va.  Martinsville,  Vo. 

Danville,  Va.  Altavista,  Vo. 

Winston-Salem,  N.  C. 
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is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 

Natural 

0.2  Gram 
(approx.  3 gr-ains) 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

0inical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 
Boston  18,  Mass. 

Q4 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  fnest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 


John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 
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a penetrant  emulsion 
for  chronic 
constipation 


(PLAIN) 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeates  the  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss 
makes  it  more  movable 


penetrates 


softens 


^‘bulks  H up”  makes  it  more  movable 


KONDREMUL  (P/ainj— Pleasant-tasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascaraj— 0.66  Gm.  nonbilter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 
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KONDREMUL  / PATCH 


The  Uxlhdylike  Berwior 
OF  M\rl\  Mitchell 


In  a quiet  house  in  Lynn,  Massachusetts,  in 
1889,  an  old  woman  lay  waiting  for  death. 

eU,'’  she  said  in  amused  wonder,  ”if  this  is 
dying,  there  is  nothing  very  unpleasant  about 
it.”  And  the  book  closed  for  one  of  the  most 
remarkable  of  the  many  remarkable  women 
America  has  produced. 

Her  story  began  on  a night  verv  long  ago 
when,  as  a Quaker  girl  in  Nantucket,  Slaria 
Mitchell  discovered  a comet — and  got  a gold 
medal  worth  20  ducats  from  the  Danish  King. 

Overnight  she  became  a celebrity.  But  manv 
people,  wedded  to  the  popular  notion  of  woman 
as  a "household  ornament,”  regarded  Maria  as 
an  unwelcome  phenomenon  and  her  discovery 
as  only  an  accident. 

That  was  because  they  didn’t  know  Maria 
Mitchell.  At  12  she  could  regulate  a ship’s 
chronometer:  at  17  she  understood  Bowditch’s 
"Practical  Navigator”  and  was  studving  science 
in  self-taught  French,  German  and  Latin.  In 
time  she  would  becom.e  the  first  woman  mem- 
ber of  the  American  Academy  of  Arts  and 


Sciences,  the  first  woman  astronomy  professor 
— in  Matthew  Vassar’s  Female  College — and  a 
member  forever  of  New  York  University’s 
Hall  of  Fame. 

Moreover,  all  her  adult  life  she  was  to  work 
with  growing  success  in  the  crusade  to  make 
American  women  free. 

No  one  these  days  would  question  the  rewards 
of  Maria  Mitchell’s  crusade.  Women  today  en- 
rich every  level  of  public  life.  And,  in  family 
life,  they  guard  financial  securitv  two  times  out 
of  three.  One  reason,  probably,  why  their  fami- 
lies have  more  than  .S4f),000,6{X),0{)0  saved — in 
guaranteed-safe  Lnited  States  Savings  Bonds. 

’R  omen  know  there  is  no  safer  wav  to  save. 
Trust  them.  Through  Pa}Toll  Savings  or  at 
your  bank,  start your  Bond  program,  too.  Today. 
Now  Savings  Bonds  are  better  than  ever! 
Every  Series  E Bond  purchased  since  Februan.'  1, 
1957,  pays  3H%  interest  when  held  to  maturity. 
It  earns  higher  interest  in  the  early  years  than 
ever  before,  and  matures  in  only  8 years  and  11 
months.  Hold  your  old  E Bonds,  too.  They  earn 
more  as  they  get  older. 


PART  OF  EVERY  AMERICAX's  SAVINGS  BELONGS  IN'  U.S.  SAVINGS  BONDS 

The  U.  S.  Gotemmenl  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  co- 
operation urith  the  Advertising  Council  and  the  Magazime  Publishers  of  America, 
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EVERY  WOMAN 


In  very  special  cases 
a very  superior  brandy... 
specify 

HENHESST 

COGNAC  BRANDY 

I Schieftelin  & Co.,  New  York 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 

prevents  nausea, 
dizziness,  vomiting 
of  motion  sickness 
in  minutes  pfizei* 

^Trademark 


WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN'^ 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
NewYork,  N.  Y.  • Montreal,  Canada 
5646 
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SOt-F***' 


24  hour  therapeutic 
blood  levels  with 


a single  0 Gm.)  dose 


< EX  Sulfamethoxypyridazine,  the  new,  long-acting  sulfona- 
T e,  now  enables  tine  physician  to  attain  more  effective 
51  a therapy  with  these  unequaled  clinical  advantages  — 

L'V  DOSAGE*— only  2 tablets  per  day. 

^ *ID  ABSORPTION*  — therapeutic  blood  levels  within  the 
■ur,  blood  concentration  peaks  within  2 hours. 

*>LONGED  ACTION*— 10  mg.  per  cent  blood  levels  that 
» 5ist  beyond  24  hours  on  a maintenance  dose  of  1 Gm. 

S)AD-RANGE  EFFECTIVENESS  — particularly  efficient  in  uri- 
3/  tract  infections  due  to  sulfonamide-sensitive  organisms, 
If  uding  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli, 
ptococci,  staphylococci.  Gram-negative  rods,  diphtheroids 
3 Gram-positive  cocci. 

U S.  Pat.  Off. 


GREATER  SAFETY  — high  solubility,  slow  excretion  and  low 
dosage  help  avoid  crystalluria.  No  increase  in  dosage  is  rec- 
ommended; the  usual  precautions  regarding  sulfonamides 
should  be  observed. 

CONVENIENCE —the  low  maintenance  dosage  of  1 Gm.  (2 
tablets)  per  day  for  the  average  adult  offers  optimal  con- 
venience and  acceptance  to  patients. 

TABLETS:  Each  tablet  contains  0.5  Gm.  (71/2  grains)  of  sul- 
famethoxypyridazine. Bottles  of  24  and  100. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup 
contains  250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

(1)  Boger,  W.  P.;  Strickland,  C.  S.  and  Gylfe,  J.  M.:  Antibiot.  Med.  & 
Clin.  Ther.  3:378  (Nov.)  1956. 


Loerle  laboratories  division. 


AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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THANKS  TO  MODERN  MEDICINE 


Early  from  bed  . . 
less  time  lost . . . 


makes  a man  wiser 
about  medicine’s  cost 


^DBOPLES^ 

^i^DRUG  STORES^ 


NC 


If  price  is  all  you  go  by,  you  don’t  have 
the  whole  drug  cost  picture.  Thanks  to 
today’s  miracle  medicines  your 
prescription  dollar  offers  you  the  best 
value  of  all.  Remember  hospital  stays 
and  days  at  home  are  shortened. 

The  family’s  breadwinner  goes  back 
to  work  sooner,  earns  weeks  of  wages 
he  would  have  lost  due  to 
prolonged  illness,  years  ago. 

Remember — the  true  value  of  your 
prescription  lies  in  what  it  does — 
not  what  it  costs.  Bring  your 
next  prescription  to  Peoples,  where 
your  doctor’s  orders  will  be  carried  out 
promptly,  accurately,  economically. 

And,  of  course,  your  prescription 
is  priced  with  uniform  economy. 


One  of  a Series  of  Newspaper  Ads 
Directed  to  Your  Patients 
atid  Our  Customers 


J 


PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


© I95«  PCOPLCS 
DRUG  STORES.  INC. 


Thirst,  too. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


SURGERY  and  ALLIED  SUBJECTS 

A two  months  combined  surgical  course  comprising  sur- 
gery, traumatic  surgery,  abdominal  surgery,  gastroentero- 
logy, proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  operations,  examination 
of  patients  preoperatively  and  postoperatively,  and  follow- 
up in  the  wards  postoperatively.  Pathology,  radiology, 
physical  medicine,  anesthesia.  Cadaver  demonstrations  in 
furgical  anatomy,  thoracic  surgery,  proctology,  orthopedics. 
Operative  surgery  and  operative  gynecology  on  the 
cadaver ; attendance  at  departmental  and  general  con- 
ferences. 

EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full  time  refresher  course 
consisting  of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions ; operative  eye,  ear,  no?e  and  throat  on  the  cadaver ; 
clinical  and  cadaver  (iemonstrations  in  bronchoscopy, 
laryngeal  surgery  and  surgery  for  facial  palsy  ; refraction  ; 
radiology ; pathology,  bacteriology  and  embryology : 
physiology ; neuro-anatomy ; anesthesiology ; physical 
medicine ; allergy,  as  applied  to  clinical  practice.  Ex- 
amination of  patients  preoperatively  and  follow-up  post- 
operatively in  the  w’ards  and  clinics.  Attendance  at 
departmental  and  general  conferences. 


RADIOLOGY 

A cumprehensive  review  of  the  physics  and  higher 
mathematics  involved,  film  interpretation,  all  standard 
general  roentgen  diagnostic  procedures,  methods  of  ap- 
plication and  doses  of  radiation  therapy,  both  x-ray  and 
radium,  standard  and  special  fluoroscopic  procedures.  A 
review  of  dermatological  lesions  and  tumors  susceptible 
to  roentgen  therapy  is  given,  together  with  methods  and 
dosage  calculation  of  treatments.  Special  attention  is 
given  to  the  newer  diagnostic  methods  associated  with 
the  employment  of  contrast  media,  such  as  bronchography 
with  Lipiodol,  uterosalpingography,  visualization  of  car- 
diac chambers,  perirenal  insufflation  and  myelography. 
Discussions  covering  roentgen  departmental  management 
are  also  included;  attendance  at  departmental  and 
general  conferences. 

SURGICAL  PATHOLOGY 

A systematic  series  of  lectures  is  presented  covering  the 
lesions  encountered  in  the  practice  of  surgery.  These  are 
illustrated  with  fresh  material  from  the  operating  room, 
gross  specimens  from  the  museum  and  kodachrome  and 
micro-piojected  slides.  The  latest  advances  in  blood 
grouping  and  transfusion  reactions:  didactic  procedures, 
such  as  frozen  sections,  surgical  biopsies,  sponge  biopsies, 
and  aspiration  of  body  fluid  and  secretions,  are  outlined. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 


VoL.  84,  August,  1957 


43 


PLUS  OUTSTANDING  FEATURES 


sta  bii ized r sol  u ble , oette r ta sti ng," 
remarkably  free  of  side  effects 


orjlrop  directly  on  tongue 


pound  body  weight  per  day 


(orange-fla'I^^ffiS^mg^^^ 

(approx.  5 mg.  per  drop) 


LEDERL.E  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 


44 


ViRGixi.A  Medical  Monthly 


"DOCTOR" 

Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 
TO  YOU  ARE 
COMPLETE 

RELEASE  OF  CAPITAL 

New  Automobiles 
Any  Moke 

No  Worries  Over 

Toxes-Fees 

Service  Cost 

Insurance 

Repairs 

License  Fees 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

Tire  Replacements 

Inspection  Registration 
Fees 


PIEDMONT 

PLAN 
FOR  THE 

MEDICAL 

PROFESSION 

EXCLUSIVELY 

For  Most  of  You,  All 
This  Is  100%  Tax  Deductable 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coverage 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 
Purchased  In  Your 
Home  Town 


We  are  as  near  as  your  Telephone! 


If  You  Would  Like  to  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 

P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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individualized 


Rau 

(Rauwolfia  Serpentina) 


Rauprote 

(Rauwolfia  ■ Trademark 

Serpentina  and 
Protoveratrines 
A and  B 
Combined) 


Serpate 

(Reserpine)  ■ Trademark 


use  of  rauwolfia  in 
the  management  of 
hypertension 


contains  all  the  therapeutically  ac- 
tive alkaloids  of  whole  powdered 
Rauwolfia  serpentina  (double-as- 
sayed) to  provide  a unique  balance 
of  hypotensive  and  sedative  bene- 
fitsd  Bottles  of  100  and  1000  sugar- 
coated  tablets:  50-mg.  red  and 
100-mg.  pink  tablets. 


clinically  proved  combination  for 
moderate  or  severe  hypertension. 
Each  agent  appears  to  potentiate 
the  other’s  hypotensive  activity  and 
produce  beneficial  vasodilatation, 
tranquilization,  and  sedative  re- 
sponses with  a minimum  of  risk.2 
Bottles  of  100  and  1000  tablets,  each 
containing  50  mg.  Rauwolfia  ser- 
pentina and  0.2  mg.  protoveratrines 
A and  B. 


presents  the  principal  crystalline 
alkaloid  of  rauwolfia... reduces  the 
“psychic  magnitude”  of  everyday 
stresses  in  patients  with  mild  or 
labile  hypertension.^  Bottles  of  100, 
500,  and  1000  scored  tablets: 

0. 1 -mg.  white,  0.25-mg.  yellow,  and 
1.0-mg.  orange  tablets. 

1.  Wilkins.  R.  W.:  Ann.  New  York  Acad.  Sc.  59:36, 

1954.  2.  Meilman,  E.:  Circulation  13:596.  1956. 

3.  Wolferth,  C.  C.:  Pennsylvania  M.  J.  59:327,  1956. 

THE  VALE  CHEMICAL  CO.,  INC. 

pharmaceuticals 

Allentown  Pennsylvania 
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more  than  20  years’  world-wide  use 


More  than  2500  published  reports  confirm  the  many  advantages 
that  keep  Pentothal  Sodium  an  agent  of  choice  in  intravenous 
anesthesia.  Among  these  advantages:  quick  response,  moment-to- 
moment  control,  smooth  induction,  swift  recovery.  No  other  intra- 
venous anesthetic  has  proved  itself  more  thoroughly.  QMrott 

PENTOTHAL  Sodium 

(Thiopental  Sodium  for  Injection,  Abbott) 
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Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 


Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 


11-1315  North  Fourteenth  Street 


RICHMOND,  VIRGINIA 


INDEX  TO  ADVERTISERS 
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optimal  clomges  for  ATARAX, 
based  on  thousands  of  case  histories: 


mg.  (td.d.J 

for  these  Sk  adult  indications: 

TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  C.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

P€;iC€  OF  MIND  >zit;ir;ix' 

(&RANO  or  HY0R0XT2lNe>  fT'  1 1 . C 

Lablets-byrup 


Consider  these  3 atarax  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

ATARAX  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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kids  really  like.^» 


SQUIBB  IRON,  B CO.MPLEX  AND  Bis  VITAMINS  ELIXIR 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality^- 
the  Priceless  Ingredient 


Each  teaspoonful  (5  cc.)  supplies: 

Elemental  Iron  38  mg, 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated) 

Vitamin  B12  activity  concentrate 4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide 5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Alcohol  content:  12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply:  Bottles  of  8 ounces  and  1 pint. 


•BUlftATON'd  tS  A SQUIBB  TSADCMARH 
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just  one  specific 

therapeutic  purpose 

to  curb  the  appetite 

of  the  overweight  patient 


Preludin  makes  reducing: 

Effective  because  it  provides  potent  appetite  suppres- 
sion, while  minimizing  the  undesirable  effects  on  the 
central  nervous  system  which  may  be  encountered 
with  certain  other  weight-reducing  agents.’ 

Comfortable  because  it  virtually  eliminates  nervous 
tension,  palpitations  and  loss  of  sleep. ^ 

Notably  safe  because  it  is  not  likely  to  aggravate 
coexisting  conditions,  such  as  diabetes,  hypertension 
or  chronic  cardiac  disease. ^ 

References:  (1)  Holt,  J.  O.  S.,  Jr.:  Dallas  M.  J.  42:497,  1 956.  (2)  Gelvin, 
E.  P.;  McGavock,  T.  H.,  and  Kenigsberg,  S.:  Am.  J.  Digest.  Dis.  ? : 155, 
1956.  (3)  Natenshan,  A,  L.:  Am.  Pract.  & Digest  Trent.  7:1456,  1956. 

Preludin'®  (brand  of  phenmetrozine  hydrochloride).  Scored,  square, 
pink  tablets  of  25  mg.  Under  license  from  C.  H.  Boehringer  Sohn, 
Ingelheim. 


GEIGY 


Ardsley,  New  York 


PRELUDIN 

(brand  of  phenmetrozine  hydrochloride) 
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NEW 


Compazine 
Spansule 


t 


'calm  but  not 

■ . i 

sleepy” 


% 


capsules 

combine  the  advantao-es  of 

O 

an  outstanding  tranquilizer  and  a 
unique  sustained  release  dosage  form 


For  prompt,  prolonged 
relief  of  mild  and 
moderate  mental  and 
emotional  disturbances 
characterized  by — 


anxiety 

senile  agitation 

stress 

tension 

postalcoholic  states 
agitation 
confusion 
restlessness 


i 


Available;  lo  mg.  and  15  mg. 
‘Compazine’  Spansule  capsules 


Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prodorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
Patent  Applied  For 
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RESISTANCE  IS  LESS  OF  A PROBLEM 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


SENSITIVITY  OF  100  STRAINS  OF  HEMOLYTIC  STAPHYLOCOCCUS  AUREUS 
TO  CHLOROMYCETIN  ANO  OTHER  IMPORTANT  ANTIBIOTIC  AGENTS* 


*This  graph  is  adapted  from  Kempe,  C.  H.:  California  Med.  84:242,  1956.  Tlie  single 
bar  designated  as  “Antibioties  F”  represents  three  widely  used,  cheinieally  related  agents 
"rouped  together  by  the  investigator.  Strains  isolated  January- June,  1954. 


CHL  HOMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic 
agent  anrl,  because  certain  blood  dyscrasias  have  been  associated  with  its 
administrat’on,  it  should  not  be  used  indiscriminately  or  for  minor  infec- 
tions. Furthc’-more,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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A REPORT  ON  A PROMISING  CONCEPT  IN  ANTIMICROBIAL  THERAPY: 
CONCURRENT  ADMINISTRATION  OF  CHLOROMYCETIN  AND  GAMMA  GLOBULIN 


In  treatment  for  infection,  the  physician  is  confronted 
with  complex  interactions  between  pathogen,  anti- 
microbial agent  and  host.  The  pathogen  represents 
the  unselected  factor,  the  therapeutic  agent  the  com- 
ponent over  which  the  physician  exercises  maximum 
control.  But  even  with  optimal  antibiotic  therapy, 
the  eventual  elimination  of  the  infective  agent  and 
the  resolution  of  pathologic  changes  depend  upon 
efficient  host  response.’’* 

Passive  transfer  of  antibodies  through  gamma  globu- 
lin provides  a broad  antibacterial  spectrum  because 
of  origin  in  adults  exposed  to  a variety  of  microorgan- 
isms. Employed  as  a protective  element  against  some 
of  the  more  common  contagious  diseases,  gamma 
globulin  permits  more  competent  participation  by 
the  host  in  the  fight  against  established  infection. 
Rationale  for  immuno-antibiotic  therapy  lies  in  simul- 
taneous direct  attack  on  the  pathogen  and  re-en- 
forced host  resistance,  which  implies  usefulness  in 
treatment  for  acute  fulminating,  highly  refractory, 
or  prolonged  infections. 

EXPERIMENTAL  STUDIES  ENCOURAGING 

In  carefully  controlled  studies  in  mice,  Fisher  and 
his  colleagues  in  Parke-Davis  Research  Laboratories, 
using  pooled  human  gamma  globulin  and  Chloromy- 
cetin (chloramphenicol,  Parke-Davis)  concurrently, 
demonstrated  a high  degree  of  therapeutic  effective- 
ness in  infected  animals.*  Five  types  of  infection 
induced  with  species  of  Staphylococcus  aureus. 
Streptococcus  pyogenes,  Proteus  vulgaris  and  Pseu- 
domonas aeruginosa  responded  to  joint  therapy  with 
gamma  globulin  and  Chloromycetin,  each  agent  hav- 
ing shown  at  deliberately  low  doses  in  previous  work 
little  or  no  activity  in  these  mouse  infections  when 
used  separately.  Fisher’s  experiences  with  hemolytic 
streptococci  have  been  confirmed.* 

Tests  now  in  progress  with  pneumococci,  salmonellae 
and  additional  strains  of  pseudomonas  and  proteus 
indicate  that  marked  increases  in  survival  rates  may 
be  anticipated  in  any  infection  where  chlorampheni- 
col has  previously  demonstrated  therapeutic  activity.* 
These  observations  suggest  that  immuno-antibiotic 
therapy  can  effect  cures  in  a variety  of  refractory 
microbial  diseases. 

PROMISING  IN  EARLY  CLINICAL  TRIAL 

Observations  analogous  to  those  of  Fisher  have  been 
reported  from  the  clinic.*"’  More  recently,  the  clinical 
use  of  gamma  globulin  in  conjunction  with  anti- 
biotics was  undertaken  by  Waisbren*  on  the  basis  of 
Fisher’s  experimental  work.  His  series  of  46  patients 
with  systemic  and  localized  infections  due  to  various 
strains  of  staphylococcus,  pseudomonas,  salmonella, 
proteus  and  to  the  pneumococcus  had  failed  to  re- 
spond to  maximum  effort  with  conventional  thera- 
peutic measures.  Marked  clinical  improvement  in 


six  of  these  acutely  ill  patients  shows  clearly  ". . . that 
in  certain  instances  the  addition  of  gamma  globulin 
to  antibiotic  therapy  may  give  a clinical  result  that 
could  not  have  been  obtained  with  the  antibiotics 
used  alone.  In  each  of  these  cases,  a long  and  exten- 
sive control  period  in  which  antibiotics  were  being 
vigorously  administered  had  failed  to  produce  a 
response  but  when  gamma  globulin  was  given  with 
approximately  the  same  dosages  of  antibiotic,  rather 
marked  improvements  occurred.”* 

While  the  precise  mechanism  underlying  the  salu- 
tary effect  of  gamma  globulin  remains  to  be  clarified, 
the  existence  of  quantitative  hypogammaglobulin- 
emia was  ruled  out  in  patients  in  this  series.® 

A RATIONALE  FOR  IMMUNO-ANTIBIOTIC  THERAPY 

Although  the  relationship  of  susceptibility  to  infec- 
tion and  status  of  the  host  is  well  recognized,  host 
resistance  is  an  aspect  of  infectious  disease  still  not 
understood  in  an  era  of  extensive  and  of  massive 
antibiotic  therapy.  Most  antibiotics,  in  concentra- 
tions tolerated  by  living  tissues,  have  bacteriostatic 
rather  than  bactericidal  effect.  In  the  clinic,  bac- 
teriostatic doses  are  most  frequently  given  and  host 
defense  mechanisms  are  responsible  for  the  eventu- 
ally satisfactory  clinical  result.* 

The  problem  of  therapeutic  failures  despite  vigorous 
courses  of  antibiotic  therapy  may  be  due  to  some 
disturbance  in  the  immune  process.®  In  addition, 
disproportionately  high  mortality  rates  in  the  ex- 
tremes of  life  lend  support  to  the  impression  of 
inadequate  defense  mechanisms,  since  these  are 
underdeveloped  and  immature  in  the  very  young 
and  may  be  impaired  or  depressed  in  the  aged.* 
Any  discussion  of  immuno-antibiotic  treatment  must 
at  present  remain  largely  conjectural.  From  pre- 
liminary evidence,  however,  this  approach  to  ther- 
apy  appears  worthy  of  consideration,  especially  in 
patients  in  whom  adequate  antibiotic  therapy  for 
active  infectious  processes  has  been  disappointing. 
While  the  concept  of  enlisting  the  aid  of  the  host 
in  combating  pathogenic  microbes,  thereby  afford- 
ing the  physician  control  of  two  of  the  three  principal 
interacting  factors,  is  not  new,  enhancement  of  host 
resistance  through  use  of  gamma  globulin  in  treat- 
ment for  microbial  disease  is  indeed  a promising  one. 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


* 


Combines  MeprobamatG  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS— from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  involvement  can  be  effectively 
controlled  with 

MEPROLONE 

many  patients  with  MODERATELY  SEVERE  involvement 
can  be  effectively  controlled  with 

MEPROLONE 


The  only  meprobamate-prednisolone  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  muscle  spasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ■MEPROLONE’-5  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  ■MEPROLONE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-I  supplies  I.O  mg. 
prednisolone  in  the  same  formula  as 
‘MEPR0L0NE’-2. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  4 CO..  INC. 
PHILADELPHIA  1.  PA. 


*U£PSOLON£*  U a trademark  of  Merck  & Co.»  loc. 


VoL.  84,  September,  1957 


optimal  dosages  for  AT \EA\, 
based  on  thousands  of  case  histories: 

mg. 

for  these  25  S adult  indications: 

TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 

HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITrS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

PeACe  OF  MIND  ;it;ir;ix‘ 

(BRAND  OF  KYOROXYZlNC)  fT*  1 7 , O 

lablets-oyrup 


Consider  these  3 atarax  advantages: 


• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 


• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 


Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

ATARAX  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
New  York  17,  New  York  Prescription  only. 
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Overeating  is  a had  habit— 
you  can  help  your  patients 
to  break  it 
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lumbago 

For  persons  who  overestimate  their  physical  capacity 
—as  with  this  do-it-yourself  dad— chronic  fibrositis  may 
be  a postscript  to  a %veekend  of  accomplishment. 

SiGMAGEN  therapy  is  encouraged  in  the  treatment  of 
chronic  fibrositis  to  alleviate  pain  and  prevent  progres- 
sion of  the  disorder  to  fibrosis  and  calcification. 

SiGMAGEN  provides  doubly  protective  corticoid-salicyl- 
ate  therapy.  Meticorten®  (prednisone)  and  acetylsal- 
icylic  acid  are  combined  to  provide  additive  antirheu- 
matic benefits  and  rapid  analgesic  effect.  These  dual 
clinical  values  are  enhanced  by  aluminum  hydroxide  to 
counteract  excess  gastric  acidity  and  by  ascorbic  acid 
to  help  meet  the  increased  need  for  this  vitamin  during 
stress  situations. 


? 


Therapy  should  be  individualized.  Acute  conditions: 
2 or  3 tablets  4 times  daily.  Following  desired  response, 
gradually  reduce  daily  dosage  and  discontinue.  Sub- 
acute or  chronic  conditions:  Initially  as  above.  After 
satisfactory  control  is  obtained,  gradually  reduce  the 
daily  dosage  to  minimum  effective  maintenance  level. 
For  best  results  administer  after  meals  and  at  bedtime. 

Precautions : Because  Sigmagen  contains  prednisone, 
the  same  precautions  and  contraindications  observed 
with  this  steroid  apply  also  to  the  use  of  SIGMAGEN. 


for  patients  tvho  go  beyond  their  physical  capacity 


protective  corticoid-salicylate  therapy 

SlGMAG€N 

corticoid -analgesic  compound  *]"3^bletS 


Prednisone 0.75  mg. 

Acetylsalicylic  acid  .....  325  mg. 


Aluminum  hydroxide 75  mg. 

Ascorbic  acid 20  mg. 


M.j.Bar 


OranO 


POLYMYXIN  B-BACITRACIN  OINTMENT 


'hukm(/0}o 


For  topical  use:  in  '/2  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/a  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., 


Tuckahoe,  N.  Y. 
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PARKE-DAVIS  ANNOUNCES 

A MAJOR  ADVANCE 

IN  FEMALE  HORMONE  THERAPY 


oral  progestational  agent 


with 

unequalled  potency 

and 

unsurpassed  efficacy 


I 


r: 


for  oral  progestational  therapy 


NORLUTIX  is  an  example  of  “...increased  bio- 
logical activity  of  a steroid  when  the  methyl 
group  at  carbon  10  is  replaced  with  hydrogen.”^ 


INDICATIONS  FOR  NORLUTIN:  amenorrhea, 
menstrual  irregularity,  functional  uterine  bleed- 
ing, infertility,  habitual  abortion,  threatened 
abortion,  premenstrual  tension,  dysmenorrhea. 


RELATIVE  POTENCIES 
OF  ETHISTERONE  AND  NORLUTIN 
IN  HUMANS2>3 


REFERENCES:(1)  Hertz,  R.;  Tullner,  W.,  & Raflfelt,  E.:  Endo- 


crinology 54:228,  1954.  (2)  Greenblatt,  R.  B.:  J.  Clin.  Endo- 
crinol. 16:869,  1956.  (3)  Hertz,  R.;  Waite,  J.  H.,  & Thomas, 
L.  B.:  Proc.  Soc.  Exper.  Biol,  ir  Med.  91 :418,  1956.  (4)  Tyler, 
E.  T:  J.  Clin.  Endocrinol.  15:881, 1955.  (5)  Greenblatt,  R.  B., 
& Clark,  S.  L.:  M.  Chn.  North  America,  Philadelphia,  W.  B. 
Saunders  Co.  (Mar.)  1957,  p.  587. 


NORLUTIN.  oral 


PACKAGING:  5 mg.  scored  tablets  (C.T.  No.  882), bottles  of  30. 
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UNSURPASSED  EFFICACY 

in  disorders  of  menstruation  and  pregnancy 


NORLUTIN:  Progestational  Effect  on  Endome* 

trium“. ..10  mg.  [norlutin]  given  twice 
daily  represents  a reproducibly  effective 
dose  in  women  for  the  production  of  marked 
progestational  changes  in  the  endometrium.”^ 


Presecretory  to  secretory  endometrium  after  5 days 
treatment. 


MARCH  ARRIL 
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NORLUTIN:  Thermogenic  Effect  This  prepara- 
tion was  found  to  have  a marked  ther- 
mogenic, and  other  physiologic  effects  in 
comparatively  small  dosage.”"* 


NORLUTIN:  Abolition  of  Arborization  in  Cervical 
Mucus  NORLUTIN  “. . . inhibits  the  fern  leaf 
pattern  in  cervical  mucus.”^ 

^ 1.  Fern  leaf  pattern.  2.  Arborization  completely 
abolished  by  NORLUTIN. 

NORLUTIN:  Induction  of  Withdrawal  Bleeding 

“As  little  as  50  mg.  of  [norlutin]  admin- 
istered in  divided  doses  over  a five-day 
period  was  sufficient  to  induce  withdrawal 
bleeding.”^ 
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Combined  Estrogen-Androgen  Therapy  Proved  96%  Effective 
in  Preventing  Postpartum  Breast  Engorgement' 

Dual  Steroid  Approach  also  Successful  in  Osteoporosis 


Of  more  than  4 million  babies  born  in  the 
United  States  this  year,  approximately  75  per 
cent  will  not  be  breast  fed.^  Combined  estro- 
gen-androgen therapy  will  effectively  sup- 
press lactation  and  prevent  postpartum 
breast  engorgement  in  these  mothers. 

Osteoporosis  also  ranks  high  on  the  list  of 
present  day  medical  problems  because  of  the 
increasing  older  population. 

In  either  condition,  combined  estrogen- 
androgen  therapy  produces  a complemen- 
tarv’  metabolic  response  with  little  or  no  side 
effects. 

In  postpartum  breast  engorgement  the  rationale  of 
therapy  is  explained  as  follows:  During  pregnancy, 
the  high  estrogen  titer  exerts  an  inhibitor}-  effect 
on  the  anterior  piraitar}%  thereby  preventing  the  re- 
lease of  the  lactogenic  hormone,  prolactin.  Postpar- 
tum, the  estrogen  level  drops  off  suddenly,  and 
allows  the  release  of  previously  inhibited  prolactin 
which  is  now  free  to  initiate  the  flow  of  milk.  Sex 
hormones  re-establish  pituitary  inhibition,  thus 
arresting  the  lactating  process. 

In  Fiskio’s  study,'  "Premarin”  with  Methyltes- 
tosterone  effectively  relieved  postparmm  breast  en- 
gorgement and  suppressed  lactation  in  96.2  per  cent 
of  his  group  of  267  patients.  Notably  absent  were 
breast  abscesses,  nausea,  vomiting,  excessive  lochia, 
withdrawal  bleeding  or  virilization.  Menses  were  re- 
established after  the  normal  six  week  period.  The 
lack  of  mental  depression  during  the  puerperium 
was  especially  gratifying. 

Osteoporosis  results  from  impairment  of  osteoblas- 
tic activity,  and  gonadal  hormone  decline  is  possibly 
the  most  prevalent  cause.  Estrogen  stimulates  osteo- 


blastic activity  and  increases  calcium  and  phosphorus 
retention,  while  androgen  exerts  an  anabolic  or 
protein-forming  action.  Prognosis  for  bone  recalcifi- 
cation is  good,  providing  therapy  is  continued  for 
extended  periods.  The  possibility  of  side  effects  is 
minimized  because  the  two  hormones  exert  an  op- 
posing action  on  sex-linked  tissue. 

Estrogen  and  androgen  as  combined  in  "Premarin”  s 
with  Methyltestosterone  provide  a treatment  of 
choice  in  osteoporosis. 

Recommended  Dosage:  (Directions  refer  to  yellow 
tablets. ) 

Postpartum  breast  engorgement  — Short  duration 
therapy  — ( one  week ) — 3 tablets  ever}’  four  hours 
for  five  doses  — then  2 tablets  daily  for  rest  of  week. 
"Step-down”  therapy  — ( 10  to  15  days)  — 1st  day 
— 4 tablets;  2nd  day  — 3 tablets;  3rd  day  — 2 tab- 
lets; thereafter,  1 tablet  daily  for  10  to  15  days.  It  is 
important  to  start  therapy  as  soon  as  possible  after 
delivery. 

Osteoporosis:  2 tablets  daily,  for  the  first  three 
weeks.  Then  1 tablet  daily  thereafter.  In  the  female, 
it  is  suggested  that  combined  therapy  be  given  in' 
2 1 day  courses  with  a rest  period  of  about  one  week 
between  courses,  and  be  continued  for  6 to  12 
months;  following  this  period,  the  patient  may  be 
maintained  with  cyclic  therapy  employing  "Pre- 
marin” Tablets  alone. 

Supplied  in  two  potencies:  Y ellou'  tablets  — each  contains 
1.25  mg.  conjugated  estrogens,  equine  ("Premarin”)  and 
10  mg.  methyltestosterone.  Ked  tablets  — each  contains 
0.625  mg.  and  5 mg.  respectively.  Bottles  of  100  and  1,000. 

Bibliography:  Available  on  request. 

Ayerst  Laboratories 

New  York,  N.  Y.  • Montreal,  Canada  5740 


V Color  coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally  tested  Food  Exchanges.* 

2.  The  easy-to-use  Food  Exchanges  (called  Choices  in 
booklet)  simplify  diet  management  by  eliminating  calorie 
counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
described  in  the  last  fourteen  pages  of  the  diet  booklet. 


Please  send  me dozen  copies  of  the  new,  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 


Your  Name  and  Address. 


Chas.  B.  Knox  Gelatine  Co.,  Inc, 
Professional  Service  Dept.  SJ-zu 
Johnstown,  N.  Y. 


KNOX  PROTEIN  PREVIEWS 


Knox  “Choice  of  Foods  Diet  Can  Help  Your 
HYPERTENSIVE  Patients  to  Reduce  and  Stay  Reduced 


The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
**Meal  Planning  vith  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 
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AN  ANNOUNCEMENT  TO  THE  MEDICAL  PROFESSION  OI 


THE  CHALLENGE: 

Can  a cigarette  be  made  that  will  give  signi- 
cantly  superior  filtration— at  least  40%  effect!  e 
— and  also  give  easy  draw  with  full,  natuU 
tobacco  flavor? 

As  manufacturers  of  the  first  modem  fillr 
cigarette,  P.  Lorillard  Company  has  long  shard 
the  hope  for  such  a cigarette.  At  the  Lorillal 
Laboratories,  an  intensive  search  for  seveii 
years  has  at  last  led  to  the  answer.  . . 


THE  ANSWER:* 


K^ENT witli  the  INEWI  exclusive  Micronite  Filtt* 


offers  significantly  superior  filtration  — bett<.* 
than  40%  . . . significantly  less  tars  and  nicotin 
. . . than  any  other  leading  filter  brand. 

And  it  offers  this,  plus  easy  draw . . . and  th 
full  rich  flavor  of  the  world’s  finest  premiun 
quality  natural  tobaccos. 


IDRTANT  NEW  DEVELOPMENT  IN  FILTER  CIGARETTES 


[ROOF  of  significantly  less  tars  and  nicotine  in  KENT 


Milligrams  of  tere  from  smoking  one  cigarette  Milligrams  of  nicotine  from  smoking  one  cigarette 

30  20  10  O O t 2 3 


INT  REGULAR  (NOT  SHOWN  ON  CHART):  17.0  MGS.  OF  TARS:  1.36  MGS.  OF  NICOTINE. 

lised  on  tests  by  Lorillard  Research  Laboratories.  Substantiated  by  comparable  results  from  three 
(itionally  known  independent  research  laboratories. 


ent  is  definitely  not  just  another  “taste  good” 
garette  with  a token  filter. 

P.  Lorillard  Company  has  been  able  to  de- 
elop  a cigarette  with  significantly  superior 
Itration.  Kent  with  the  NEW  exclusive  Mi- 
jronite  Filter  offers  significantly  less  tars  and 

icotine  in  the  mainstream  smoke,  yet  is  a fully 
latisfying  cigarette. 

Broad- sample  tests  with  smokers  show  Kent’s 
arefully- selected,  custom -blended  natural  to- 
accos  come  through  rich  and  full-flavored.  On 
aboratory  draw-meters,  Kent  registers  in  the 
ptimum  range  for  easy  draw. 

We  sincerely  believe  you  will  find  Kent  with 
tie  NEW  exclusive  Micronite  Filter  a thor- 
tughly  satisfying  filter  cigarette  on  every  count. 
ATe  cordially  invite  your  further  inquiry. 


P.  Lorillard  Company,  makers  of  KENT 
with  the  new  exclusive  Micronite  Filter 


■ Relieves  cough  quickly  and  thor- 
oughly ■ Effect  lasts  six  hours  and 
longer,  permitting  a comfortable 
night’s  sleep  ■ Controls  useless 
cough  without  impairing  expecto- 
ration ■ rarely  causes  constipation 

■ And  pleasant  to  take 


Syrup  and  oral  tablets.  Each  teaspoon- 
ful or  tablet  of  Hycodan*  contains  5 mg. 
dihydrocodeinone  bitartrate  and  1.5  mg. 
Mesopin.t  Average  adult  dose:  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Avail- 
able on  your  prescription. 


with  Homatropine  Methylbromide) 


(Dihydrocodeinone 


ENDO  l>^BORATORIES 

Richmond  Hill  18,  New  York 


t BRAND  OP  HOMATROPINE  METHYtlbROMIDE 


■ 

■ 
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Specializing  in  HOSPITAL,  SURGICAL  and  MEDICAL 


insurance  problems  makes  the  local 
AMERICAN  HEALTH  AGENT  a valued  "Doctor's  Aide 


J 


Because  he  is  a specialist  who  focuses  his  attention  on 
Health  Insurance,  the  local  AMERICAN  HEALTH  Agent 
has  won  a position  of  friendship  and  trust.  As  a career 
agent  in  his  chosen  field,  it  is  his  purpose  to  serve  both 
Doctor  and  Patient  as  a true  friend  in  need  at  all  times, 
with  efficient  service,  prompt  settlements,  and  an  under- 
standing of  the  problems  of  the  medical  profession. 

Complete  local  service  in  your  state 


AmeriCBrll  EESBrlth  insurance  corporation 


300  ST.  PAUL  PLACE,  BALTIMORE  2,  MD. 
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NEO-SVNEPHRINE 

COMPOUND 

CM  IcMeh  ^ j 

offer  "Syndromatic”  Control 
in  the  COMMON  COLD,  Allergic  Rhinitis 


Patients  breathe,  sleep,  work  and 

play  better  with  new  "syndromatic'^  action. 

Neo-Synephrine  Compound  Cold  Tablets... 
for... Full  "Syndromatic"  Relief. 


NeO'Synephrine  (brand  of  phenylephrine)  and 

Thenfadil  (brand  of  thenyidiami.ne),  trademarks  reg.  U.S.  Pat.  Off- 


Neo-Synephrine  Compound  CfMlabbh 

protect  patients  through  the  full 
range  of  symptoms 


Each  tablet  contains: 


C6ii!kek 


NEO-SYNEPHRINE  HCI,  5 mg. 
Mildf  long  acting  decongesfive 


NASAL  STUFFINESS,  RHINORRHEA 


nelioje/L 


Acetaminophen,  150  mg. 

Effective  analgesic  and  antipyretic 


HEADACHE  AND  ASSDCIATED  ACHES  AND  PAINS 


Thenfadil®  HCI,  7.5  mg. 

Dependable,  well  tolerated  antihistaminic 


ALLERGIC  SENSITIZATION 


mntmdi 


Caffeine,  15  mg. 


MENTAL  AND  PHYSICAL  LASSITUDE 


Dose:  Adults  — 2 tablets  three  times  daily. 

Children  6 to  12  years  — 1 tablet  three  times  daily. 

Bottles  of  100  tablets 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


in  spasticity  of  the  Gl  tract 


Wt\ 


Pavatrine 


125  mg. 


with  Phenobarbital 

15  mg. 


is  an  effective  dual  antispasmodic 

combining  musculotropic  and 
neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  ''the  butterfly  stomach” 


dosage:  one  tablet. before  each  meal  and  at  bedtime. 


SEARLE 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


OBSTETRICS  and  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics : lectures, 
prenatal  clinics ; attending  normal  and  operative  de- 
liveries ; detailed  instruction  in  operative  obstetrics 
(manikin).  X-ray  diagnosis  in  obstetrics  and  gynecology. 
Care  of  the  newborn.  In  Gynecologry:  lectures:  touch 
clinics ; witnessing  operations ; examination  of  patients 
pre-operatively ; follow-up  in  wards  post-operatively. 
Obstetrical  and  gynecological  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecology.  Operative  gyne- 
cology on  the  cadaver. 

PRACTICAL 

ELECTROCARDIOGRAPHY 

A two  Weeks  part  time  elementary  course  for  the 
practitioner  based  upon  an  understanding  of  electro- 
physiologic  principles.  Standard,  unipolar  and  precordial 
electrocardiography  of  the  normal  heart.  Bundle  branch 
block,  ventricular  hypertrophy,  and  myocardial  infarction 
considered  from  clinical  as  well  as  electrocardiographic 
viewpoints.  Diagnosis  of  arrhythmias  of  clinical  signifi- 
^nce  will  be  emphasized.  Attendance  at.  and  participation 
in,  sessions  of  actual  reading  of  routine  hospital  electro- 
cardiograms. 


PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at  clinics  and 
lectures ; instruction  in  examination,  diagnosis  and  treat- 
ment : pathology,  radiology,  anatomy,  operative  proctology 
on  the  cadaver,  anesthesiology,  witnessing  of  operations, 
examination  of  patients  preoperatively  and  postoperatively 
in  the  wards  and  clinics  ; attendance  at  departmental  and 
general  conferences. 

ANATOMY -SURGICAL 

a.  ANATOMY  COURSE  for  those  interested  in  prepar- 
iniT  for  Surgical  Board  Examination.  This  includes 
lectures  and  demonstrations  together  with  supervised 
dissection  on  the  cadaver. 

b.  SURGICAL  ANATOMY  for  those  interested  in  a 
general  Refresher  Course.  This  includes  lectures  with 
demonstrations  on  the  dissected  cadaver.  Practical 
anatomical  application  is  emphasized. 

c.  OPERATIVE  SURGERY  (cadaver).  Lectures  on  ap- 
plied anatomy  and  surgical  technic  of  operative  pro- 
cedures. Matriculants  perform  operative  procedures 
on  cadaver  under  supervision. 

d.  REGIONAL  ANATOMY  for  those  interested  in  pre- 
paring for  Suhspecialty  Board  Examinations. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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ANULGESIC  Cgi! 

Each  Capsii" '7  it 


ANALGESIC  tjj? 

Each  Capsu'®  ^ j, 

Icctyl-p-aminophe"®  3,^? 
Salicylatniii®  i/^  ■ , 
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ANALGESIC  CAPS  J 

Each  Capsul* ^ , 
Acetyi-p-anunophe”®  3,^  , 
Salicyiamide  •,/, 
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a new/ analgesic  for  safe,  effective  pain  relief 


CoNTRAMAL  ....  a Combination  of  full  dosage 
levels  of  Acetyl-p-aminophenol  and  salicvla- 
mide  with  caffeine  ...  to  produce  a high 
degree  of  analgesia  safely,  without  adverse 
side  effects  and  without  the  stomach  distress 
often  associated  with  aspirin  administration. 


For  use  in  stubborn,  chronic  or  intractable  pain  the  potent 
CoXTRAMAL  formula  is  further  reinforced  with  codeine  phos- 
phate in  two  strengths:  Coxtra.mal  Xo.  2 — with  15  mg.  codeine, 
and  Coxtramal  No.  3 — with  30  mg.  codeine.  Supplied: 
Coxtramal — bottles  of  100  and  1000  opaque  pink  and  gray 
capsules;  Coxtramal  No.  2 — bottles  of  24,  100  and  500  opaque 
yellow  capsules.  Coxtra.mal  No.  3 — bottles  of  24,  100  and  500 
opaque  scarlet  capsules. 

Clinical  Samples  and  literature  on  request 

2S7mi 


PRODUCTS  CO.,INC.  PETERSBURG,  VA. 
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stands  for— greater  antibiotii 
blood  levels  • faster  broad- spectru 


is  a new  and  superior  form  d 
widely  prescribed  broad-spectrut 
in  the  treatment  of  more  thi 
ACHROMYCIN  V Capsules  ai 
practically  twice  the  absorpti' 
oral  broad-spectrum 

ACHROMYCIN  V is  now  available  in  - CAPSULES.  (Pink)  250  mg.,  100  mg.  (tetracycline  HCI  equivalent 
phosphate-buffered.)  SYRUP.  Each  teaspoonful  (5  cc.)  of  orange-flavored  syrup  contains  125  mg.  of  tetracyclir 
HCI  activity,  phosphate-buffered.  LIQUID  PEDIATRIC  DROPS.  Each  cc.  (20  drops)  contains  100  mg.  < 


tetracycline  HCI  activity,  phosphate-buffered.  (Approx.  5 mg.  per  drop).  Orange  Flavor.  Plastic  dropper-type  bottle  of  10  c 


»sorption  • earlier  therapeutic 
ction 


Tetracycline  Buffered  with  Phosphate 

JHROMYCIN*  Tetracycline —the 
Ltibiotic,  noted  for  its  effectiveness 
0 different  infections.  New 
,pid-acting,  offer  an  average  of 
a half  the  time  — unsurpassed 
L e r a p y . 

HROM  YCIN  V dosage:  6-7  mg.  per  lb.  of  body  weight  per  day  for  children  and  adults. 

MEMBER  THE  V WHEN  SPECIFYING  ACHROMYCIN  V 

U.S.  Pot.  Off. 

iRLE  laboratories  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


your  patients  with  generalized  gastrointestinal 
complaints  need  the  comprehensive  benefits  of 


Tridal* 


(DACTIL®  + PIPTAL®-in  one  tablet) 

rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  TRIOAL  tablet 
contains  50  mg.  of  Dactil,  the  only  brand  of  N*ethy!*3-piperidyl 
diphenylacetate  hydrochloride,  and  5 mg  of  Piptal,  the  on7y  brand 
14357  of  N-ethyl-3-pipendyl*benzilate  methobromide. 
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assure  her 

a more  serene,  a happier  pregnancy 
. . . without  nausea 


give  her  ^ 


MAREDOX 


T 


brand 


Cyclizine  Hydrochloride  and  Pyridoxine  Hydrochloride 


because 


‘Maredox’  gives  the  expectant  mother  new-found 
relief  from  morning  sickness. 


relieves  nausea  and  vomiting 

and 

counteracts  pyridoxine  deficiency 


in  pregnancy 


One  tablet  a day,  taken  either  on  rising  or  at  night, 
is  all  that  most  women  require. 


Each  tablet  of  ‘Maredox’  contains: 


‘Marezine’*  brand  Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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among  nonhormonal  antiarthritics  . . . 

unexcelled  in 
therapeutic  potency 

BUTAZOLIDIN 

(phenylbutazone  Ceicy) 

In  the  nonhormonal  treatment  of  arthritis 
and  allied  disorders  no  agent  surpasses 
Butazolidin  in  potency  of  action. 

Its  well-established  advantages 
include  remarkably  prompt  action, 
broad  scope  of  usefulness, 
and  no  tendency  to  development 
of  drug  tolerance.  Being 
nonhormonal,  Butazolidin 
causes  no  upset  of  normal 
endocrine  balance. 

Butazolidin  relieves  pain, 
improves  function, 
resolves  inflammation  in: 

Gouty  Arthritis 
Rheumatoid  Arthritis 
Rheumatoid  Spondylitis 
Painful  Shoulder  Syndrome 

Butazolidin  being  a potent  therapeutic 
agent,  physicians  unfamiliar  with  its 
use  are  urged  to  send  for  detailed 
literature  before  instituting  therapy. 

Butazolidin®  (phenylbutazone 
Geigy).  Red  coated  tablets  of  100  mg. 
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kids  really  like.,. 


SQUIBB  IRON,  B COMPLEX  AND  Bu  VITAMINS  ELIXIR 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


Each  teaspoonful  (5  cc.)  supplies; 

Elemental  Iron  38  mg, 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated) 

Vitamin  B12  activity  concentrate 4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin 1.0  mg. 

Niacinamide 5 mg. 

Pantothenic  acid  (Panthenol)  '. 1.5  mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Alcohol  content:  12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply:  Bottles  of  8 ounces  and  1 pint. 


*BUI1IAT0N*9  is  a SQUIBB  nUDCMARJl 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  ‘‘predni-steroids” 
to  minimize  gastric  distress 

i 


combined  steroid-antacid  therapy , 


'Co-Deltra'  or  ‘Co-Hydel- 
tra’  provides  all  the  bene- 
fits of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing — and 
smoother  control — in  bron- 
chial asthma  or  stubborn 
respiratory  allergies. 

SUPPLIED:  Multiple  Compressed 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy- 
deltra’  in  bottles  of  30,  100,  and 
500. 


CoDeltra 


(Prednisone  buffered) 


2.S  mg.  or  5.0  mg. 
of  prednisone  or 
prednisolone,  plus 
300  mg.  of  dried 
aluminum 
hydroxide 
gel  and  50  mg. 
of  magnesium 
trisilicate. 


(Prednisolone  buffered) 


•CO-DELTRA'  and  'CO-HYDELTRA'  are 
TctUUred  trademarks  of  .Merck  i Co..  X.sc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 
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Like  oil  on  troubled  waters... 


ATM’ 


Formula 

DONNATAL  TABLETS 
DONNATAL  CAPSULES 
DONNATAL  ELIXIR  (per  5 cc.) 


DONNATAL  EXTENTABS® 

(Extended  Action  Tablets) 
Each  Extentab  (equiva 
lent  to  3 Tablets)  pro 


provides  superior  spasmoiysis 

through  provision  of  natural  bellaidonna 


Hyoscyamine  Sulfate 0.1037  mg. 

Atropine  Sulfate 0.0194  mg. 

Hyoscine  Hydrobromide. .0.0065  mg. 
Phenobarbital  (14  gr.)....  16.2  mg. 


vides  sustained  1-tablet 
effects. ..evenly,  for  10  to 
12  hours  — all  day  or  all 
night  on  a single  dose. 


alkaloitds  in  optimal  ratio,  with  phenobarbital 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


"...especially  suitable 
for  out-patient  and 


office  use."' 


tAyd,  F.  J.,  Jr.’  TTie  Treatment  of  Ambulatory  and 
Hospitalized  Psi'chiatric  Patients  with  Trilafon, 
presented  at  Ann.  Meet.,  Am.  Psychiat.  Assoc., 
Chicago,  111.,  May  13-17,  1957. 


(pronounced  Tnir*ah*fon)  perphenazine 


the  full-range  tranquilizer 


EXCEPTIONAL  THERAPEUTIC  RANGE 

. . . dosage  range  adaptable  for  tension  and  anxiety  states, 
ambulatory  psychoneurotics,  agitated  hospitalized  psychotics 


EXCEPTIONAL  POTENCY 

• At  least  five  times  more  potent  than  earlier  phenothiazines 


EXCEPTIONAL  ANTIEMETIC  RANGE 

• From  the  mildest  to  the  severest  nausea  and  vomiting  due 
to  many  causes 


ADEQUATE  SAFETY  IN  RECOMMENDED  DOSAGE  RANGES 


• Jaundice  attributable  to  the  drug  alone  not  reported 

• Unusual  freedom  from  significant  hypotension 

• No  agranulocytosis  observed 

• Mental  acuity  apparently  not  dulled 


TrilafoN  — grey  tablets  of  2 mg.  (black  seal),  4 mg.  (gpreen  seal),  8 mg. 
(blue  seal),  bottles  of  50  and  500;  16  mg.  (red  seal),  for  hospital  use, 
bottle  of  500. 


Refer  to  Schering  literature  for  specific  informa- 
tion regarding  indications,  dosage,  side  effects, 
precautions  and  contraindications. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


outmoding  older 


PULVULES 

TUINAL 

combine  two  cardinal  features 
in  a single  preparation 


Available  iri  three  con- 
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Editorial  “We”— Chronic  Disease 

Among  certain  endemic  conditions  seemingly  on  the  increase  in  Virginia  is 
the  steady  expansion  by  physicians  of  the  use  of  the  editorial  “We”. 

For  the  uninformed,  this  refers  to  the  use  by  a physician  usually  in  practice  alone 
who,  in  discussing  his  medical  responsibilities,  refers  to  himself  as  “We”.  Example 
of  this.  A physician  in  practice  alone  discusses  tlie  patient’s  examination  with  the 
patient.  The  physician  says,  “We  find  you  to  have  so  and  so.  W’e  feel  that  you 
should  take  these  tablets.  We  would  like  to  see  you  in  a week.  If  you  need  anything 
in  the  meantime,  be  sure  to  call  us.” 

The  single  author  of  a recent  paper  appearing  in  this  journal  uses  “We”  when 
discussing  his  cases.  The  use  of  “We”  must  be  confusing  to  the  patient  and  others. 
Who  are  “We”?  Does  this  mean  that  the  doctor’s  secretary  has  confirmed  the  diag- 
nosis and  concurs  in  his  proposed  management?  Does  the  doctor  have  some  unknown 
“Ghost”  advisors  who  are  surreptitiously  advising  him?  Is  it  the  M.D.’s  wife, 
mother-in-law  or  the  latest  issue  of  Reader’s  Digest  or  Time  magazine  who  compose 
this  mysterious  medical  panel  ? 

Obviously  nothing  like  this  happens.  The  “We”  usage  is  strictly  a habit  or  an  at- 
tempt to  reassure  the  patient  of  the  brotherhood  of  man  and  that  “We”  are  in  this 
thing  together.  This  may  be  reassuring  to  some  people.  “We”  find  it  irritating. 
Actually  some  patients  encourage  a similar  exchange  when  they  ask,  “How  are  we 
doing  today.  Doctor?”.  They  are  referring  to  the  “We”  of  the  doctor  and  the  patient, 
a team  concerned  with  the  common  problem  of  the  patient’s  condition. 

The  real  editorial  “We”  being  discussed  refers  to  the  annoying  allusion  to  some 
nebulous  and  mysterious  group  of  individuals  in  contact  with  the  physician  when 
clearly  he  is  working  alone  and  has  the  prime  res]X)nsibility  for  the  patient. 

The  use  of  the  editorial  “We”  has  a long  history.  H.  E.  Menken,  in  his  authori- 
tative Supplement  I of  his  The  American  Language,  gives  this  explanation  from  early 
newspaper  history.  “It  is  essential  for  newspaper  writing  because  people  are  liable 
to  be  horsewhipped  for  what  they  put  in  the  sacred  columns  of  a daily  journal.  ‘We’ 
may  represent  a vague  number  of  individuals  less  inviting  and  safer  from  the  horse- 
whip.” 

Could  it  be  that  physicians  seek  to  evade  some  responsibility  for  his  patient  through 
this  device?  Perhaps  not  but  “we”  wonder. 

Would  not  it  seem  appropriate  in  talking  with  patients  to  use  other  devices;  such 
as,  “It  seems.  It  appears.  I think.  I believe”. 

Mark  Twain  has  been  quoted  as  having  said  in  effect,  “The  editorial  ‘We’  tradi- 
tionally and  historically  is  reserved  for  the  exclusive  use  of  heads  of  state,  editors 
and  people  with  tafx^  worms.”  .Anthelmintics — anyone? 

R.  CoLEXIAN  Eongan,  Jr.,  M D. 


Percutaneous  Renal  Biopsy 


E.  LOVELL  BECKER,  M.D. 
ALLAN  M.  UNGER,  M.D. 
Richmond,  Virginia 


The  technique  for  percutaneous  renal 
biopsy  has  been  described  by  Castleman  and 
Smithwick^  and  for  aspiration  biopsy  by  Iversen 
and  Brun^.  Further  modifications  in  their  tech- 
niques have  been  put  forth  by  Kark  and  Muehrcke^ 
and  their  associates  in  Chicago.  There  have  now 
been  several  thousand  biopsies  performed  with  no 
mortality  and  only  occasional  cases  complicated  by 
serious  bleeding.  Performance  of  biopsy  requires 
one  of  the  several  types  of  biopsy  needles  depend- 
ing upon  the  preference  of  the  operator.  In  Fig- 
ure I,  three  types  of  the  Vim  Silverman  needle  are 

RENAL  BIOPSY  NEEDLES 
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Figure  1 


let  count.  As  a precaution,  the  patients  are  typed 
and  cross-matched,  and  1000  ml.  of  whole  blood 
is  prepared.  The  kidneys  are  outlined  by  x-ray  using 
a KUB  film  or,  if  necessary,  an  excretory  urogram. 
Measurement  is  made  from  the  spinous  process  to 
the  lower  border  of  the  twelfth  rib  where  it  crosses 
the  kidney,  which  gives  a good  approximation  as 
to  the  biopsy  site.  Either  kidney  may  be  biopsied. 

The  patient  then  is  placed  in  the  prone  position 
with  a small  sandbag  in  the  suprapubic  area.  The 
back  is  carefully  prepared  with  antiseptic  solution. 
The  biopsy  area  is  infiltrated  with  1 % procaine  and 
an  exploring  22  gauge  spinal  needle  is  inserted  and 
a local  anesthetic  is  injected.  The  needle  is  ad- 
vanced until  it  enters  the  renal  substance  and  swings 
freely  with  respiration  (P'igure  II). 


shown:  The  standard  Vim  Silverman  needle  used 
widely  for  liver  biopsy;  the  Franklin  modification 
of  the  Vim  Silverman,  in  which  the  blades  have  a 
solid  tip  to  facilitate  holding  the  tissue;  and  a modi- 
fication used  in  our  laboraton.-  which  consists  of 
an  interdigitating  tooth  at  the  end  of  the  cutting 
blade  to  help  hold  biopsy  specimens.  These  are  17 
gauge,  thin  wall  needles  approximately  8 inches 
long. 

Pre-biopsy  studies  are  done  to  rule  out  bleeding 
dyscrasias  and  to  localize  the  kidneys.  Determina- 
tions are  made  of  bleeding  and  clotting  time,  pro- 
thrombin time,  prothrombin  consumption  and  plate- 

From  the  Department  of  Medicine,  Medical  College 
of  Virginia. 

E.  LOVELL  BECKER,  M.D.,  Scholar  in  the  Medical 
Sciences,  John  and  Mary  R.  Markle  Foundation. 


The  kidney,  being  a retroperitoneal  structure  close 
to  the  diaphragm,  moves  with  respiration  so  tliat  the 
needle  tip  moves  with  the  kidney  causing  the  hub 
to  swing.  It  is  important  that  the  needle  not  be 
held  rigid  while  the  patient  is  breathing  as  it  may 
tear  renal  tissue.  The  depth  and  direction  of  the 
exploring  needle  is  noted,  and  the  Vim  Silverman 
sheath  and  stylet  is  inserted  in  a similar  manner. 
With  the  patient  holding  his  breath,  the  stylet  is 
removed  and  the  cutting  blades  are  then  introduced. 
The  sheath  is  promptly  advanced  over  the  blades 
and  rotated  360°.  The  tissue  is  removed  imme- 
diately and  fixed  in  Zenker’s  Solution.  The  needle 
may  then  be  rinsed  in  a culture  media,  although 
in  our  experience  these  cultures  have  been  uniformly 
sterile. 
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CONTRAINDICATIONS 

Abnormalities  in  bleeding  or  coagulation  tests 
are  a contraindication  to  biopsy.  In  patients  with 
only  one  kidney,  biopsies  are  not  attempted.  In 
1 complete  anuria  or  renal  shutdown,  biopsy  has  been 
carried  out  when  it  appears  necessary  to  establish 
I a diagnosis,  but  in  these  cases  a ureteral  catheter  is 
placed  in  the  renal  pelvis  and  the  pelvis  is  irrigated 
' with  a bicarbonate  solution  to  prevent  the  formation 
of  blood  clots  which  might  further  compromise  the 
already  damaged  kidney.  Patients  with  renal  ab- 
scesses, perinephritis,  or  lesions  of  tuberculosis  are 
not  considered  good  candidates.  In  rapidly  advanc- 
ing uremia  and  the  malignant  state  of  hypertension, 
renal  biopsy  is  contraindicated  because  of  the  pos- 
sibility of  bleeding  or  hemorrhage.  Renal  carcinomas 
are  not  intentionally  biopsied  as  there  could  be 
spread  of  carcinoma  cells. 

VALUE  OF  BIOPSY 

Renal  biopsy  is  one  method  by  which  an  accurate 
pathological  diagnosis  can  be  made  in  the  nephrotic 
syndrome,  Kimmelstiel-Wilson’s  disease,  collagen 
disease,  nephro-calcinosis,  tubular  or  cortical  necro- 
sis and  in  other  renal  diseases.  In  the  various  forms 
of  glomerulonephritis  there  is  fairly  uniform  involve- 
ment of  nephrons  so  that  one  is  justified  in  drawing 
conclusions  from  a small  tissue  sp)ecimen.  How- 
ever, there  are  a number  of  conditions  where  the 
renal  lesions  are  not  uniform  and  in  these  cases 
interpretation  must  be  made  with  caution. 

Biopsy  is  useful  in  outlining  treatment  in  pye- 
lonephritis, nephrotic  syndrome,  and  collagen  dis- 
ease. 

Tissue  obtained  at  biopsy  is  better  preserved  than 
that  obtained  at  autopsy.  Biopsy  specimens  show 
distinct  cellular  details  and  fine  delicate  membranes. 


FUTURE  OF  RENAL  BIOPSY 

Percutaneous  biopsy  now  permits  fresh  tissue  to 
be  obtained  from  human  subjects.  Electron  micro- 
scopy of  these  specimens  will  enable  the  experimental 
cytologist  to  elucidate  normal  and  pathological  con- 
ditions. Further,  by  this  technique  new  fields  are 
opened  for  the  study  of  kidney  enzymes,  metabolism 
and  histochemistry. 

F^ndoubtedly  renal  biopsy  will  be  done  more  fre- 
quently as  its  value  is  realized  and  the  technique 
becomes  more  widespread.  There  is  a definite  risk 
associated  with  renal  biopsy,  but  with  careful  screen- 
ing of  patients,  attention  to  details  and  post  biopsy 
observation,  morbidity  can  be  kept  at  a minimum. 
This  procedure  is  and  should  be  reserved  for  those 
patients  in  whom  definite  indications  exist  and  from 
whom  valuable  information  will  be  derived. 

SUMMARY 

The  technique,  indications  and  contraindications 
for  percutaneous  renal  biopsy  are  presented.  The 
value  of  this  biopsy  material  in  diagnosis  and  man- 
agement of  kidney  disease  has  been  discussed.  This 
procedure  is  not  without  risk  and  should  not  be 
undertaken  without  complete  knowledge  of  the  tech- 
nique and  cognizance  of  the  dangers. 
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Let’s  Reminisce! 

During  1874,  the  Medical  Colleges  of  the  United  States  graduated  3,000;  during 
the  same  period,  Germany  graduated  660.  The  population  of  the  former  country 
is  estimated  at  40,000,000;  of  the  latter  42,000,000.  (Virginia  Medical  Monthly, 
May  1875) 
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Management  of  Chronic  Congestive  Failure 
and  Angina  Pectoris  in  Geriatric  Patients  with 
Choline  Theophyllinate* 


OI^XE  ITS  INTRODUCTION  in  1905,  theo- 
^ phylline  administered  intravenously  or  per  rectum 
has  proven  to  be  an  effective  coronary  and  broncho- 
dilator,  as  well  as  diuretic  agent.  Unfortunately, 
these  routes  are  often  inconvenient  and.  in  some  cases, 
even  toxic;  fatalities  have  been  reported  following 
such  use^.  Unfortunately,  oral  forms  of  xanthines 
do  not  produce  uniform  therapeutic  results  because 
of  gastric  intolerance  and  uneven  absorption  from 
patient  to  patient.  They  are,  also,  not  absorbed  suf- 
ficiently to  produce  adequate  relief  in  the  acute  at- 
tack. Consequently,  much  time  and  effort  has  been 
devoted  to  developing  theoph3’lline  preparations 
which  will  provide  adequate  therapeutic  effects  with- 
out the  drawbacks  of  the  presently  available  prep- 
arations. 

Aminophylline,  an  addition  compound  of  ethy- 
lenediamine  and  theophylline,  rather  than  a true 
salt  of  the  two,  and  theophylline,  have  in  the  past 
been  combined  with  a variety  of  preparations  such 
as  aluminum  hydroxide,  sodium  glycinate,  etc.,  in 
an  effort  to  reduce  gastric  side  effects.  None  of  these, 
however,  have  been  reported  to  be  a significant  im- 
provement over  the  enteric-coated  aminophylline 
preparations.  A chemical  approach  to  the  problem 
was  the  reaction  of  theophylline,  a weak  acid  with 
some  strong  base  which  would  produce  a stable, 
soluble,  well  absorbed  salt  of  theophylline.  The 
result  of  such  a reaction  is  the  choline  salt  of  theo- 
phylline (choline  tlieophyllinate)  which  was  reported 
in  19542  to  be  a well  absorbed  and  relatively  non- 
toxic xanthine  preparation. 

Pharmacologically,  choline  theophyllinate  possesses 
the  desirable  action  of  other  xanthines®.  Clinically, 

*CholodyI®Nepera  Laboratories,  Morris  Plains,  N.  J. 
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it  provides  adequate  relief  of  bronchospasm^  and 
satisfactory  diuresis®,  without  seeming  to  produce 
any  gastric  irritation,  for  early  studies  showed  it  to 
be  as  well  as,  or  better  absorbed  than  aminophylline 
and  with  far  fewer  gastrointestinal  symptoms®.  Clin- 
ically, Brown'  and  Simon®  demonstrated  objectively 
and  subjectively  that  choline  theophyllinate  was  an 
effective  preparation  for  the  treatment  of  chronic 
bronchitis  and  emphysema.  Simon®  showed  its  value 
in  geriatric  patients  with  chronic  lung  disease. 
Batterman®  reported  that  this  preparation  pro- 
duced a diuretic  effect  in  patients  with  congestive 
heart  failure.  This  was  evidenced  by  a reduced  need 
for  mercurial  diuretics.  Batterman®  also  reported  that 
angina  {rectoris  patients  treated  with  choline  theo- 
phyllinate did  not  require  as  much  nitroglycerine 
and  other  coronary  dilators  as  prior  to  this  therapy. 
No  evidence  of  drug  resistance  was  found  even  over 
long  periods  of  treatments  (2-3  years).  Recently, 
Luisada’^®  confirmed  the  effectiveness  of  this  new 
xanthine  in  angina  pectoris,  by  means  of  a double 
blind  study  in  which  the  exercise  tolerance  was 
employed  to  demonstrate  objectively  in  his  patients 
possible  changes  in  cardiac  status.  Because  of  the 
apparent  clinical  value  of  this  new  oral  preparation 
and  the  high  degree  of  gastric  tolerance  we  were 
interested  in  determining  whether  or  not  it  would 
be  effective  orally  for  ambulator}-  geriatric  patients 
with  angina  pectoris  and/or  congestive  failure,  as 
well  as  with  chronic  pulmonary  disease. 

PLAN  OF  STUDY 

It  was  necessary  to  employ  the  double  blind  tech- 
nique to  avoid  any  possible  psychologic  influence, 
both  on  the  part  of  the  physician  and  that  of  the 
patients.  Patients  who  attended  the  medical  clinic 
of  the  Community  Health  Center  and  those  hospital- 
ized were  studied.  The  drugs  were  separated  into 
tliree  groups  labeled  A,  A2,  B,  Bo,  C and  Co,  each 
group  of  which  contained  a placebo  as  well  as  the 
active  agent.  The  patients  were  kept  on  each  group 
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for  a period  of  one  month  before  being  crossed  over 
to  the  next.  Over  a period  of  six  months  every 
patient  received  the  placebo  for  at  least  3 months, 
and  the  choline  theophyllinate  for  an  equal  period. 
In  order  to  eliminate  guessing  which  was  which,  the 
drugs  were  not  labeled  in  alternating  order,  but  were 
administered  in  haphazard  order.  The  schedule  was 
so  arranged  that  half  the  patients  were  started  on 
placebo  and  the  other  half  on  the  active  drugs,  but 
neither  physician,  patient,  nor  the  nurse  distributing 
the  drugs  knew  which  was  which. 

There  was  no  difference  in  appearance  or  taste 
between  the  tablets.  The  patients  were  not  told  that 
they  were  receiving  a test  drug.  Both  choline  theo- 
ph3'llinate  and  the  placebo  were  administered  in  the 
same  dosage  throughout  the  study — one  tablet  q.i.d. 
(The  dose  of  choline  theophyllinate  was  200  mgm 
q.i.d.  except  in  severe  chronic  pulmonary  disease, 
where  the  dose  was  increased  up  to  400  mgm  q.i.d.) 
The  results  herein  reported  include  only  those 
twenty-five  patients  who  were  followed  for  at  least 
six  months.  At  least  40  others  were  started  but 
continued  therapy  only  for  periods  of  one  to  five 
months.  Another  25  patients  received  only  choline 
theophyllinate,  as  they  were  too  ill  to  be  treated  with 
placebo  medication. 

Every  patient  went  through  a complete  physical 
examination  prior  to  being  started  on  the  medications. 
This  included  a thorough  histoiwq  hemogram,  urine 
analysis,  ECG,  and  chest  x-ray  to  determine  the  size 
of  the  heart  and  presence  of  pleural  fluid.  Weight 
determinations  were  used  to  estimate  the  presence  and 
severity  of  edema.  These  findings  were  recorded  on 
each  visit.  Any  change  following  treatment  would 
therefore  indicate  (on  an  objective  basis)  the  effect 
of  the  preparation  received.  The  placebo  acted  as 
a baseline  as  well  as  a means  of  ruling  out  any 
psychologic  effect  of  the  medication.  At  the  same 
time  several  symptoms  were  carefully  recorded  on 
which  to  base  any  subjective  improvement.  These 
were  (1)  dyspnea  (at  rest  and  on  exertion),  (2) 
angina  (number  of  attacks  per  day  and  severity), 
(3)  nocturia,  and  (4)  need  for  other  medications. 

THE  PATIENTS 

fl'he  group  included  ten  males  and  fifteen  females, 
between  the  ages  of  55  to  81  years  (the  average  was 
62  3'ears).  There  were  thirteen  patients  with  ar- 
teriosclerotic cardiovascular  disease,  four  of  whom 
had  moderate  hypertension,  ten  with  hypertensive 
cardiovascular  disease,  most  of  whom  showed  some 
arteriosclerosis,  one  with  rhematic  heart  disease  and 
one  with  luetic  heart  disease.  All  of  the  patients 


with  arteriosclerotic  cardiovascular  disease,  except 
one,  had  angina  pectoris  and  required  varying 
amounts  of  nitroglycerin.  Among  the  group  of 
twenty-five,  there  were  eleven  patients  with  pul- 
monary emphysema  and/or  bronchiectasis.  Four  of 
these  people  had  acute  bronchospastic  episodes  which 
required  intravenous  or  rectal  aminoph)dline,  as  well 
as  aerosol  therapy.  This  group  of  geriatric  patients, 
in  addition,  presented  other  chronic  illnesses  such 
as  diabetes  mellitus,  obesity,  cholelithiasis,  chronic 
kidney  disease,  (occasionally  with  azotemia  and 
anemia),  secondary  polycythemia,  previous  cerebro- 
vascular accidents,  etc.,  in  addition  to  this  cardiac 
and  pulmonary  problem.  All  the  patients  were  on  a 
restricted  salt  intake  (1-3  grams  daily).  The  majority 
had  moderate  or  marked  chronic  congestive  heart 
failure  and  received  a maintenance  dose  of  digitalis; 
some  required  occasional  or  frequent  mercurial  diu- 
retics and  had  been  on  such  medication  for  as  long 
as  two  years  prior  to  the  study.  Those  with  arterial 
hypertension  were  on  antihc’pertensive  drugs  as  indi- 
cated. .All  but  four  of  the  group  previous  to  this 
study  had  a history  of  one  or  more  hospitalizations. 

RESULTS 

The  majority  of  this  group  presented,  in  general, 
the  same  complaints.  For  this  reason,  we  paid 
special  note  to  these  few  and  restricted  the  basis  for 
overall  therapeutic  effects  and  our  clinical  impres- 
sion primarily  to  the  improvement  or  change  in 
severity  of  these  complaints,  as  they  could  be  taken 
as  representing  the  clinical  status  of  our  patients. 
Table  I summarizes  the  signs  and  symptoms  to  which 
we  paid  particular  attention. 

The  overall  therapeutic  effects  obtained  by  pa- 
tients with  congestive  heart  failure  are  demonstrated 
in  Table  II,  while  Table  III,  shows  the  effect  of 
need  for  mercurial  diuretics  in  these  patients  when 
on  choline  theophyllinate  as  compared  to  their  re- 
quirements when  on  placebo. 

In  addition  to  fewer  attacks  of  angina  pectoris 
(see  Table  I)  choline  theophyllinate  appears  to  have 
reduced  the  need  for  nitroglycerin,  as  shown  in 
Table  IV. 

Another  objective  manifestation  of  the  effectiveness 
of  choline  theophyllinate  was  the  fact  that  of  the 
eight  of  these  severelv'  and  chronically  ill  patients 
requiring  hospitalization  during  the  period  of  ther- 
apy, six  had  been  on  placebo  and  only  two  on  choline 
theophyllinate. 

A second  group  of  patients  (about  25)  with 
chronic  heart  failure  were  treated  only  with  choline 
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Table  1 

Change  in  V^arious  Clinic.al  Signs  and  Symptoms 


X-ray  of 

Weight 

Dyspnea 

Angina 

Edema 

Chest 

Nocturia 

Loss 

Results 

With 

With 

With 

With 

With 

With 

With 

With 

With 

With 

With 

With 

Plac- 

Chole- 

Plac- 

Chole- 

Plac- 

Chole- 

Plac- 

Chole- 

Plac- 

Chole- 

Plac- 

Chole- 

ebo 

dyl 

ebo 

dyl 

ebo 

dyl 

ebo 

dyl 

ebo 

dyl 

ebo 

dyl 

Worse 

9 

1 

6 

0 

3 

6 

6 

No  change 

15 

4 

12 

3 

21 

10 

19 

9 

18 

13 

24 

18 

Slightly  improved 

1 

7 

1 

4 

1 

5 

4 

1 

3 

1 

31 

Moderately  improved 

0 

9 

0 

8 

10 

9 

7 

42 

Markedly  improved 

0 

4 

0 

4 

3 

2 

'Up  to  10  pounds. 
20ver  10  pounds. 


Table  II 


OvER.\LL  Effects  of  ]Medic.\tion  in  Congestive 
Heart  Failure 


With 

Placebo 

With 

Choline 

Theophyl- 

linate 

Markedly  improved 

1 

6 

Moderately  improved 

1 

8 

Slightlv  improved 

2 

5 

No  change 

7 

1 

Worse 

12 

1 

Table  III 

Need  for  Mercurial  Diuretics  During  Therapy 


With 

Placebo 

With 

Choline 

Theophyl- 

linate 

Eliminated 

0 

3 

Greatly  reduced 

Reduced  below  50%  of  previous 

0 

5 

level 

2 

5 

Same 

13 

2 

T.able  IV 

Need  for  Nitroglycerin  During  Therapy 


With 

Placebo 

With 

Choline 

Theophyl- 

linate 

Eliminated  

0 

9 

Decreased  50% 

5 

7 

No  change 

14 

3 

theophyllinate,  in  addition  to  their  regular  regimen, 
and  were  never  put  on  placebo  medication.  These 
patients  were  considered  too  ill  to  be  placed  on 
placebo  medication.  Most  of  them  appeared  to  be 
benefited  when  placed  on  this  oral  xanthine.  Five 
patients,  three  of  whom  were  not  included  in  any 
of  the  previously  mentioned  group  were  studied  to 
see  if  any  demonstrable  effect  could  be  obtained  on 
circulation  time  and  venous  pressure.  In  three  of 
the  five  cases  the  increased  venous  pressure  and 
delayed  circulation  time  appeared  to  be  nearing 
normal  and  continued  to  improve  during  16  weeks 
of  therapy.  In  one  of  the  remaining  two  cases,  there 
was  no  improvement  in  these  functions,  while  in 
the  last  case,  the  tests  were  inconclusive  as  the  meas- 
urements were  not  reproducible. 

An  observation  made  in  the  blind  study  group  was 
the  apparent  “synergistic  effect”  obtained  following 
the  combining  of  choline  theophyllinate  with  other 
drugs.  Some  of  our  hypertensives  received  rauwolfia 
alkaloids.  With  the  addition  of  200  mg.  q.i.d.  of 
choline  theophyllinate  to  their  otherwise  unchanged 
regimen,  additional  hypotensive  effect  was  observed. 
Most  of  the  congestive  heart  failure  patients  treated 
with  known  choline  theophyllinate  were  also  re- 
ceiving injections  of  a mercurial  diuretic  at  the  time 
the  new  agent  was  added  to  their  regimen.  The 
addition  of  this  oral  preparation  reduced  the  need 
for  mercurial  diuretics.  This  seems  to  corroborate 
a similar  observation  made  with  rauwolfia  and 
choline  theophyllinate^^. 

Side  effects  (in  both  the  known  and  unknown 
treatment  groups)  were  rare.  Two  patients  com- 
plained of  nausea  and  indigestion,  one  of  whom 
later  proved  to  have  cholelithiasis.  On  the  other 
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hand  there  were  cases  with  known  cholelithiasis  and 
past  history  of  recurrent  peptic  ulcer  who  tolerated 
the  choline  theophyllinate  very  well.  In  one  instance 
the  symptoms  were  severe  enough  to  warrant  dis- 
continuation of  the  drug.  Patients  occasionally 
complained  of  heart  palpitation,  but  this  reaction 
was  reported  during  the  placebo  period  as  well. 
Most  of  the  patients  were  in  the  geriatric  age  group 
and  therefore  probably  arteriosclerotic,  but  not  nec- 
essarily senile,  and  most  could  be  depended  upon 
to  give  rather  accurate  reports  of  their  symptoms. 

DISCUSSION 

We  believe  that  the  use  of  the  double  blind  technic 
is  a clear  demonstration  of  the  probable  therapeutic 
value  of  this  new  oral  xanthine.  It  appears  to  les- 
sen the  number  and  severity  of  attacks  of  angina 
pectoris.  It  is  generally  well  known  that  in  this 
type  of  patient  placebo  medication  often  produces 
therapeutic  benefits.  Since  each  patient  was  fol- 
lowed for  at  least  six  months  and  received  placebo 
for  half  that  period  we  believe  that  results  are 
equivalent  to  those  that  would  be  obtained  in  a 
series  of  75  patients  treated  for  a single  month 
with  the  placebo  and  a single  month  with  the  active 
drug.  Part  of  the  subjective  improvement  reported 
by  the  patients  was  that  they  were  able  to  walk 
longer  distances  and  tolerate  greater  activity. 

This  oral  salt  of  theophylline  was  extremely  well 
tolerated.  One  200  mgm  tablet  q.i.d.  reduced  the 
need  for  other  diuretics.  In  geriatric  patients  with 
signs  of  congestive  failure,  therapy  reduced  dyspnea, 
prevented  rapid  formation  of  edema  and  reduced 
nocturia. 

Choline  theophyllinate  is  a prophylactic  agent 
proving  useful  in  decreasing  the  occurrence  of  signs 
and  symptoms  of  congestive  failure,  angina  and 
bronchospastic  attacks.  Those  patients  receiving 
other  medications  such  as  nitroglycerin,  mercurial 
diuretics  and  hypotensive  agents,  apparently  received 


a potentiation  effect  from  the  choline  theophyllinate 
as  they  required  much  less  of  the  medications  than 
prior  to  receiving  this  agent.  This  effect  was  par- 
ticularly noted  in  patients  receiving  rauw’olfia  al- 
kaloids. 

SUMM.ARY 

1.  CholedyP  is  a useful  supportive  drug  for 
elderly  patients  with  chronic  congestive  heart  fail- 
ure, angina  pectoris  and  chronic  pulmonary  disease 
(emphysema  and/or  bronchiectasis)  in  our  study 
of  25  patients  in  a double  blind  study  and  85  others 
receiving  the  known  drug. 

2.  Choline  theophyllinate  is  well  tolerated  orally, 
even  in  large  doses  (400  mg  q.i.d.)  over  long  periods 
of  time,  and  mild  side  effects  occur  verj’  rarely. 

3.  There  is  no  decrease  that  can  be  detected  in 
the  effectiveness  of  the  drug  after  as  long  as  seventy 
weeks  of  therapy. 
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Infant  Mortality 

If  1915  mortality  rates  had  prevailed  last  year.  Health  Information  Foundation 
points  out,  an  additional  300,000  of  the  four  million  babies  born  alive  would  not  have 
lived  to  celebrate  their  first  birthday.  Forty  years  ago,  one  in  every  ten  babies  born 
alive  in  this  country  was  unable  to  survive  the  first  year  of  life.  Today  the  ratio  has 
dropped  to  one  in  forty.  Once  an  infant  has  survived  the  dangerous  first  week  of 
life,  the  chances  are  nearly  100  to  1 that  he  will  live  to  see  his  first  birthday.  Girl 
babies  seem  to  be  healthier  than  boy  babies;  In  1954,  the  mortality  rate  for  male 
infants  wafe  28  percent  higher  than  for  female  infants. 
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Crvptenamine  and  the  Toxemias  of  Pregnancy 


The  incidence  of  eclampsia  is  on  the  de- 
cline all  over  the  United  States  The  reason 
for  this  decline  is  felt  to  be  better  prenatal  care  with 
an  increase  in  the  number  of  hospital  deliveries  and 
a decrease  in  the  number  of  home  deliveries.  How- 
ever, any  hospital  in  a rural  area  where  a large 
number  of  deliveries  are  carried  out  on  patients 
who  have  not  bothered  with  prenatal  care  will  be 
plagued  by  a higher  number  of  h}'pertensive  com- 
plications of  pregnancy.  The  patient  who  presents 
herself  in  late  pregnancy  makes  classification  of  her 
illness  difficult.  Normal  blood  pressures  in  early 
pregnane)'  giNung  away  in  the  last  trimester  to  eleva- 
tions with  edema,  proteinuria,  and  rapid  weight  gain 
indicate  preeclampsia  as  a general  rule.  It  is  in 
this  patient  who  is  seen  in  the  last  trimester  that 
funduscopic  examinations  are  of  value.  The  pres- 
ence of  tortuosity  and  silver  wiring  of  the  arterioles 
with  arteriovenous  nicking  and  chronic  exudative 
processes  indicates  a more  chronic  h)'pertensive  con- 
dition. Mild  increase  in  the  arteriovenous  ratios 
from  a normal  of  4 3 with  a sheen  of  the  retina 
(described  as  like  headlights  on  a wet  dark  street) 
leads  one  to  classify  the  condition  as  a more  recent 
preeclampsia.  Exacerbation  of  a chronic  glom- 
erulonephritis is  sometimes  impossible  to  diagnose 
in  the  last  trimester  until  the  puerperium  when  a 
fixed  specific  gravit)*,  proteinuria,  granular  or  hyaline 
casts  indicate  the  damage  done  to  the  glomeruli. 
Dieckmann  states  that  the  patient  whose  blood  pres- 
sure remains  elevated  two  to  four  weeks  after  de- 
liver)' probably  is  a latent  h)'perten5ive  and  he  feels 
that  these  women  cannot  be  classified  until  a period 
of  time  transpires  and  a follow-up  blood  pressure 
study  is  made.  It  is  quite  generally  accepted  that 
vasospasm  is  one  of  the  key  changes  in  toxemia-. 
The  reason  for  the  vasospasm  is  still  conjectural  and 
the  authors  feel  that  until  the  cause  is  found  treat- 
ment of  the  vasospasm  will  be  one  of  the  chief 
aims  of  the  therapy.  The  duration  of  this  spasm 
more  than  the  severity  determines  the  degree  of 
permanent  vascular  damage  that  is  done.  Vascular 
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spasm  accounts  for  cerebral,  renal,  adrenal,  pla- 
cental, and  hepatic  changes.  Subretinal  changes 
occur  producing  edema,  spasm,  and  tortuosit)'. 

Renal  physiology  is  altered  by  decreased  rate  of 
glomerular  filtration,  reduced  tubular  obsorption 
above  the  normal  curve  of  expanded  plasma  volume 
and  the  cardiac  output  of  pregnancy.  Vascular  spasm 
accounts  for  the  reduced  renal  blood  supply  with 
intermittent  ischemia,  decreased  glomerular  filtra- 
tion rate,  and  total  renal  plasma  flow, 

McCall  has  proven  that  cerebral  blood  flow,  cere- 
bral oxygen  consumption  and  cerebral  vascular 
resistance  are  identical  in  pregnant  and  non  pregnant 
women.  However,  in  pregnancy  there  is  a relative 
lowering  of  oxygen  and  carbon  dioxide  volumes  due 
to  increase  plasma  volume  and  lowered  hemoglobin 
concentration.  Cerebral  vascular  resistance  is  in- 
creased in  both  convulsive  and  non-con\'ulsive  tox- 
emias from  vasospasm.  Cerebral  oxygen  metabolism 
is  lower  in  con^'ulsive  toxemias. 

It  will  be  recalled  that,  normally,  blood  pressure 
is  regulated  by  (1)  cardiac  output  and  force,  (2) 
blood  volume,  (3)  %iscosit)'  of  blood,  and  (4)  peri- 
pheral resistance.  Eight)'  to  ninety  per  cent  of 
cardiac  output  is  to  overcome  peripheral  resistance 
which  is  most  responsible  for  hypertension.  There- 
fore, drugs  reducing  peripheral  resistance  will  offer 
the  best  means  of  combating  a severe  hypertensive 
crisis  in  late  pregnancy.  Spasm  in  the  afferent 
glomerular  arteriole  varies  from  time  to  time  and  it 
is  the  release  of  this  spasm  which  accounts  for 
proteinuria.  Red  blood  cells,  white  blood  cells,  and 
casts  are  usually  not  seen  in  toxemia  of  pregnancy. 
Non-protein  nitrogen  studies  do  not  help  in  the 
classification  of  toxemias.  Acidosis  may  occur  with 
carbon  dioxide  combining  powers  as  low  as  22  vol- 
umes per  cent.  About  half  of  the  toxemia  patients 
cannot  concentrate  urine  and  have  reduced  PSP 
excretion. 

Veratrum  preparations  have  long  been  known  to 
produce  a reduction  in  blood  pressure.  The  chief 
disadvantage  has  been  the  fact  that  the  therajjeutic 
level  is  very  close  to  the  level  at  which  nausea  and 
vomiting  occur  when  the  crude  alkaloid  is  used. 
However,  the  veratrum.  group  has  been  broken  down 


438 


ViRGrNXA.  Medic.vl  Monthly 


into  specific  alkaloids,  one  of  which  is  the  drug  used 
in  this  series,  namely,  cryptenamine  (Unitensin, 
manufactured  by  Irwin,  Nessler  Company).  Its 
chief  advantage  as  reported  by  McCall^  is  that  it 
causes  much  less  nausea  and  vomiting  but  depresses 
the  blood  pressure  as  effectively  as  the  crude  al- 
kaloids. In  addition  to  the  blood  pressure  decline, 
there  is  an  associated  bradycardia.  A transitory 
oliguria  is  frequently  observed  following  veratrum 
medication. 

The  pharmacology  of  veratrum  preparations  is 
thought  to  be  as  follows^:  vaso  depression  which  re- 
sults from  a decrease  in  peripheral  resistance  and 
also  from  a reflex  (von  Bezold)  with  afferent  tracts 
from  the  left  ventricle  through  the  vagus  nerve  to 
the  cerebral  centers  of  circulation.  The  efferent  arc 
is  thought  to  be  through  the  autonomic  nervous  sys- 
tem since  ganglion  blocking  drugs  stop  the  depres- 
sive action.  The  cardio-decelerator  action  is  felt 
to  follow  the  same  reflex  pattern  as  with  the  vaso- 
depression.  The  efferent  arc,  however,  is  felt  to 
vagal  in  origin  since  it  is  blocked  out  by  atropine. 
Large  doses  are  thought  to  release  epinephrine  lead- 
ing to  vaso  pressor  and  cardio-accelerator  action. 

There  is  also  thought  to  be  a cardiotonic  action 
similar  to  cardiac  glucosides  plus  a diminution  of 
glomerular  filtration  with  transitory  oliguria.  Vera- 
trum preparations  do  not  cause  postural  hypotension 
as  do  the  ganglion  blocking  drugs^. 

Cerebral  vascular  resistance  is  also  reduced.  The 
work  of  McCall-'^  indicates  that  veratrum  viride 
acts  to  reduce  cerebral  vascular  resistance  without 
interfering  with  cerebral  blood  flow  or  oxygen  meta- 
bolism. Although  blood  viscosity,  brain  edema  and 
an  increased  spinal  fluid  pressure  are  important, 
McCall,  by  u.se  of  nitrous  oxide  studies,  has  shown 
that  augmented  tone  of  the  cerebral  vessels  is  also 
important. 

In  1952  the  American  Committee  on  Maternal 
Welfare  established  diagnostic  criteria  for  the  tox- 
emias of  pregnancy.  These  are  as  follow’s: 

1 — Acute  toxemia  of  pregnancy 
A — Preeclampsia 

1.  Mild 

2.  Severe 
B — Eclampsia 

II — Chronic  hypertensive  vascular  disease  with 
pregnancy 

— Without  superimposed  acute  toxemia 


1.  Cases  where  hypertension  is  known 
to  exist  before  onset  of  pregnancy 

2.  Cases  of  early  hypertension  before 
the  24th  week. 

Ill — Unclassified  toxemias. 

Preeclampsia  is  diagnosed  by  one  of  the  following 
criteria. 

1.  Blood  pressure  of  140/90  or  above  or  a rise 
of  30  mms.  systolic  or  15  mms.  diastolic  blood 
pressure. 

2.  Edema  of  hands  or  face  or  a weight  gain  of 
five  jxjunds  in  one  week. 

3.  Presence  of  albuminuria  on  two  successive 
days. 

In  this  study  we  felt  that  the  patients  who  were 
classified  as  severe  preeclamptics  would  be  treated 
with  cryptenamine.  We  felt  that  intramuscular 
administration  would  better  serve  our  purpose  than 
intravenous,  because  the  latter  would  require  closer 
supervision  than  our  hospital,  not  blessed  with  an 
interne  or  resident  staff,  could  provide.  We  have 
between  750  and  850  deliveries  a year  with  two 
obstetricians  in  attendance,  and  simplification  of 
treatment  is  to  their  advantage.  McCall  feels  that 
an  intravenous  mixture  of  cryptenamine  and  apreso- 
line  offers  the  best  therapy,  but  we  are  convinced 
that  our  regime  has  provided  excellent  enough  re- 
sults so  that  we  intend  adhering  to  it. 

These  patients  were  admitted  to  the  hospital,  con- 
fined to  bed  except  for  bathroom  privileges,  placed 
on  a salt  free  diet.  Where  treatment  was  prolonged, 
blood  pressures  were  recorded  three  or  more  times 
a day,  daily  urinalyses  were  checked,  blood  XPN 
studies  were  made,  and  in  some  instances,  where  the 
tests  were  feasible,  renal  dilutions  and  concentra- 
tion tests  were  made.  They  were  admitted  to  the 
hospital  and,  unless  it  was  felt  that  the  treatment 
was  an  absolute  emergency,  they  were  usually  treated 
with  a half  grain  of  phenobarbital  four  times  daily 
and  with  bed  rest  while  the  blood  pressure  was 
observed.  Diuretics  were  used  in  the  form  of  Dia- 
mox  and  on  several  occasions  they  were  given  bland 
hypotensive  drugs  in  the  form  of  serpasil  orally 
instead  of  phenobarbital.  Fifteen  minute  blood 
pressure  determinations  were  made  in  this  series. 

This  is  a series  of  41  patients  who  received  a 
total  of  117  doses  of  cryptenamine.  These  doses 
varied  from  1 cc.  or  2 mgs.  to  0.5  cc.  or  1 mgs. 
Eighteen  of  the  forty-one  patients  used  were  ade- 
quately treated  by  one  dose  of  the  drug.  The  largest 
number  of  doses  used  was  in  a primipara  who  re- 
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ceived  fifteen  doses  of  the  drug  over  a period  of  sev- 
eral days  until  it  was  felt  that  induction  could  be 
safely  carried  out.  One  patient  received  eight  doses 
over  a jjeriod  of  several  days  and  of  the  forty-one 
patients  the  average  was  2.5  doses  per  patient.  The 
large  mastergraph  (charts  1 and  2)  reveals  the  degree 
of  the  rise  or  fall  of  the  systolic  and  the  diastolic 
blood  pressures.  Fifty-one  per  cent  of  the  patients 
w’ere  primiparas,  twenty-four  p>er  cent  were  grand 
multiparas.  Thirty-six  per  cent  of  the  patients  were 
felt  not  to  have  received  adequate  prenatal  care. 

%‘LO 
?.i  0 
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I 90 
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Sixty-nine  per  cent  of  the  group  were  felt  to  have 
preeclampsia.  The  remainder  of  the  patients  were 
h\-pertensive  vascular  diseases. 

There  were  seven  eclamptics  in  the  group  treated 
during  this  time.  One  (chart  3)  patient  received 
protoveratrine  for  three  doses  with  no  response  but 
responded  dramatically  to  cryptenamine  with  a forty 
point  drop  in  systolic  and  a twenty  point  droj)  in 
diastolic  before  it  rose  again.  The  patient  also 
received  two  other  doses.  Another  eclamptic  pa- 
tient delivered  twins  and  in  the  postpartum  period 
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the  pressure  rose  to  214/116  and  she  had  five  rapid 
convulsions.  Two  mg.  crj’ptenamine  was  given  and 
the  blood  pressure  dropped  to  156/90  in  forty-five 
minutes.  There  were  no  poor  results  in  the  four 


patients  who  received  cryptenamine  in  this  series 
of  eclampsia. 

There  were  three  cesarean  sections  in  this  group. 
One  for  an  abruptio  placenta  with  an  unfavorable 
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cen'ix  (chart  4),  with  a premature  baby,  who 
received  a prolonged  hospital  stay  at  close  to  viability 
in  which  a premature  infant,  2 pounds  1 ounce,  was 
delivered  and  survived;  one  was  for  a patient  with 
no  prenatal  care  whatsoever  who  was  admitted  to 
the  hospital  with  a blood  pressure  of  1 80/1 1 5 with 
a severe  abruptio  who  had  an  uneffaced,  undilated 
cen'ix;  and  the  other  was  for  severe  toxemia  with 
uneffaced  cervix  and  two  convulsions.  The  re- 
mainder of  the  patients  were  delivered  through  the 
vagina  with  a pudendal  nerve  block  anesthesia  sup- 
plemented with  trilene  analgesia.  There  were  no 
maternal  deaths.  There  were  two  infant  deaths  or 
an  infant  mortalit}'  of  4.2%.  One  infant  died  of 


hyaline  membrane  disease;  the  other  a congenital 
heart  lesion.  Both  were  proved  at  autopsy.  There 
were,  in  117  doses  of  the  drug,  only  two  patients 
who  complained  of  nausea  of  any  degree  and  only 
one  of  these  had  a mild  episode  of  vomiting  which 
subsided  shortly  after  the  administration  of  the  drug. 

Seventy-four  of  the  1 17,  or  63%  of  the  doses  given 
had  excellent  response  which  meant  a fall  in  systolic 
blood  pressure  of  16  mm.  or  more  and  a fall  of 
diastolic  pressure  of  10  mm.  within  ninety  minutes. 
'I'wenty-nine  or  25%  had  a good  response  which 
meant  5-15  mm.  systolic  drop  and  up  to  10  mm. 
diastolic  drop  in  ninet}-  minutes.  Eleven  per  cent 
had  a poor  response.  There  were  no  cases  of  these 


Age 

Race 

Parity 

.\dmission  B.P. 

.\lbumin 

Doses 

Excellent 

Good 

Poor 

Mrs.  J.  H. 

23 

W 

PO  GI 

164  112 

30-40 

i 

3 

4 

Mrs.  H.  H. 

34 

W 

p vni  G IX 

160/122 

0 

1 

1 

Mrs.  L.  H. 

20 

\V 

PO  G I 

130/90 

0 

1 

1 

Mrs.  J.  B. 

37 

W 

P IV  A IV  G IX 

160/104 

25  rag. 

3 

1 

2 

Mrs.  A.  B. 

W 

PO  G I 

130/90 

625  rag. 

2 

2 

Mrs.  C.  J.  B. 

23 

P II  G III 

158/90 

0 

1 

1 

1 

Mrs.  A.  B. 

41 

W 

PVII  GVHI 

200/120 

6 

4 

1 

Mrs.  P.  L. 

16 

\V 

PO  G I 

170/100 

30  rag. 

1 

1 

Mrs.  B.  M. 

36 

W 

P V A III  GIX 

190/130 

50  mg. 

4 

3 

1 

Mrs.  R.  H.  R. 

20 

PO  G I 

160  '102 

20  mg. 

1 

1 

Mrs.  0.  S. 

20 

\V 

PO  G I 

164/106 

25  mg. 

3 

2 

1 

Mrs.  G.  S. 

27 

\V 

PO  GI 

170/104 

0 

3 

1 

1 

1 

Mrs.  R.  S. 

42 

W 

P VI  A III  G X 

178/112 

20  mg. 

5 

5 

Mrs.  H.  V. 

21 

PO  G I 

160/88 

0 

5 

1 

3 

1 

Mrs.  F.  W. 

W 

PI  G III 

120/78 

0 

2 

1 

1 

Mrs.  W.  W. 

22 

W 

PO  G I 

154/96 

0 

1 

1 

Miss  E.  V. 

25 

W 

PO  G I 

150/104 

— 

2 

2 

Mrs.  D.  K. 

35 

\V 

P IX  G X 

180/104 

0 

I 

1 

Miss  V.  J. 

2o 

P II  G III 

184/103 

0 

1 

1 

Mrs.  C.  J. 

36 

P VII  G VIII 

168/110 

50  mg. 

1 

1 

Mrs.  J.  L. 

17 

PO  A I G III 

142  T 18 

30  mg. 

1 

1 

1 

Mrs.  P.  L. 

23 

W 

P II  G III 

150/110 

10  mg. 

1 

Mrs.  C.  McG. 

22 

\V 

PO  G I 

158/98 

50  mg. 

2 

1 

1 

Mrs.  J.  Y. 

42 

\V 

P V G VI 

168/88 

60  mg. 

1 

1 

Mrs.  F.  C. 

21 

W 

PO  GI 

140  110 

to  2500 

17 

8 

6 

3 

.Mrs.  A.  C. 

39 

W 

P X A IV  G XV 

170/95 

60  to  100 

1 

1 

Miss  B.  C. 

19 

PO  GI 

140/80 

10  mg. 

1 

1 

.Mrs.  C.  C. 

16 

W 

PO  G I 

160/120 

10  mg. 

5 

5 

.Mrs.  A.  E. 

24 

P III  G IV 

150/110 

50  mg. 

1 

1 

Mrs.  S.  G. 

39 

W 

P VI  G VII 

180/100 

0 

1 

1 

.Mrs.  E.  M. 

20 

W 

PO  G I 

185/110 

0 

8 

8 

Miss  D.  E. 

18  . 

W 

PO  GI 

150/120 

0 

1 

5 

1 

1 

Mrs.  C.  0. 

26 

P III  G IV 

160  112 

50  mg. 

2 

1 

1 

Mrs.  D.  H. 

35 

\t' 

PIV  A I GVI 

180/120 

0 

2 

I 

I 

.Mrs.  .M.  G. 

40 

PVI  A I GVIII 

174  104 

45 

3 

II 

I 

Mrs.  C.  H. 

21 

w 

PO  GI 

140/100 

40 

2 

II 

.Mrs.  J.  H. 

18 

C 

PO  GI 

152/100 

0 

2 

II 

Mrs.  D.  L. 

42 

PVII  A I GIX 

206/112 

2 

II 

.Mrs.  R.  M. 

19 

PO  G I 

180/120 

0 

1 

I 

Mrs.  G.  .J. 

25 

W 

P III  A I G V 

172/105 

1 

I 

.Mrs.  J.  H. 

20 

W 

PO  GI 

140/100 

0 

5 

I 

11 

II 

117 

75 

27 

15 
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{ severe  preeclamptics  who  progressed  to  eclampsia 
I following  therapy  with  cryptenamine. 

In  conclusion,  we  feel  that  cryptenamine  offers  a 
powerful  drug  in  the  treatment  of  toxemia  of  preg- 
nancy. ^^’e  feel  that  by  releasing  the  vasospasm,  it 
gains  time  for  deciding  on  the  mode  of  delivery. 
Since  we  do  not  understand  the  cause  of  the  vaso- 
spasm, a drug  that  apparently  controls  it  as  well  as 
I this  does,  is  invaluable  in  circumventing  severe  pro- 
I gression  of  a potentially  very  severe  condition.  Since 
I it  is  powerful  in  its  action,  the  patient  must  be  con- 
1 stantly  observed.  In  no  instance  did  such  a severe 
I decline  in  blood  pressure  occur  that  oxygen  transfer 
i to  the  infant  led  to  a seriously  ill  newborn. 

\^'e  feel  that  the  blood  pressure  can  be  controlled 
in  the  majority  of  hypertensive  crises  and  that  the 
degree  of  drop  depends  on  the  dose,  and  frequency 
given.  Cryptenamine  given  by  the  intramuscular 
route  provides  adequate  control  of  the  very  severe 
cases  of  preeclampsia  without  the  danger  of  pre- 


cipitous drops  possible  by  the  intravenous  use,  alone, 
or  in  conjunction  with  apresoline. 
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Wyeth’s  New  Cardiac  Films 


Three  new  film  concerning  cardiac  diseases  are 
now  available  to  medical  groups,  through  the  Wyeth 
Laboratories’  Film  Library. 

The  three  films  are  entitled,  “Disorders  of  the 
Heart  Beat”,  “The  Hepa to- Jugular  Reflux”,  and 
“The  Heart  Crippler”. 

“Disorders  of  the  Heart  Beat”,  produced  by  the 
.American  Heart  Association  under  a grant  from 
^^’yeth,  is  a basic  teaching  film.  The  differential 
diagnosis  of  certain  abnormal  heart  beat  rhythms 
and  the  mechanism  of  the  normal  heart  action  are 
discussed. 

.\  simplified  explanation  of  the  significance  of 
the  hepato-jugular  reflux  in  the  diagnosis  and  treat- 
ment of  congestive  heart  failure  is  given  in  “The 


Hepato-jugular  Reflux”.  The  film  is  presented  by 
the  University  of  Michigan,  Wyeth  Laboratories,  and 
the  Michigan  Heart  Association,  under  the  direction 
of  Dr.  J.  Marion  Bryant,  of  New  York  University 
Post  Graduate  Medical  School. 

The  third  film,  “The  Heart  Crippler”,  presents 
cases  histories  of  several  children  suffering  from 
rheumatic  fever.  The  complete  course  of  the  disease 
is  discussed. 

This  film  was  produced  by  the  University  of 
Kansas,  in  cooperation  with  the  Children’s  Conva- 
lescence Center  for  Rheumatic  Fever,  the  Kansas 
City- West  Central  Missouri  Heart  Association,  and 
Wyeth  Laboratories. 

All  three  films  are  16  mm.  sound  productions. 
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Modification  (Pharmacogenic?)  of 
Subphrenic  Abscess 


REAT  ADVANCES  in  therapeusis  often  leave 
a new  set  of  diseases  or  a modification  of  old 
diseases  in  their  wake.  Nowhere  has  this  been 
better  shown  than  in  the  “antibiotic  era”.  We  have 
recently  had  several  experiences  of  clinical  and 
radiologic  evidences  of  disease  in  the  right  upper 
quadrant  of  the  abdomen  that  did  not  run  true  to 
form,  and  which  we  believe  merit  recording. 

There  is  no  need  to  discuss  at  length  the  radiologic 
criteria  for  the  diagnosis  of  U’pical  subphrenic  ab- 
scess since  these  are  well  known®.  Briefly,  the  dia- 
phragm is  more  or  less  elevated  without  or  with  a 
pocket  of  gas  beneath  it,  its  respirator}-  excursions 
absent  or  extremely  limited,  and  its  normal  con- 
vexit}'  flattened ; there  is  a wide  variety  of  associated 
thoracic  findings,  those  in  the  pleura  ranging  from 
a small  amount  of  clear  serous  s}-mpathetic  fluid 
to  a massive  empyema,  and  those  in  the  lung  rang- 
ing from  simple  compression  and  discoid  atelectasis 
to  pneumonitis  without  or  with  a putrefactive  com- 
ponent and  perforation  into  the  bronchial  tree. 

Similarly,  the  clinical  picture  needs  no  e.xpound- 
ingk  The  patient,  young  or  old,  presents  a primar}- 
condition  in  the  abdomen  or  pelvis,  usually  inflam- 
mator}-  or  ulcerative  disease  of  the  appendix,  biliary 
tract,  stomach,  duodenum,  spleen  or  pancreas,  and 
is  commonly  in  the  post-operative  state.  Convales- 
cence does  not  proceed  normally,  and  evidences  of 
sepsis  supervene,  such  as  anorexia,  fever,  chills, 
sweating,  and  local  or  referred  pain.  There  may  be 
tenderness  superficial  to  the  involved  subphrenic 
spaces,  a sense  of  fullness  or  even  a mass,  and  edema 
of  the  skin.  Such  a clinical  picture  in  conjunction 
with  the  typical  radiologic  findings  makes  the  diag- 
nosis. 

\\'ritings  on  this  subject  are  practically  unani- 
mous (and  rightly  so)  in  their  endorsement  of  the 
radiologic  method  as  an  invaluable  aid  in  arriving 
at  the  diagnosis.  Much  more  scarce,  however,  are 
discussions  of  its  shortcomings.  Dunphy  and  Bots- 
ford®  in  their  excellent  recent  book  state  that  fre- 
quently the  radiologic  examination  is  indecisive,  and 
that  “carefully  repeated  daily  examinations  of  the 
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suspected  areas  are  necessary  to  corroborate  the 
diagnosis”.  Similarly,  not  always  are  the  clinical 
findings  as  well  defined  as  we  should  like:  its 
naturally  insidious  onset  and  course  may  be  even 
more  so  under  modern  treatment;  fever  may  even 
be  absent,  and  anorexia  the  only  s}-mptom.  In  es- 
sence, the  disease  must  be  considered  in  all  those 
patients  with  an  abdominal  or  pelvic  infection  whose 
convalescence  is  not  proceeding  nonnally. 

It  is  our  thesis  that  more  and  more  atypical  (radio- 
logically  and  clinically)  varieties  of  subphrenic 
inflammation  are  to  be  expected  because  of  the  early, 
prolonged  and  widespread  use  of  the  antibiotics  and 
chemotherapeutic  agents.  Modifications  in  the  clin- 
ical and  radiologic  aspects  of  infections  have  been 
thus  induced  elsewhere,  such  as  in  the  bones,  lungs, 
and  mastoids,  and  there  is  no  reason  to  believe  that 
infections  beneath  the  diaphragm  would  be  immune 
from  such  change. 

Case  1.  W.  W.,  59  yr.  old  white  male.  The 
patient  had  been  complaining  of  stomach  trouble 
for  the  past  year.  The  present  illness  began  sud- 
denly about  6 days  before  admission,  with  severe 
epigastric  and  lower  chest  pain,  dyspnea  and  profuse  | 
perspiration.  The  significant  physical  findings  at 
that  time  were  moderate  tachycardia,  poor  color, 
rigid  and  tender  abdomen.  He  refused  hospitaliza- 
tion. He  improved  remarkably  overnight,  and  was 
given  600,000  units  of  penicillin  the  following  day. 

He  resisted  hospitalization  for  the  next  five  days. 
\\'hen  finally  admitted,  he  was  described  as  appear- 
ing moderately  ill,  temperature  100.8  degrees,  pulse 
90,  respirations  18.  There  was  some  dullness  over 
the  base  of  the  right  lung  posteriorly,  and  the  ab- 
domen was  distended,  soft,  and  diffusely  tender. 
The  admission  laboratory  findings  disclosed  a white 
cell  count  of  15,900  with  79%  segmented  forms, 
and  an  infected  urine.  The  clinical  impression  was 
acute  urinary  tract  infection,  and  the  patient  was 
so  treated.  He  received  100,000  units  of  penicillin 
every  three  hours  and  500  mg.  streptomycin  every 
six  hours  intramuscularly.  After  two  days  this  med- 
ication was  replaced  by  Dicrysticin,  2 cc.  twice  daily. 
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Figure  1,  Case  1.  W.  W. 


A.  Posteroanterior  chest,  preoperative. 

B.  Lateral  chest,  preoperative.  Note  the  free  plrural  fluid  and  the  high,  distorted  hemi- 
diaphragm  on  the  right.  The  lateral  view  discloses  multiple  fluid  levels  anteriorly  be- 
neath the  right  hemidiaphragm. 

C.  Upright  anteroposterior  view  of  abdomen,  preoperative.  Note  the  multiple  gas-fluid 
accumulations  in  the  right  upper  quadrant. 

D.  Upright  lateral  view  of  abdomen.  Note  these  same  loculations  anterior  to  the  barium- 
containing  stomach,  beneath  the  right  hemidiaphragm. 
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He  was  explored  on  the  9th  hospital  day  after  a 
remittent  febrile  course  ranging  between  99.0  and 
101.6  degrees. 

Preoperative  radiologic  studies  disclosed  a high 
right  hcmidiaphragm  with  impaired  mobility,  free 
pleural  fluid  on  the  right  and  many  loculated  gas- 
fluid  accumulations  anteriorly  below  the  right  hemi- 
diaphragm.  These  remained  constant  over  two  days; 
this  in  addition  to  oral  barium  excluded  the  in- 
testinal tract  as  being  the  cause  for  these  gas-fluid 
pockets.  -A.  diagnosis  of  loculated  pus  with  over- 
lying  gas,  probably  incident  to  unrecognized  per- 
forated peptic  ulcer,  was  offered.  (Fig.  1.). 

Extraperitoneal  exploration  anteriorly  was  nega- 
tive. Intraperitoneal  examination  deep  to  this  dis- 
closed some  gelatino-fibrinoid  material  upcn  the 
dome  of  the  liver.  Xo  frank  pus  was  encountered. 
The  space  was  drained.  .After  three  days  the  tem- 
perature returned  to  normal  and  the  convalescence 
was  uneventful. 

Radiologic  study  of  the  gelatinoid  material  dis- 
closed simply  a mass  of  soft  tissue  density  with  no 
fluid  levels  within  itself.  Pathologic  study  of  this 
material  by  Dr.  George  Thoma,  .Assistant  Profes- 
sor of  Pathology,  Aledical  College  of  A'irginia,  dis- 
closed: “Grossly,  a representative  piece  of  evacu- 
ated material  consists  of  a flattened  5 cm.  discoid 


mass  of  white  spongy  friable  matter  without  frank 
pus  or  fluid  formation.  Microscopically,  sections 
reveal  the  tissue  to  consist  of  clumps  of  polymor- 
phonuclear leukocytes  and  necrotic  debris,  all  en- 
meshed in  a network  of  fibrin.  Xo  specific  inflam- 
matory changes  are  seen  and  there  is  no  attempt  at 
granulation  tissue  formation.  Diagnosis:  Plastic 
inflammatory  exudate”. 

.A  gastrointestinal  study  during  convalescence  dis- 
closed deformity  and  irritability  of  the  duodenal 
ljulb,  consistent  with  an  active  peptic  ulcer.  The 
gas-fluid  levels  were  no  longer  seen.  It  was  assumed 
that  the  original  episode  was  a perforation  of  a 
duodenal  ulcer,  with  localization  of  the  inflammatory 
exudate  beneath  the  right  hemidiaphragm. 

C.vsE  2.  .A.  F.,  67  yr.  old  \vhite  female.  One 

month  before  admission  the  patient  had  had  a 
cholecystectomy  for  calculous  gallbladder  disease, 
with  incomplete  convalescence.  Two  days  before 
admission  she  began  to  complain  of  pain  in  the 
right  upper  quadrant.  Physical  examination  dis- 
closed tenderness  in  the  right  upper  quadrant  with 
slight  rigidity.  The  patient  appeared  acutely  ill 
with  a temperature  of  102.8  degrees.  The  next  four 
preoperative  days,  the  fever  ranged  from  102.8  to 
99.6  degrees,  remittently.  During  these  four  days, 
the  patients  received  4.0  Gm.  of  .Aureomycin  intra- 


Figure  2,  Case  2.  A.  F. 

A.  Posteroanterior  chest,  preoperative.  The  right  B.  Lateral  chest,  preoperative.  The  right  hemidia- 

hemidiaphragm  is  elevated,  and  its  mobility  mark-  phragm  is  high  and  flattened  posteriorly, 

edly  reduced.  The  changes  in  the  right  base  are 
interpreted  as  a pleural  reaction  with  compression 
and  discoid  atelectasis. 
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Figure  3,  Case  3.  M.  G. 


A.  Posteroanterior  chest,  preoperative.  High,  rela- 
tively fixed  hemidiaphragm  on  right,  with  typical 
crescentic  shadow  of  free  fluid  in  the  right  costo- 
phrenic  sulcus. 


B.  Lateral  chest,  preoperative.  Elevation  of  right 
hemidiaphragm  is  most  marked  posteriorly. 


venously,  and  4.0  Gm.  of  Terram}xin  orally.  The 
patient’s  condition  grew  progressively  worse  so 
that  her  very  survival  seemed  in  doubt.  Radiologic 
studies  done  under  adverse  conditions  disclosed  a 
high  right  hemidiaphragm,  with  mobility  markedly 
reduced,  and  a pleural  reaction  in  the  right  base 
(Fig.  2).  Extraperitoneal  e.xpl oration  under  local 
anesthesia  of  the  right  subdiaphragmatic  region  was 
negative.  The  temperature  gradually  returned  to 
normal  over  the  first  four  postoperative  days.  Com- 
plete recovery  ensued. 

C.ASE  3.  M.  G.,  59  yr.  old  white  fem.ale.  This 
2:)atient  had  had  two  operations  within  a nine  day 
period  for  mechanical  obstruction  of  the  small  in- 
testine caused  by  adhesions,  probably  initiated  by  a 
hysterectomy  ten  years  before.  The  patient  did  well 
after  tlie  second  of  the  two  ojjerations  for  obstruc- 
tion, excej)t  for  a wound  infection.  This  was  handled 
satisfactorily,  but  three  weeks  afterwards  she  l>egan 
to  run  an  intermittent  spiking  fever,  ranging  from 
subnormal  in  the  morning  to  evening  elevations  of 
103.2  degrees.  \\'ith  the  onset  of  the  fever,  the 
administration  of  1.0  Gm.  of  Terramycin  intra- 
venously daily  was  begun,  and  was  continued  for 
the  six  days  before  exploration  of  the  subphrenic 
spaces.  The  patient  at  this  time  presented  no  sig- 
nificant abdominal  findings,  and  indeed  her  only 
complaints  were  extreme  weakness,  sweating  and 


general  malaise.  Radiologically,  the  patient  pre- 
sented an  elevated,  relatively  fixed  hemidiaphragm 
on  the  right  side,  with  a pleural  reaction  above  it. 
(Fig.  3.).  Comj^etent  exploration  of  the  right  sub- 
j)hrenic  region,  including  the  subhepatic,  failed  to 
disclose  any  discernible  abnormality.  Inadvertent 
cjoening  of  the  pleura  showed  nothing  unusual  in  the 
base  of  the  lung.  The  wound  was  drained.  The 
patient  withstood  the  {procedure  well,  and  the  tem- 
I>erature  slowly  returned  to  normal  over  the  first 
four  or  five  postoperative  days.  Her  convalescence 
was  uneventful  and  complete. 

.\11  three  of  these  patients  presented  a striking 
disjiroportion  between  the  marked  radiologic  find- 
ings and  tlie  minimal  operative  findings.  Only  in 
the  intraperitoneal  exjiloration  of  W.  W.  were 
gelatinoid  masses  between  the  liver  and  peritoneum 
discovered.  The  negative  exploration  of  -A..  F.  was 
completely  extraperitoneal,  so  the  presence  of  in- 
traperitoneal gelatinoid  masses  can  not  be  excluded. 
The  exploration  of  AI.  G.  was  principally  extra- 
peritoneal,  but  the  subhepatic  sj>aces  were  explored 
intraperitoneally.  It  is  possible  that  gelatinoid 
masses  betwen  the  liver  and  diajiliragm  were  missed 
during  the  peritoneal  phase  of  the  exploration  though 
the  surgeons  felt  otherwise. 

In  none  of  the  three  patients  was  there  any  evi- 
dence that  the  radiologic  findings  were  due  to  pri- 
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mary  intrathoracic  disease.  Earlier  (before  the  on- 
set of  the  present  illness)  and  subsequent  radiologic 
studies  of  the  chests  of  A.  G.  and  M.  G.  were  normal, 
thus  excluding  old  thoracic  disease  as  the  cause  of 
the  abnormalities.  None  of  the  three  patients  pre- 
sented any  clinical  evidence  of  active  disease  in  the 
lungs,  such  as  cough,  sputum,  localized  chest  pain, 
or  hemoptysis.  Finally,  direct  visualization  of  the 
lung  in  ]M.  G.  via  an  inadvertent  rent  in  the  pleura 
at  the  time  of  the  exploration  disclosed  normal  con- 
ditions. 

W’e  know  of  no  way  to  differentiate  the  classic 
subphrenic  abscess  with  its  accumulation  of  pus 
from  these  formes  frustes  as  positively  illustrated 
by  W.  W.  and  probably  by  -A..  F.  and  AI.  G.  It  has 
been  stated  that  the  diagnosis  of  subphrenic  abscess 
is  not  safe  unless  the  hemidiaphragm  of  the  involved 
side  is  absolutely  fi.xed.  All  three  of  our  patients 
presented  marked  reduction,  but  not  absence,  of 
motion  of  the  hemidiaphragm.  Future  experience 
will  determine  the  reliability  of  this  as  a differential 
guide.  Care  must  be  taken  to  exclude  these  other 
conditions  accompanied  by  diminished,  rather  than 
absent,  excursions  of  the  elevated  hemidiaphragm: 
primary  active  thoracic  disease,  such  as  pneumonitis, 
pleurisy,  infarction;  primary  inactive  thoracic  dis- 
ease, such  as  old  pleuritic  adhesions;  disturbances 
of  the  phrenic  nerve;  the  normal  state  following 
abdominal  surgery;  inflammatory  disease  in  the  ab- 
domen and  pelvis,  such  as  cholecystitis,  appendi- 
citis, hepatitis,  pancreatitis,  etc. 

It  is  difficult  to  assess  the  practical  importance, 
if  any,  of  these  observations.  It  is  impossible  to 
say  what  the  course  of  these  three  patients  would 
have  been  without  operation.  It  is  entirely  possible 
that  the  plastic  exudate  in  W.  W.  could  have  been 
handled  by  natural  means.  His  temperature  course 
showed  a slight  downward  tendency  for  several  days 
before  operation.  The  radiologic  findings  in  all 
three  of  these  patients  were  important  factors  lead- 
ing to  exploration.  It  is  felt  that  both  radiologist 


and  surgeon  should  be  put  on  his  guard  for  a pos- 
sible disparity  between  the  radiologic  and  surgical 
findings,  and  in  the  event  that  the  extraperitoneal 
approach  is  negative,  intraperitoneal  exploration  is 
indicated.  P'urther,  all  loculated  gas-fluid  accumu- 
lations beneath  the  diaphragm  do  not  necessarily 
indicate  loculated  pus,  but  may  mean  simply  plastic 
exudate  as  described  in  W.  \\'.,  with  edema  fluid 
and  gas  from  the  perforated  viscus  (giving  the  fluid 
levels)  held  between  the  plastic-exudative  clumps. 

SUMMARY  AND  CO^XLUSIOXS 

1.  -Attention  of  the  radiologist  and  surgeon  is 
directed  to  the  fact  that  the  radiologic  complex  of 
high  hemidiaphragm  with  much  reduced  respiratory 
excursions,  with  pleural  effusion,  in  the  absence  of 
primary  intrathoracic  disease,  in  a patient  with  the 
clinical  setting  of  subphrenic  abscess,  does  not  al- 
ways mean  that  a frank  accumulation  of  pus  will 
be  found,  but  rather  a modified  form  of  suppuration. 
This  may  be  overlooked  in  the  classic  extraperi- 
toneal approach  for  subphrenic  abscess. 

2.  It  is  suggested  that  antibiotic  therapy  plays  a 
role  in  this  radiologic-pathologic  picture  by  inter- 
fering with  the  natural  evolution  from  the  early  sub- 
phrenic phlegmon  to  the  end  stage  of  frank  pus. 


Note:  We  wish  to  thank  Dr.  Vincent  W.  Archer,  Pro- 
fessor of  Roentgenology,  University  of  Virginia,  for  his 
kind  help  in  preparing  this  paper. 
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Disseminated  Lupus  Erythematosis  Simulating 
Acute  Rheumatic  Fever 

A Case  Report 


ri'US  ERYTHEMATOSIS  was  described  a 
century  ago  by  Hebra,  but  was  given  its  present 
name  by  Casenare.  Later  Kaposi,  followed  by  Osier, 
pointed  out  the  generalized  nature  of  the  disease®^. 
In  recent  years  outstanding  advances  have  been  made 
in  diagnosing  and  treating  this  condition.  The  two 
most  significant  are:  the  demonstration  of  the  Lupus 
Erj'thematosis  phenomena-’®’®  as  a reliable  method 
for  diagnosing  this  disorder  and  the  introduction  of 
corticotrophin  and  corticosteroids  for  its  treatment^’®. 

This  disease  belongs  to  the  heterogenous  group  of 
collagen  diseases  which  are  sometimes  referred  to 
as  the  rheumatoid  diseases.  The  disease  process 
affects  the  capillaries  and  other  small  blood  vessels 
of  various  organs  of  the  body.  It  attacks  the  col- 
lagen fibrils  and  the  ground  substance  of  the  con- 
nective tissue  of  the  body.  Clinically,  one  of  the 
more  common  findings  is  a butterfly  pattern  across 
the  bridge  of  the  nose  and  malar  eminences  whence 
it  gets  its  name,  “Lupus”. 

The  following  is  a case  of  Systemic  Lupus  Ery- 
thematosis which  appeared  more  like  acute  Rheu- 
matic Fever  for  several  years  but  was  finally  diag- 
nosed correctly  by  the  finding  of  the  Lupus  Erythe- 
matosis cells. 

CASE  REPORT 

This  20  year  old  white  female  was  admitted 
1-12-56  with  the  chief  complaint  of  multiple  painful 
and  tender  joints  of  two  weeks  duration. 

For  the  jjast  4 to  5 years  patient  had  had  inter- 
mittent episodes  of  migratory  hot,  swollen  and  pain- 
ful poly-arthritis.  She  was  first  investigated  dur- 
ing an  episode  in  May  1953,  when  she  was  found 
to  have  fever  and  an  apical  systolic  murmur  was 
heard.  .\n  EKG  was  done  which  showed  A V con- 
duction defect  with  changing  pattern  and  tachy- 
cardia. A diagnosis  of  acute  rheumatic  fever  was 
made,  and  she  was  treated  with  salicylates  and 
Cortisone.  The  symptoms  promptly  subsided. 

She  was  next  seen  when  she  was  admitted  to  the 
hospital  in  May  1954  for  vaginal  bleeding.  She 
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was  thought  to  be  about  2 j/a  months  pregnant,  and 
a diagnosis  of  incomplete  abortion  was  made.  A 
D & C was  done.  During  the  time  she  was  preg- 
nant she  felt  unusually  well,  although  she  took  no 
medications. 

Following  this  she  began  to  have  acute  migratory 
joint  pains  again,  lost  weight,  and  ran  a fever.  She 
was  again  admitted  to  the  hospital  in  July  1954  for 
further  study.  A sternal  marrow  preparation  for 
Lupus  Erythematosis  cells  was  negative.  Several 
blood  cultures  were  negative;  antistreptolysin  titre 
— 12  units;  L.E. — clot  test  was  negative;  blood 
studies  revealed  7,100  WBC,  hemoglobin  10  gms., 
and  normal  differential.  Routine  agglutinations  and 
a PPD  test  were  negative.  The  urine  was  likewise 
normal.  A diagnosis  of  acute  Rheumatic  Fever  was 
again  made.  P'ollowing  this  she  had  several  recur- 
rent episodes. 

In  August  1956  she  was  readmitted  to  the  hospital 
with  vaginal  bleeding  and  a history  of  pregnancy 
of  about  lYz  months  duration.  She  had  felt  fine 
during  this  period.  A diagnosis  of  incomplete  abor- 
tion was  made  and  a D & C was  done. 

She  soon  began  to  have  acute  poly-arthritis  again 
and  was  treated  with  ASA  and  Meticorten  with 
excellent  relief.  After  a short  period  of  this  relief 
she  stopped  these  medications,  and  her  symptoms 
reappeared.  Because  of  this  she  was  readmitted  to 
the  hospital  on  September  12,  1956,  for  study.  At 
this  time  she  complained  of  hot,  swollen  and  tender 
joints,  weakness,  anorexia,  and  feverishness. 

Physical  examination  at  this  time  revealed  a blood 
pressure  of  108/65,  pulse  120,  and  fever  of  101. 8°F. 
She  appeared  acutely  ill.  The  EENT  examination 
was  essentially  normal.  Her  neck  was  normal  in 
appearance,  but  there  was  some  pain  on  motion. 
Examination  of  the  chest  revealed  it  to  be  normal. 
Her  heart  rate  was  120/minute  and  regular.  It 
appeared  to  be  slightly  enlarged  to  the  left  and  a 
faint  systolic  murmur  was  heard  at  the  apex.  Ab- 
dominal examination  revealed  that  the  tip  of  the 
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spleen  could  be  felt,  but  the  abdomen  was  otherwise 
normal.  There  was  pain,  tenderness,  swelling,  red- 
ness in  the  ankles,  knees,  elbows,  shoulders,  wrists, 
and  finger  joints.  The  neurological  examination 
was  normal. 

Laboratory  studies  revealed  her  to  have  a normal 
urine.  The  white  blood  cell  count  was  6,500  and 
hemoglobin  was  10.4  gms.  The  sedimentation  rate 
was  41  mm/lir.  and  hematocrit  30%.  The  differen- 
tial revealed  88%  polys.,  2%  eos.,  and  10%  lympho- 
cytes. Platelet  count  was  normal.  Wasserman  was 
negative.  Blood  cultures  were  negative.  Creative 
protein  was  negative.  Two  L.E.  clot  preparations 
were  done  and  this  time  they  were  positive. 

A chest  x-ray  was  normal.  An  EKG  revealed 
suggestive  evidence  of  left  ventricular  hypertrophy. 

\\'hile  in  the  hospital  she  continued  to  run  an 
elevated  temperature  and  pulse.  She  was  given 
aspirin  without  much  benefit.  Her  arthritis  im- 
proved very  little.  On  her  sixth  hospital  day  she 
develojred  a pleural  friction  rub  in  the  posterior  left 
lung  field  area.  Her  blood  counts  remained  essen- 
tially the  same  as  on  admission.  After  the  L.E. 
preparations  were  reported  positive,  she  was  started 
on  Meticorten  10  mg.  Q.I.D.  on  the  eighth  hospital 
day.  Within  24  hours  her  temperature  had  fallen 
from  101. 8°F.  to  normal  and  her  pulse  from  96  to 
80.  There  was  a prompt  remission  of  her  symptoms 
also.  She  was  discharged  on  the  tenth  hospital  day 
on  20  mg.  of  ^Meticorten  daily  which  was  to  be 
reduced  gradually.  At  that  time  she  was  asympto- 
matic and  feeling  fine.  She  was  discharged  to  the 
care  of  her  family  physician  and  she  was  apparently 
doing  well  three  months  later. 

DISCUSSION 

This  case  shows  how  Disseminated  Lupus  Ery- 
thematosis  can  mimic  acute  Rheumatic  Eever.  This 
can  be  very  confusing  and,  as  in  this  case,  the  diag- 
nosis can  require  several  attempts  to  demonstrate 
the  L.E.  cells  over  a period  of  years.  The  differ- 
ential diagnosis  not  only  includes  Rheumatic  Fever, 
but  such  diseases  as  acute  Rheumatoid  Arthritis  and 
other  types  of  acute  arthritis,  undulant  fever,  sub- 
acute bacterial  endocarditis,  etc.  Of  course  the 
diagnosis  can  be  easily  made  if  the  butterfly  rash 
is  present  on  the  face,  but  often  it  is  not. 

The  prognosis  is  now  considered  much  better  than 
it  was  formerly^Ai,  Although  the  patient  may  have 
an  acute  fulminating  form  of  the  disease  and  survive 


only  a few  months,  a great  many  live  on  for  vears 
with  periods  of  remissions  and  exacerbations. 

Treatment  in  this  case  was  with  IMeticorten  and 
was  quite  dramatic.  Although  it  has  not  been  def- 
initely proved,  some  workers  believe  that  the  cor- 
ticosteroids probably  prolong  life. 

This  case  also  shows  how  the  disease  can  interfere 
with  the  ability  of  the  uterus  to  sustain  a viable 
fetus  as  has  been  pointed  out  by  Friedman  and 
Rutherford®.  Her  only  two  pregnancies  ended  in 
spontaneous  abortions  at  2|4  months.  M’hether  the 
corticosteroids  can  alter  the  outcome  is  not  known, 
but  it  might  be  interesting  to  try  them  on  her  next 
pregnancy. 
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Perforation  of  the  Esophagus 

Produced  by  a Plastic  Toy 
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The  PROBLEM  of  management  and  diagnosis 
of  foreign  bodies  in  the  food  passages  has  long 
been  of  concern  to  the  medical  profession.  The  first 
systematic  study  of  this  subject  was  done  by  Gross^ 
in  1854,  and  the  keenness  of  his  observations  re- 
mains a monument  to  the  practice  of  medicine.  When 
a new  means  of  detection  of  foreign  bodies  resulted 
from  Chevalier  Jackson’s^  invention  of  the  esopha- 
goscope  great  advances  were  made  in  the  treatment 
and  recognition  of  foreign  bodies. 

Ingestion  of  foreign  bodies  in  the  food  and  air 
passages  is  relatively  common.  Grekin^  noted  that 
twenty-five  per  cent  of  the  patients  involved  were 
psychotic.  Perforation  caused  by  ingestion  of  for- 
eign bodies  is  unusual,  and  until  1940  when  a thor- 
ough review  of  the  literature  was  done  by  Head^ 
only  seventy-two  instances  had  been  reported.  A 
great  variety  of  foreign  bodies  have  been  found  in 
the  esophagus  among  which  may  be  listed  coins, 
bones  from  various  types  of  animals,  bottle  stoppers, 
bottle  caps,  fish  hooks,  dentures,  living  creatures 
such  as  worms  or  leeches,  and  toys.  In  1953  a very 
thorough  study  of  this  subject  was  done  by  Hung®. 
Boyd®  reported  the  histories  of  three  patients  who 
swallowed  plastic  toys.  Damage  to  the  esophagus 
resulting  in  stricture  or  deformity  has  been  noted 
in  previous  cases’^.  Such  deformity  as  well  as 
cardio-spasm  predisposes  to  the  retention  of  foreign 
bodies  at  a particular  site®.  Foreign  bodies  more 
commonly  lodge  in  the  cervical  part  of  the  eso- 
phagus. The  cervical  esophagus  usually  has  the 
best  blood  supply.  Localization  of  a foreign  body 
in  this  area  affords  a more  favorable  prognosis  for 
the  patient.  In  addition  to  injury  of  the  esophagus 
from  foreign  bodies,  large  vessels  may  be  injured, 
and  uncontrollable  hemorrhage  may  develop.  Hem- 
orrhages also  occur  as  a result  of  large  unpointed 
objects  causing  pressure  necrosis.  The  management 
of  patients  who  have  foreign  bodies  in  the  esophagus 
is  a disputed  subject.  Some  authors  advise  imme- 
diate mediastinotomy®,  others  conservative  manage- 
ment. The  question  of  complications  resulting  from 


foreign  bodies  depends  largely  upon  the  treatment 
given. 

Some  authors  recommend  immediate  surgery  to 
prevent  the  development  of  a mediastinal  abscess. 
However,  recent  reports  indicate  that  infection  can 
be  controlled  by  antibiotics  and  conservative  m.an- 
agement.  It  is  possible  to  do  an  esophagostomy  in 
many  cases  and  remove  the  object  if  there  is  no  old 
scarring  or  difficulty  in  reaching  the  foreign  body®. 
One  of  the  most  useful  diagnostic  aids  in  detecting 
the  presence  of  a foreign  body  in  the  esophagus  is 
the  history.  In  the  case  reported  here  a recent  his- 
tory was  not  obtainable  since  the  patient  was  un- 
communicative. Suspicion  was  aroused  only  by  the 
patient’s  tendency  to  ingest  objects  known  to  us 
from  his  past  history.  Another  problem  which  this 
case  illustrates  is  the  lack  of  value  of  the  x-ray 
examination  since  the  object  was  not  radio-opaque®. 

CASE  REPORT 

A 58  year  old  white  male  schizophrenic  was  ad- 
mitted to  Eastern  State  Hospital  on  February  14, 
1943.  He  did  not  respond  to  ps}’chiatric  treatment, 
l)ut  posed  no  problem  in  management  until  Decem- 
ber, 1953  when  the  ward  physician  noted  that  the 
patient  was  losing  weight.  The  patient  ate  his  meals 
only  with  great  difficulty.  During  evaluation  of  his 
medical  condition  a chest  x-ray  was  taken.  A for- 
eign object  was  faintly  outlined  in  the  first  chest 
film.  Conservative  management  was  deemed  ad- 
visable and  the  patient  was  returned  to  his  ward 
after  this  first  examination  but  showed  no  improve- 
ment and  did  not  pass  the  foreign  body.  On  Jan- 
uary 21,  1954,  another  x-ray  was  ordered.  This 
time  an  upper  G I series  with  a barium  swallow 
was  undertaken  and  films  showed  a foreign  body, 
apparently  of  light  metallic  substance,  round  in 
shape,  measuring  2x2  cm  (figure  1),  located  at 
the  level  of  the  fifth  thoracic  vertebrae.  Slightly 
below  this  level  was  an  area  of  marked  narrowing. 
Serial  films  of  the  stomach  did  not  reveal  any  further 
patholog)".  On  January  29,  1954,  an  esophagoscopy 
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Fig.  1 


was  performed  which  revealed  a bottle  cap  lodged  in 
tlie  esophagus.  This  was  removed  and  the  patient 
recovered  without  sequelae. 


Fig.  2 


On  February  15,  1954,  another  series  of  film  were 
taken  with  barium  to  evaluate  his  condition.  On 
this  examination  it  was  found  that  the  patient  had, 
since  his  return  to  the  ward,  swallowed  another  ob- 
ject. This  appeared  to  be  a belt  buckle  (figure  2). 
.■\lso  seen  were  several  small  buttons  which  had 
passed  into  the  intestines  and  were  not  causing  any 
difficulty.  The  belt  buckle  was  located  at  the  sixth 
thoracic  level.  There  was  a partial  esophageal  ob- 
struction with  dilatation  above  this  area. 

On  February  20,  1954,  an  endoscopic  examination 
was  again  performed  and  one  belt  buckle  and  one 
peach  seed  removed. 


Fig.  3 


On  February  26,  1954,  a third  follow-up  barium 
swallow  was  ordered.  A suggestion  of  a round  den- 
sity 3 cm.  in  diameter  was  noted  about  the  middorsal 
level  of  the  esophagus  (figure  3).  There  was  an 
apparent  stricture  of  the  esophagus  at  the  fourth 
dorsal  level.  No  opaque  foreign  bodies  were  noted 
in  the  abdomen.  The  stomach  was  filled  with  barium 
and  did  not  appear  unusual.  However,  it  was  felt 
that  this  patient  should  again  be  explored  to  deter- 
mine wdiether  or  not  all  the  objects  were  cleared  from 
the  esophagus. 

Endoscopy  was  performed  for  the  third  time  on 
March  4,  1954,  and  two  medium  sized  buttoms,  por- 
tions of  orange  peel,  and  a small  rubber  ball  were 
found  (figure  3).  More  .x-rays  were  made  to  see 
if  other  objects  could  be  located.  On  March  17th, 
another  barium  swallow  was  performed  and  these 
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films  showed  that  no  further  metallic  objects  were 
present  in  the  esophagus  or  in  the  abdomen. 

There  were  no  other  known  instances  of  ingestion 
of  foreign  bodies  until  the  fatal  episode.  On  Jan- 
uary 12,  1957,  the  patient  developed  acute  hema- 
temasis.  Within  thirty  minutes  he  went  into  a 
state  of  shock;  blood  pressure  could  not  be  measured. 
Emergency  treatment  was  instituted  but  the  patient 
expired  before  adequate  blood  replacement  or  sur- 
gical intervention  could  be  performed.  Autopsy  re- 
vealed a stricture  of  the  middle  third  of  the  eso- 
phagus (figure  4).  (This  had  been  noted  on  pre- 


Fig.  4 


vious  x-ray  studies.)  A foreign  body  was  lodged 
in  the  area  of  the  obstruction.  This  proved  to  be  the 
broken  butt  end  of  a small  plastic  pistol  with  a sharp 
area  protruding  through  the  posterior  wall  of  the 
esophagus  (figure  5).  Gross  hemorrhage  was  pres- 


Fig.  5 
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ent  in  the  mediastinal  space  with  leakage  into  the 
abdominal  cavity.  Profuse  hemorrhage  was  present 
in  the  stomach  and  the  gastro-intestinal  tract. 

In  a final  evaluation  of  the  case  it  was  agreed 
by  tlie  physicians  concerned  tliat  the  mediastinal 
perforation  must  have  been  rapid.  This  opinion  was 
supported  by  the  autopsy  findings  which  showed  only 
minimal  signs  of  mediastinitis  and  no  evidence  of 
a mediastinal  abscess.  Perhaps  the  only  reason 
which  can  be  given  as  to  the  ability  of  the  patient 
to  ingest  such  a large  foreign  body  is  that  he  was 
psychotic.  Occasionally  psychotic  patients  have  been 
known  to  ingest  large  foreign  bodies  in  order  to 
commit  suicide.  I'lie  motivation  in  this  case  is 
doubtful,  and  it  can  only  be  inferred  that,  due  to 
the  deteriorated  state  of  the  patient,  his  motivation 
probably  rested  upon  some  obscure  delusional  idea- 
tion rather  than  any  well  defined  goal  of  this  sort. 
The  repetitive  nature  of  his  act,  as  demonstrated 
by  the  history,  would  support  this  thesis. 

As  shown  by  the  fatal  outcome  of  our  case  it  need 
hardly  be  emphasized  that  preventive  measures  are 
superior  to  any  treatment  in  this  type  of  case.  Close 
supervision  by  ward  attendants  to  prevent  objects 
which  might  cause  trouble  if  ingested  from  falling 
into  the  hands  of  such  patient  has  obvious  value. 
While  radiologic  examination  is  helpful  if  the  for- 
eign body  is  radio-opaque,  many  objects  which  can 
cause  difficulty  fail  to  show  on  an  x-ray  and  this 
was  the  case  in  the  present  instance.  Treatment, 
ideally,  should  be  prompt  and  planned  according  to 
the  dictates  of  the  individual  problems  presented  by 
the  case. 

SUMMARY 

The  literature  concerning  foreign  bodies  in  the 
esophagus  is  briefly  reviewed  and  a case  described. 
Mention  is  made  of  the  high  incidence  of  ingestion 
of  foreign  bodies  in  psychotic  patients  and  also  of 
the  value  of  careful  history  taking  as  an  aid  to 
diagnosis.  The  necessity  for  treatment  of  such 
cases  on  an  emergency  basis  is  illustrated.  Pre- 
ventive measures  are  outlined. 
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Flavonoids  in  Disease  Treatment 


As  matters  now  stand,  flavonoids  are  of  "little  or 
no  value"  in  the  treatment  of  disease  and  have  no 
known  nutritional  uses,  according  to  a report  by 
two  American  Medical  Association  councils. 

William  X.  Pearson,  Ph.D.,  of  the  department 
of  biochemistry  of  Vanderbilt  University  School  of 
Medicine,  Nashville,  Tenn.,  wrote  the  report  for  the 
A.M.A.  Councils  on  Foods  and  X'utrition  and  Drugs. 

The  report  in  the  August  10th  A.M.A.  Journal 
was  prompted  by  "the  recent  upsurge  of  interest"  in 
flavonoids,  particularly  in  the  treatment  of  numerous 
diseases  including  the  common  cold. 

Flavonoids  are  carbon-hydrogen-oxygen  com- 
pounds that  are  widely  distributed  in  nature  as  pig- 
ments in  flowers,  fruits,  tree  barks  and  vegetables. 
Their  most  important  commercial  source  is  citrus 
rind.  Considerable  interest  in  the  possible  nutri- 
tional significance  of  these  compounds  was  aroused 
in  the  late  1930s  by  Dr.  A.  Szent-Gyorgyi  and  co- 
workers who  isolated  "citrin"  from  citrus  fruit  peels 
and  reported  it  to  be  effective  in  strengthening  capil- 
lar}' and  blood  vessel  walls  against  breakage,  Pear- 
son said.  Such  breakage  of  capillar}-  walls  is  sup- 
posed to  occur  in  a numlrer  of  diseases. 

However,  valid  tests  for  measuring  the  effect  of 
flavonoids  on  capillary  walls  have  not  been  devised. 
An  earlier  belief  that  the}'  were  a type  of  vitamin 
has  not  been  confirmed. 

Reports  on  several  small  studies  were  enthusiastic 
about  the  flavonoids'  influence  on  common  respira- 
tory infections,  because  of  their  supposed  capacit}' 


to  strengthen  capillar}-  walls,  but  larger  studies  did 
not  confirm  these  findings. 

“On  the  basis  of  the  best  evidence  now  at  hand, 
it  would  appear  that  flavonoids  have  no  significant 
effect  ...  on  the  course  of  the  common  cold." 

^^'hile  they  do  appear  to  have  some  effect  on 
capillar}'  wall  strength  and  do  possess  some  mild 
blood-vessel-constricting  effects,  these  properties  are 
"rather  weak  when  compared  to  those  of  other  avail- 
able agents.’’ 

Their  effects  on  other  diseases,  including  hyper- 
tension, diabetes,  rheumatic  fever,  arthritis  and  va- 
rious blood  diseases,  have  been  studied,  but  it  is 
not  possible  to  reach  a valid  conclusion  as  to  their 
effectiveness  because  of  the  “general  unreliability’’ 
of  the  testing  procedures  and  the  fact  that  periods 
of  improvement  occur  spontaneously  in  these  condi- 
tions. 

In  conclusion,  Pearson  said:  “The  high  hopes 
once  held  for  the  flavonoids  . . . have  not  material- 
ized. Instead,  present  knowledge  indicates  that, 
while  they  possess  mild  pharmacological  properties 
under  certain  conditions,  the  flavonoids  have  no 
known  nutritional  functions.  They  cannot  be  re- 
garded as  essential  nutrients.  Those  workers  who 
claim  therapeutic  value  for  the  flavonoids  have  not 
supported  their  claims  with  data  obtained  from  well- 
controlled  clinical  studies. 

“Until  such  studies  are  made,  it  must  be  con- 
cluded that  the  flavonoids  are  of  little  or  no  value 
in  the  treatment  of  disease.’’ 
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The  Arylsulfonylurea  Drugs  Which 
Produce  Hypoglycemia 

Their  Use  in  the  Treatment  of  Diabetes  Mellitus 


CHARLES  WILLIAM  KIXZER,  M.D. 
H.  ST.  GEORGE  TUCKER,  M.D. 
Richmond,  Virginia 


O INCE  THE  DISCOVERY  of  insulin,  patients  re- 
^ quiring  this  drug  and  their  physicians  have  hoped 
for  a safe,  effective  and  inexpensive  treatment  for 
diabetes  mellitus  which  would  not  require  daily  in- 
jections. There  have  been  many  attempts  to  protect 
insulin,  a hormonal  protein,  from  the  destructive 
action  of  digestive  juices  and  thus  permit  its  use  by 
mouth,  but  from  a practical  point  of  view  these  have 
been  unsuccessful.  Over  the  years  a variety  of  nos- 
trums have  appeared  claiming  effectiveness  in  re- 
lieving diabetes  mellitus  when  taken  by  mouth,  but, 
to  our  knowledge,  none  of  these  has  had  any  real 
value.  An  abundance  of  recent  work  has  shown, 
however,  that  such  an  effective  oral  treatment  may 
soon  be  at  hand,  for  some  diabetic  patients  at  least, 
in  the  form  of  the  arylsulfonylureas.  These  syn- 
thetic compounds,  related  to  the  sulfonamide  anti- 
bacterial drugs,  have  been  shown  experimentally  and 
clinically  to  lower  blood  sugar  levels  in  normal  sub- 
jects and  in  some  diabetic  subjects.  There  is  general 
agreement  among  all  investigators  with  the  initial 
work  of  Loubatieres^  that  these  compounds  are  effec- 
tive orally  and  parenterally,  and  that  the  hypogly- 
cemia induced  by  them  is  proportional  to  the  dose, 
up  to  a limit  beyond  which  increased  dosage  lowers 
the  blood  sugar  no  further. 

Of  the  arylsulfonylureas  which  produce  a hypo- 
glycemic effect,  two  appear  the  most  promising 
and  have  been  given  the  most  extensive  investigation. 
These  are  l-butyl-3-sulfanilylurea  (carbutamide, 
BZ-55* *)  and  1 -butyl-3 -p-tolysulfonylurea  (tol- 
butamide, Orinase  Rf).  The  structural  formulae 
of  these  compounds  are  shown  in  Eigure  1. 

The  purpose  of  this  paper  is  to  review  briefly  some 


Submitted  by  Dr.  Kinzer  while  a senior  medical  student 
at  the  Medical  College  of  Virginia,  as  term  paper  re- 
quired for  graduation.  Dr.  Kinzer’s  present  address  is 
Akron  General  Hospital,  Akron,  Ohio. 

*BZ-5S  is  the  Eli  Lilly  and  Company  preparation  of 
l-butyl-3-sulfanilylurea  (carbutamide) . 

tOrinase  is  the  Upjohn  Company  preparation  of  1- 
butyI-3-p-tolylsulfonylurea  (tolbutamide). 


of  the  recent  literature  concerning  these  compounds 
with  regard  to  their  mode  of  action,  possible  side 
effects,  and  their  clinical  use. 

O O 

-S-NH-C-NH-(CH,)3-CH3 

II 

0 

l-butyl-3-sulfanilvlurea 
(carbutamide) 

O 

NH^C-N  H-  (CHj ) 3-CH3 

l-butyl-3-p-tolylsulfonylurea 

(tolbutamide) 

Fig.  1 

MODE  OF  ACTION 

Numerous  experiments  have  been  done  in  an  effort 
to  throw  light  on  the  action  of  these  drugs.  Several 
hypothetical  mechanisms  have  been  mentioned,  based 
on  various  phases  of  insulin  and  carbohydrate  ac- 
tivity which  might  be  affected  by  drug  action.  The 
results  of  these  studies  and  the  conclusions  of  the 
several  workers  in  this  field  are  at  present  controver- 
sial. No  clear  cut  mechanism  of  the  action  or  actions 
of  the  arylsulfonylureas  has  yet  been  demonstrated. 
The  following  is  an  outline  of  mechani.sms  which 
have  been  considered. 

Insulin-like  action.  Fritz  et  al^  and  others^  have 
shown  that  the  arjdsulfonylureas  do  not  act  like 
insulin  or  synergistically  with  insulin,  by  the  finding 
that  they  do  not  promote  glucose  uptake  by  muscle 
in  the  eviscerated  animal.  In  Fritz’s  preparation 
they  do  not  enhance  the  effect  of  exogenous  insulin. 
Renold  et  al*  have  shown  that,  unlike  insulin,  the 
arylsulfonylureas  do  not  have  any  effect  in  decreas- 
ing the  blood  sugar  raised  by  a glucose  load. 

Stimulation  of  beta  cells.  This  is  one  of  the  more 
likely  modes  of  action  of  the  arylsulfonylureas. 
Evidence  in  support  of  this  mechanism  is  provided 
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by  Lang  and  Sherry’  who  demonstrated  that  the 
drugs  have  no  effect  in  the  completely  alloxanized 
animal  (in  which  the  beta  cells  of  the  pancreatic 
islets  have  been  selectively  destroyed),  and  in  the 
completely  pancreatectomized  animal.  Volk®  and 
others  have  demonstrated  beta  cell  degranulation  in 
rats  and  other  animals  given  these  drugs,  and  it  is 
felt  this  may  represent  enhanced  insulin  secretion. 
The  Colwells’*,  in  their  classical  experiment,  have 
perfused  carbutamide  and  tolbutamide  into  the  pan- 
creatic artery  of  dogs  and  found  that  marked  hypo- 
glycemia was  produced  by  amounts  smaller  than 
would  cause  a measurable  hypoglycemic  response 
when  injected  into  other  peripheral  vessels.  They 
concluded  that  the  drugs’  action  is  in  great  part 
or  totally  localized  to  the  pancreas.  Renold®  cites 
cross  circulation  experiments  in  which  the  pancreatic 
venous  blood  after  carbutamide  administration  con- 
tained increased  amounts  of  a hypoglycemia  pro- 
ducing substance  which  was  not  carbutamide.  Ash- 
worth and  Haist^  have  shown  that  in  rats,  car- 
butamide fed  orally  for  three  to  five  weeks  causes 
an  increase  in  the  weight  of  pancreatic  islet  cell 
tissue. 

Inhibition  of  insulin-destroying  agents.  ^lirsky 
et  suggest  that  non-competitive  inhibition  of 
insulinase  has  a role  in  the  response  to  the  arylsul- 
fonylureas.  Among  their  data  in  support  of  this 
possibility  is  the  reduction  in  the  insulin  require- 
ment of  the  depancreatized  dog  when  tolbutamide 
is  given.  Also,  the  hypoglycemia  produced  in  non- 
diabetic subjects  given  these  drugs  is  more  prolonged 
than  that  produced  by  intravenous  injection  of  in- 
sulin. 

\\'illiams  and  Tucker^^,  however,  offer  experi- 
mental evidence  that  the  concentrations  of  carbu- 
tamide necessary  to  produce  hypoglycemia  in  rats  are 
much  less  than  those  required  in  vitro  to  inhibit  insu- 
lin degradation  by  a liver  enzyme  preparation.  De- 
gradation was  measured  by  the  hc-poglycemic  response 
in  mice  and  by  the  accumulation  of  trichloracetic 
acid-soluble  radioactive  substances  liberated  from  in- 
sulin tagged  with  Their  conclusion  was  that 

since  other  biochemical  reactions  concerned  with  car- 
boh}-drate  metabolism  are  affected  by  lower  concen- 
trations of  the  arylsulfonylureas,  mechanisms  of  action 
other  than  inhibition  of  insulin  degradation  may 
account  for  the  benefits  from  this  type  of  therapy 
for  diabetes,  k'ajans  et  aV^  report  the  drugs  produce 
no  change  in  sensitivity  to  exogenous  insulin. 

Suppression  of  adrenal  and  pituitary  glands  or 
their  secretions.  This  possibility  as  a mode  of  ac- 
tion seems  unlikely  in  view  of  the  fact  that  adrenalec- 


tomized  and  hypophjsectomized  animals  become 
severely  hypoglycemic  when  treated  with  the  arylsul- 
fonylureas®’^®.  Renold  et  al*  have  drawn  similar 
conclusions  from  work  involving  adrenal  cortical 
function  in  patients  before  and  after  hypophysec- 
tomy.  Fajans  et  al^-  in  their  extensive  study  of  these 
drugs  noted  no  alteration  of  endocrine  function  in 
the  endocrinologically  intact  patient,  stating  that 
there  is  no  change  in  glucose  tolerance  tests,  per- 
sistence of  epinephrine  induced  hyperglycemia,  no 
change  in  urinary  excretion  of  1 7-hydroxycorticoids 
and  1 7-ketosteroids,  no  change  of  nitrogen  and  elec- 
trolyte balance,  no  effect  on  prednisolone  induced  loss 
of  carbohydrate  tolerance,  and  no  alteration  of 
metabolic  effects  produced  by  prednisolone.  Fajans 
also  notes  that  the  urinary  metabolite  of  carbutamide 
e.xerts  no  hypoglycemic  action. 

Inhibition  of  glucagon"^  secretion  (depression  of 
alpha  cells).  This  mechanism  is  unlikely  since  the 
drugs  are  not  effective  in  the  alloxan  diabetic  ani- 
mal (in  which  the  alpha  cells  are  left  intact).  Volk 
et  al^*  have  studied  the  effects  of  these  drugs  in  the 
rabbit  and  in  diabetic  and  non-diabetic  patients. 
They  found  no  morphological  alteration  of  the  alpha 
cells.  Inhibition  of  glucagon  action  in  the  liver 
also  seems  unlikely,  in  that  several  workers  demon- 
strate that  these  drugs  produce  no  depression  of 
glucagon-induced  hyperglycemia^-’^®-^®. 

Inhibition  of  hepatic  gluconeogenesis.  Wick  et  al^' 
have  demonstrated  that  there  is  no  direct  effect  by 
the  arylsulfonylureas  on  extrahepatic  tissues  by 
showing  that  after  injection,  the  drug  circulates  only 
in  the  extracellular  compartment,  does  not  accelerate 
the  intracellular  transfer  of  plasma  glucose  either 
in  the  presence  or  absence  of  insulin,  and  that  the 
oxidation  of  labelled  glucose  is  not  accelerated. 
Renold'*  and  Miller  and  Craig*®  find  decreased  con- 
version of  galactose  and  fructose  to  glucose  during 
ar}’lsulfonylurea  administration.  The  latter  state, 
“We  cannot  escape  the  conclusion  that  Orinase  (tol- 
butamide) must  be  concerned  with  gluconeogenesis.” 
Berthet  et  at^^  confirmed  these  findings  in  their  ex- 
periments, but  found  that  concentrations  of  the 
arylsulfonylureas  necessary  for  the  in  vitro  effect 
were  inordinately  greater  than  the  plasma  levels 


•Glucagon  is  a protein  apparently  elaborated  by  the 
alpha  dells  of  the  islets  of  Langerhans,  and  possibly  other 
sites  in  the  body.  This  hormone  when  given  parenterally 
induces  hyperglycemia  by  breaking  down  liver  glycogen. 
It  has  been  found  as  a contaminant  of  commercial  insulin 
and  probably  accounts  for  some  of  the  variability  of  the 
hypoglycemic  action  per  unit  weight  of  pancreatic  ex- 
tracts used  in  the  preparation  of  commercial  insulin. 
Some  insulins  are  now  being  produced  which  are  glucagon- 
free.  (Wrenshall,  Canad.  M.  A.  J.  74:871,  June,  1956.) 
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necessary  for  similar  in  vivo  effects.  Both  Berthet 
and  Ashmore^®  feel  that  the  action  of  these  drugs  is 
not  mediated  through  inhibition  of  glucose-6-phos- 
phatase,  on  the  basis  of  their  animal  experiments, 
inasmuch  as  the  quantities  of  the  drugs  required  for 
the  in  vitro  effect  are  much  greater  than  would  be 
physiologically  significant.  Ashmore  postulates  that 
the  reduction  of  glucose-6 -phosphatase  activity  ob- 
served after  feeding  tolbutamide  over  a forty-eight 
hour  period  could  be  due  to  a direct  effect  of  the 
drug  on  the  synthesis  of  the  enzyme,  or  could  be 
an  indirect  effect  through  either  the  release  of  or 
the  potentiation  of  endogenous  insulin.  Moorhouse 
and  Kark^®  note  that  in  tolbutamide-induced  hypo- 
glycemia there  is  no  effect  on  blood  levels  of 
pyruvic  and  lactic  acids,  and  that  there  is  no  effect 
on  blood  levels  of  glucose  during  glucose  absorption. 
They  interpret  these  data  as  suggesting  inhibition  of 
glucose  formation  in  the  liver,  and  further  this 
hypothesis  with  experiments  with  fructose,  adrenalin 
and  glucagon,  seemingly  localizing  the  action  of  the 
arylsulfonylureas  in  the  glycolytic  cycle  at  or  below 
the  level  of  glucose-6 -phosphate.  Friedlich  et 
have  demonstrated  that  in  rats  treated  with  car- 
butamide,  the  rate  of  intestinal  absorption  of  glucose 
is  slowed.  In  light  of  knowledge  that  for  glucose 
to  be  absorbed  from  the  intestine  it  must  be  phos- 
phorylated  and  then  dephosphorylated,  it  appears 
possible  that  one  of  the  modes  of  action  of  these 
drugs  is  by  inhibition  of  glucose-6-phosphatase. 

It  is  seen  from  this  discussion  that  the  mechanisms 
of  action  of  the  ar}’Isulfonylureas  need  further  elu- 
cidation. Nevertheless,  it  must  be  regarded  as  es- 
tablished that  there  is  a pancreatic  action  of  these 
drugs,  on  the  basis  of  cross  circulation  experiments 
and  pancreatic  artery  perfusion  experiments.  Wheth- 
er the  portion  of  hypoglycemia  due  to  the  drug  effect 
on  the  pancreas  is  more  or  less  marked  than  that 
on  the  liver  must  await  results  of  experiments  on 
hepatectomized  animals  with  intact  pancreas  and 
pancreatic  blood  supply.  It  may  even  be  found  that 
the  supposed  hepatic  actions  are  the  result  of  in- 
creased insulin  elaboration. 

POSSIBLE  SIDE  EFFECTS 

With  the  beneficial  action  of  any  drug,  the  pos- 
sibility of  concommitant  deleterious  effects  must  be 
considered.  This  matter  is  especially  important  in 
connection  with  drugs  proposed  for  use  in  patients 
previously  treated  by  methods  as  free  of  side  effects 
as  insulin. 

Of  over  7000  patients  reported  who  were  treated 
with  carbutamide^^,  a total  incidence  of  5.4%  side 


effects  is  noted.  Among  these  are  eight  deaths  in 
which  the  drug  might  be  implicated,  and  ten  deaths 
attributable  to  other  causes.  The  more  frequent  and 
the  more  serious  side  effects  associated  with  car- 
butamide  were  dermatitis,  gastrointestinal  distress, 
malaise,  granulocytopoenia,  general  allergy,  cardio- 
renal complications,  anemia  and  impaired  liver 
function. 

Of  over  5000  case  summaries  of  patients  receiv- 
ing tolbutamide^^,  the  total  incidence  of  side  effects 
is  3.1%.  The  side  effects  of  this  drug  were  less 
serious  on  the  whole,  and  only  one  death  may  have 
been  attributable  to  it.  Though  thirty-four  other 
deaths  occurred  in  patients  taking  tolbutamide,  the 
drug  was  not  implicated  in  their  causation.  To  be 
noted  in  connection  with  tolbutamide  was  a much 
lower  incidence  of  granulocytopoenia,  as  well  as 
lack  of  renal  and  hepatic  damage,  and  of  clinical 
hypothyroidism. 

Feeling  that  these  drugs  may  act  by  stimulation 
of  beta  cells,  Fritz  et  al^  warn  that  their  long-term 
use  may  cause  degenerative  changes  in  the  beta  cells, 
but  add  there  is  no  evidence  to  suggest  this  pos- 
sibility. Volk*'  has  shown  beta  cell  degranulation 
progressing  to  completion  in  eight  days  in  rats,  but 
in  his  experience,  the  change  is  reversible  on  discon- 
tinuance of  the  arylsulfonylurea. 

Since  these  drugs  are  members  of  the  sulfonamide 
family,  questions  have  naturally  arisen  concerning 
their  solubility,  especially  in  urine.  Forist  and  Chul- 
ski®®  have  plotted  solubility  curves  of  tolbutamide 
and  its  excreted  metabolite,  and  compared  them  with 
the  solubility  of  sulfasuxazole.  Within  the  pH  range 
of  normal  urine,  they  found  these  substances  to  be 
more  soluble  than  the  so-called  “soluble  sulfas”  now 
in  common  clinical  use. 

Brown  and  Solomon®^  and  others^^-^®  have  noted 
that  these  drugs  reduce  radioactive  iodine  uptake 
and  after  several  weeks,  plasma  protein-bound 
iodine.  They  also  note  a tendency  toward  a de- 
creased basal  metabolic  rate.  However,  there  has 
been  no  clinical  hypothyroidism  associated  with  use 
of  these  drugs.  The  method  by  which  the  ar}lsul- 
fonylureas  prcxiuce  this  effect  is  not  known  as  yet. 

In  long-term  treatment  regimens  the  possibility  of 
hepatotoxicity  must  not  be  overlooked.  Marble-®  has 
noted  abnormal  liver  function  tests  in  association 
with  both  carbutamide  and  tolbutamide;  however, 
his  studies  indicate  that  with  continued  tolbutamide 
therapy  these  values  return  to  normal  levels.  Un- 
fortunately, this  has  not  been  the  experience  with 
carbutamide — at  least  within  the  time  limits  of 
present  clinical  use.  For  this  reason,  and  for  others 
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given  above,  extensive  clinical  trials  with  carbu- 
tamide  have  been  temporarily  curtailed. 

These  experiences  underscore  the  need  for  fur- 
ther extensive  investigation  of  the  arylsulfonylureas 
before  they  can  be  made  available  to  the  medical 
profession  for  large  scale  treatment  of  diabetes 
mellitus. 

CLINICAL  USE 

In  applying  the  arylsulfonylureas  to  the  treatment 
of  clinical  diabetes  mellitus,  most  workers  are  in 
agreement  as  to  certain  facts.  It  is  known  that  these 
drugs  are  effective  as  an  insulin  substitute  only  in 
the  stable  non-ketone-forming  diabetic  (variously 
called:  adult  onset  diabetic,  obese  diabetic,  stable 
middle-aged  diabetic).  They  are  without  effect  in 
the  ketone-forming  diabetic  (variously  called:  ju- 
venile diabetic,  lipoatrojihic  diabetic,  labile  diabetic, 
thin  diabetic)  characterized  jiathologically  by  ab- 
sence of  pancreatic  islet  beta  cells.  ^loorhouse  and 
Kark^®  feel  that  the  difference  in  response  between 
the  ketone-forming  and  the  non-ketone-forming  dia- 
betics is  evidence  in  suj^port  of  the  view  that  these 
two  types  of  patients  are  suffering  from  different 
metabolic  diseases.  Where  the  drugs  are  effective 
they  can  be  substituted  for  twenty  to  forty  units  of 
insulin  daily.  This  is  achieved  by  a maintenance 
dose  of  one  to  three  grams  of  either  carbutamide  or 
tolbutamide  daily.  As  has  been  previously  stated, 
greater  dosage  does  not  increase  the  effect  of  the 
drugs. 

Miller  and  Craig^®  have  studied  several  isolated 
forms  of  diabetes  for  the  effectiveness  of  the  drugs 
in  lowering  the  blood  sugar.  They  find  that  tol- 
butamide is  effective  in  maintaining  a lowered  fast- 
ing blood  sugar  level  in  the  surgical  diabetic  with 
as  little  as  20%  of  the  pancreas  remaining  intact. 
They  also  report  that  they  were  able  to  substitute 
the  arylsulfonylureas  for  500  units  of  insulin  daily 
in  an  eighteen  year-old  negress  who  required  2000 
units  of  insulin  daily  for  control  of  her  lipoatrophic 
form  of  the  disease.  They  note  that  the  drugs  have 
no  effect  in  hemochromatosis  with  diabetes. 

Miller  and  Craig  and  Braverman  et  al^"  and  others 
note  that  even  in  the  stable  adult  type  diabetic,  the 
drugs  are  not  effective  in  reducing  blood  sugar  in 
acute  complications  such  as  infection. 

Much  has  been  written  concerning  the  clinical 
selection  of  diabetic  patients  to  be  treated  with  the 
arylsulfonylureas^®’-’'-^®-^®.  In  general,  it  may  be  said 
that  the  patient  most  likely  to  be  responsive  to 
such  treatment  is  one  who  is  forty  years  or  older, 
who.se  disease  has  been  evident  less  than  ten  years. 


and  who  requires  less  than  forty  units  of  insulin 
daily  for  good  control.  These  criteria  for  selection, 
however,  exclude  many  a diabetic  whose  disease 
is  subject  to  arylsulfonylurea  management,  as  em- 
phasized by  Dolger®®.  He  states  that  any  diabetic 
whose  disease  begins  after  the  age  of  fifteen  years 
should  receive  the  benefit  of  a tlierapeutic  trial. 
Many  such  trials  have  been  proposed — mostly  based 
on  the  response  to  a test  dose  of  the  drug — but  so 
far,  none  has  been  adequate  to  select  all  of  the  re- 
sponsive candidates  and  reject  all  of  the  non-respon- 
sive  ones.  An  interesting  proposal  in  this  regard 
is  that  of  Anderson  et  al^,  who  noted  that  the  best 
responders  were  diabetics  who  before  treatment  with 
tolbutamide  were  relatively  insensitive  to  the  action 
of  glucagon. 

In  introducing  an  office  patient  to  the  arylsulfony- 
lureas for  purposes  of  treatment,  the  method  rec- 
ommended by  Dolger®^  would  seem  reasonable.  First, 
the  drug  and  its  effects  and  purposes  should  be  ex- 
plained in  a way  that  the  patient  understands. 
Second,  during  the  change  from  insulin  to  the  aryl- 
sulfonylurea no  other  diabetic  circumstance  should 
be  altered  (e.  g.,  diet).  Third,  three  grams  daily 
of  the  drug  in  two  divided  doses  is  prescribed  and 
the  insulin  dose  is  reduced  by  1 /3  every  other  day. 
The  patient  should  report  daily  by  telephone  to  his 
physician,  and  at  that  time  should  be  questioned 
concerning  glycosuria  and  hypoglycemic  and  ketotic 
symptoms,  as  well  as  any  signs  of  untoward  drug 
effects.  If  the  transition  seems  to  be  ])roceeding  well, 
then  it  should  be  continued  and  the  patient  seen 
at  the  end  of  the  first  week,  by  which  time  he  should 
be  off  insulin  entirely.  The  dose  should. then  be 
adjusted  to  the  lowest  level  which  maintains  satis- 
factory diabetic  control.  If  the  diabetes  is  not  con- 
trolled during  the  transition,  the  patient  should 
revert  to  his  former  dose  of  insulin  and  the  drug 
should  be  discontinued.  During  the  early  months 
of  treatment,  the  patient  should  have  frequent  white 
blood  cell  counts  and  be  carefully  observed  for 
untoward  effects  as  mentioned  in  the  preceding  sec- 
tion. Use  of  these  drugs  in  diabetics  who  cannot 
be  carefully  observed  at  frequent  intervals  during 
the  first  few  months  of  therapy  is  contraindicated. 
During  acute  complications  of  diabetes,  blood  sugar 
should  be  controlled  with  insulin. 

The  physician  should  beware  of  interpreting  a 
good  response  in  the  obese  patient  as  an  effect  of 
the  arylsulfonylureas.  Marble-®  has  noted  that  under 
experimental  clinical  conditions  in  which  these  drugs 
were  tried,  fairly  good  adherence  to  diet  was  main- 
tained. In  substituting  a placebo  in  these  patients, 
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he  oljserved  that  one-third  did  as  well  on  the  placebo 
j as  they  had  done  on  the  actual  drug.  The  remaining 
I two-thirds,  however,  required  the  arclsulfonylurea 
for  control. 

It  is  to  be  emphasized  that  these  drugs  have 
enjoyed  only  limited  use  in  the  treatment  of  diabetes 
mellitus,  and  at  this  time  it.  is  not  possible  to  know 
the  magnitude  of  their  effect  in  the  human  body. 
Until  there  have  been  many  large  and  carefully 
controlled  studies  completed  in  diabetes  clinics,  use 
of  the  arylsulfonylureas  b\'  the  jmactitioner  on  his 
diabetic  patients  should  be  withheld.  Of  special 
concern  is  the  possibility  that  the  public  at  large 
may  think  of  the  arylsulfon)-lureas  as  a complete 
substitute  for  insulin  in  diabetic  therapy.  The 
resjx)nsibility  for  prevention  of  this  misconception 
lies  in  the  hands  of  every  physician  who  initiates 
treatment  with  these  drugs.  He  mu.st  conscientiouslv 
explain  to  the  patient  the  drugs’  use  in  relation  to 
the  disease,  make  him  aware  that  the  disease  is  not 
cured,  and  warn  him  that  the  possibility  of  com- 
plications 'of  the  disease  is  not  eliminated,  nor  is 
the  possibility  that  with  progression  of  the  disease 
he  may  have  to  resume  treatment  with  insulin. 

SUMMARY 

1.  The  arylsulfonylureas  (carbutamide  and  tol- 
butamide) are  synthetic  drugs  related  to  the  sul- 
fonamides. They  produce  hypoglycemia  in  normal 
and  certain  diabetic  subjects.  They  have  recently 
become  of  widespread  interest  for  their  possibilities 
in  the  treatment  of  diabetes  mellitus. 

2.  The  literature  concerning  these  drugs  has  been 
reviewed  from  the  standpoints  of  mechanism  of  ac- 
tion, possible  side  effects,  and  clinical  use. 
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Relieves  Involuntary  Movements 


.\  brain  operation  which  has  helped  adults  suf- 
fering from  Parkinson’s  disease  has  now  been  used 
to  help  cerebral  palsied  children.  The  procedure, 
called  chemopallidectomy,  relieves  the  muscular 
rigidity  and  tremor  of  Parkinsonism  and  the  invol- 
untary movements  of  cerebral  palsy  without  im- 
pairing the  ability  to  move,  according  to  Dr.  Irving 
S.  Cooper,  director  of  the  department  of  neurologic 
surgerv,  St.  Barnabas  Hospital,  and  professor  of 
clinical  neurosurgery,  Xew  York  University-Bellevue 
Z^Iedical  Center,  Xew  York. 

The  operation  has  been  used  on  30  children  suf- 
fering from  hyperkinetic  or  involuntary  movement 
disorders  with  beneficial  results  in  20,  Dr.  Cooper 
said  in  the  July  20th  Journal  of  the  American 
Medical  Association. 

His  procedure  involves  injecting  chemicals  into 
the  region  of  the  globus  pallidus,  which  lies  in 
front  of  the  thalamus.  AYhy  the  operation  helps 
relieve  tremor,  rigidity  and  involuntary  movements 
is  not  exactly  understood  and  requires  much  more 
study. 


Most  of  the  children's  disorders  were  of  con- 
genital origin.  They  included  chorea,  or  St.  Yitus’ 
dance;  hemiballismus,  a violent  form  of  motor  rest- 
lessness involving  one  half  of  the  body;  athetosis,  a 
constant  recurring  series  of  slow  movements  of  the 
hands  and  feet;  dystonia,  and  abnormality  of  mus- 
cular tension;  and  fixed  postures. 

In  20  of  the  children,  followed  for  3 to  24  months, 
there  was  ‘‘abolition  or  marked  alleviation’’  of  the 
involuntary  movement  disorder.  One  patient  died 
and  nine  others  were  not  benefited.  He  noted  that 
a higher  incidence  of  success  is  currently  being 
acliieved. 

Dr.  Cooper  pointed  out  that  chemopallidectomy 
is  aimed  only  at  relief  of  the  involuntary  movement 
disorders  and  will  not  relieve  other  abnormalities, 
such  as  paralysis,  that  are  so  frequently  connected 
with  congenital  brain  lesions.  In  cases  in  which  the 
involuntary  movements  occurred  in  othenvise  normal 
limbs,  it  was  possible  to  relieve  “even  the  most 
violent  movement’’  while  preserving  normal  move- 
ments in  the  limbs. 
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THE  PRELIMINARY  PROGRAM  of  the  the  1957  Annual  Meeting  is  published  in 
this  issue  and  members  are  urged  to  study  it  carefully.  The  Program,  featuring  twelve 
guest  speakers,  is  one  of  the  finest  ever  arranged  for  an  annual  meeting. 

AN  IMPORTANT  QUESTIONNAIRE  may  be  found  on  page  5 in  the  advertising 
section  of  this  issue,  and  your  editors  hope  that  you  will  complete  and  return  it  at 
your  earliest  convenience.  Such  readership  surveys  are  vitally  important  if  the  Monthly 
is  to  continue  to  improve  and  serve  you  better.  Then,  too,  these  surveys  are  requested 
by  advertisers  and  advertising  agencies,  who  need  certain  basic  facts  when  planning  their 
state  and  national  programs.  The  questionnaire  will  require  but  a few  seconds  of  your 
time. 

SAN  FRANCISCO  will  be  the  scene  of  the  1957  Annual  Meeting  of  the  American 
Association  of  Medical  Assistants.  The  meeting  will  be  held  in  the  Sheraton-Palace 
Hotel  from  October  4-6.  Medical  assistants  wishing  to  attend  should  contact  Mrs.  Mabel 
Dove,  1100  Church  Street,  Lynchburg,  for  registration  blanks. 

THE  BOARD  OF  TRUSTEES  of  the  American  Medical  Association  has  voted  to  co- 
operate with  the  United  States  Public  Health  Service  in  providing  the  public  with 
information  as  to  the  need  of  vaccination  against  Asiatic  influenza,  provided  the  vac- 
cine is  safe  and  effective  and  there  is  a need  for  widespread  immunization. 

Following  the  action  of  the  Board,  a group  of  Trustees  met  with  the  Secretary  of 
Health,  Education  and  Welfare  and  the  Surgeon  General  of  the  U.  S.  Public  Health 
Service  and  approved  the  following  statement  for  publication: 

"The  Public  Health  Service,  in  cooperation  with  the  medical  profession,  will  stimu- 
late and  promote  a nationwide  voluntary  program  of  vaccination  against  the  preva- 
lent strain  of  influenza.  It  will  not,  however,  request  Federal  funds  for  the  purchase 
or  administration  of  vaccine — except  for  its  own  legal  beneficiaries.  The  state  and 
territorial  health  officers  and  the  American  Medical  Association  have  jointly  assured 
the  Surgeon  General  that  community  resources,  both  public  and  private,  will  be 

mobilized  to  provide  vaccinations  for  persons  who  are  unable  to  pay  for  such  protec- 

^ * >> 
tion. 

THE  AMERICAN  MEDIGAL  EDUCATION  FOUNDATION  has  announced  plans 
to  launch  an  intensive  fall  campaign  for  contributions  to  the  nation’s  medical  schools. 
The  Virginia  AMEF  Committee  urges  all  members  to  contribute  now  and  help  win 
the  battle  to  keep  our  medical  schools  free. 


THE  AFL-CIO  apparently  will  take  a firm  stand  against  the  actions  of  medical  societies 
which  fail  to  go  along  with  union  labor  medical  programs.  A newsletter  recently  is- 
sued by  the  Association  of  Labor  Health  Administrators  reports  that  the  AFL-CIO 
Committee  on  Social  Security  has  agreed  on  such  a stand. 

The  publication  calls  for  action  In  opposing  the  "attack  and  harassment  of  component 
medical  societies  against  union  plans,  particularly  In  the  states  of  Pennsylvania,  Illi- 
nois and  Colorado.”  The  AFL-CIO  Executive  Committee  Is  reported  to  have  approved 
funds  to  encourage  and  promote  the  work  of  the  ALHA  in  providing  "technical  aid 
to  the  trade  union  groups  in  development  of  better  health  service  programs  for  the 
benefit  of  workers  and  their  families.” 

The  letter  also  stated  that  the  Association  "will  stand  ready  to  bring  experienced  tech- 
nical and  legal  counsel  on  request  to  the  defense  of  the  victims  of  any  efforts  on  the 
part  of  medical  power  groups  to  destroy  programs  which  endeavor  to  Improve  the  qual- 
ity and  scope  of  prepaid  health  services  available  to  working  people  and  their  families.”' 

MEDICOLEGAL  MATTERS  will  be  discussed  in  a series  of  six  articles  which  will  be 
published  weekly  in  the  AMA  Journal  beginning  about  September  1.  In  addition, 
the  AMA  Law  Department  will  publish  a booklet  encompassing  the  material  plus  case 
citations  and  legal  analysis  for  distribution  about  October  1. 

The  purpose  of  this  material  is  to  provide  up-to-date  Information  and  miscellaneous 
medicolegal  forms  which  physicians  and  their  attorneys  may  adapt  for  their  own  needs. 
Some  of  the  subjects  covered  are  autopsies,  consent  to  operations  and  other  medical 
procedures,  patient’s  right  to  privacy,  confidential  communications  and  records,  etc. 

THREE  NEW  EXHIBITS  prepared  by  the  AMA  will  be  available  for  bookings  by 
county  medical  societies  after  September  1.  The  exhibits  are  (1)  "Digestion” — shows 
the  organs  Involved  in  digestion,  the  passage  of  food  through  the  body,  the  mechanics 
of  swallowing,  the  action  of  the  stomach  and  intestines,  and  the  body’s  absorption  of 
food.  (2)  "Alcoholism  Is  Your  Business” — (for  professional  audiences)  gives  the 
viewer  an  opportunity  to  eavesdrop  on  a conversation  between  a distraught  spouse 
and  the  family  physician  over  the  treatment  of  alcoholism.  (3)  "Organs  of  the  Human 
Body” — three  dimensional  models  of  the  torso  show  location  of  various  organs  in  body 
and  their  functions. 

THE  ARLINGTON  COUNTY  MEDICAL  SOCIETY  deserves  a "well  done”  for  its 
booklet  entitled  "Tell  Me,  Doctor.”  The  booklet  Is  distributed  to  newcomers  in  the 
Arlington  area  and  explains  the  purpose  and  workings  of  the  Society.  It  covers  such 
items  as  emergency  medical  care,  public  health,  civil  defense,  community  cooperation. 


CorrespondeiKe 
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Treatment  of  Viral  Syndromes  with  a 
Lipoprotein-Nucleic  Acid  Compound 
(Reticulose). 

To  The  Editor: 

The  failure  of  antibiotics  to  inhibit  the  multipli- 
cation of  most  viruses  has  caused  a continuing  search 
for  agents  which  will  favorably  affect  the  course  of 
human  viral  diseases.  In  an  article  entitled  “Treat- 
ment of  viral  syndromes  with  a lipoprotein-nucleic 
acid  compound  (Reticulose),”  appearing  on  pages 
347-353  of  the  July,  1957  Virginia  Medical 
Monthly,  Drs.  Robert  H.  Anderson  and  Ralph  M. 
Thompson  suggest  that  the  preparation  “Reticulose” 
is  capable  of  modifying  certain  viral  infections  of 
the  nervous  system.  Their  contention  is  based  on 
the  report  of  five  patients  who  improved  following 
the  intra-muscular  administration  of  “Reticulose”. 

The  diagnosis  in  this  limited  number  of  cases 
is  based  on  clinical  criteria,  unsupported  by  isola- 
tion or  serologic  studies.  The  benign  course  of 
many  viral  meningitides  is  well  known.  The  fever 
graphs  presented  are  typical  of  the  natural  history 
of  “benign  aseptic  meningitis”.  Indeed,  in  one 
patient  (case  #4)  no  fever  is  present  at  all  and  in 
another  patient  (case  #1)  the  fever  persisted  until 
the  fourth  day  after  “Reticulose”  was  started.  In 
short,  we  do  not  believe  the  evidence  presented  sup- 
ports the  conclusion  that  “Reticulose”  modified  the 
course  of  the  disease  in  these  patients. 

The  section  which  describes  the  preparation  and 
pharmacology  of  “Reticulose”  is  vague  and  incom- 
plete. The  exclusive  process  said  to  render  the  sub- 
stance non-antigenic  is  not  explained  and  no  toxicity 
data  are  reported.  The  University  Research  Group 
said  to  have  demonstrated  antiviral  activity  of  “Re- 
ticulose” is  not  identified.  Further,  although  the 
authors  cite  an  article  by  Thompson  in  1952  sug- 
gesting the  favorable  effect  of  “Reticulose”  on  the 
leucocytic  response  in  irradiated  animals,  they  fail 
to  list  an  article,  “Failure  of  Reticulose  to  reduce 
radiation  lethality  in  mice  and  rats,”  by  Smith, 
Ruth,  and  Cantor  in  Proc.  Soc.  E.xper.  Biol.  & Med., 
81:116,  1952.  These  investigators,  working  at  the 
National  Institutes  of  Health,  conducted  a carefully 
controlled  experiment  utilizing  over  six  hundred 
animals.  They  failed  to  demonstrate  any  effect  of 
“Reticulose”  on  mortality,  leucocyte  count,  or  inci- 
dence of  septicemia  following  whole  body  irradiation. 


To  our  knowledge,  no  further  studies  on  “Reticu- 
lose” in  the  treatment  of  the  post-irradiation  syn- 
drome have  been  published. 

In  a consideration  of  illnesses  as  diverse  and  un- 
predictable as  many  of  the  human  virus  diseases,  it 
is  worthwhile  to  suggest  minimal  data  needed  for 
the  evaluation  of  a proposed  antiviral  agent; 

1.  A detailed  description  of  the  preparation  of 
the  agent 

2.  Careful  pharmacologic  and  toxicity  studies 

3.  ^Meticulously  constructed  controlled  clinical 
trials. 

If  “Reticulose”  can  survive  these  criteria,  we  will 
be  delighted  and  a new  and  exciting  era  in  thera])y 
will  begin. 

Robert  Q.  M.arston,  M.D. 

Count  D.  Gibson,  IM.D. 
Department  of  Medicine 
Medical  College  of  Virginia 
July  16,  1957 

Cross-Shield-Blue — An  Interpretation 

To  The  Editor: 

Reading  the  guest  editorial  in  the  July  1957  issue 
by  Dr.  Harold  W.  Miller  indicated  a certain  need 
for  clarification  of  the  Blue  Shield  contract  and  the 
physician’s  obligation. 

The  general  content  of  the  editorial  indicated  that 
Dr.  Miller  has  a sincere  feeling  of  obligation  to 
both  the  Blue  Shield  and  to  the  patient  but  was 
unalde  to  finely  delineate  the  point  at  which  a 
patient  should  be  discharged  from  the  hospital  or 
the  requirements  for  hospitalization.  In  his  last 
paragraph,  there  was  a slight  error  in  his  quotation 
of  the  Blue  Cross-Blue  Shield  plan.  He  states  that 
the  holder  of  the  plan  purchased  it  for  the  purpose 
of  using  it  if  and  when  he  desires  it  and  thinks  it 
is  necessary  in  case  of  illness.  This  should  be  using 
it  if  and  when  his  treating  physician  desires  it  and 
thinks  it  is  necessar}-  in  case  of  illness.  The  respon- 
sibility is  clearly  placed  upon  the  attending  phy- 
sician. 

The  responsibility  of  the  treating  physician  cannot 
be  avoided  and  I have  found  it  helpful  in  handling 
these  cases  to  apply  to  “yardsticks’’.  I do  not  admit 
a patient  for  hospitalization  to  have  a procedure 
of  diagnostic  workup  unless  I feel  that  it  is  neces- 
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sary  and  by  necessary  I mean  a need  that  would  exist 
in  a patient  who  did  not  have  hospitalization.  I 
have  found  it  less  difficult  to  avoid  admitting  a 
patient  unnecessarily  than  I have  in  discharging 
them  at  the  proper  time.  This  latter  can  be  handled 
ver}'  properly  in  the  following  manner.  As  a pa- 
tient convalesces,  the  physician  should  anticipate 
in  his  mind  from  day  to  day  when  he  thinks  the 
patient  may  leave  the  hospital.  Each  day  he  should 
examine  the  patient’s  chart  before  entering  the  pa- 
tient’s room.  On  the  day  he  feels  the  patient  is 
ready  to  leave,  he  should  examine  the  patient’s 
chart  and  write  in  his  own  handwriting  and  sign 
his  name  stating  that  the  patient  is  ready  to  be 
discharged.  This  information  is  then  conveyed 
to  the  patient  at  the  routine  visit.  One  is  frequently 
confronted  by  the  plea,  “I  do  not  want  to  be  dis- 
charged because  I have  Blue  Cross”.  To  this  the 


conscientious  physician  can  then  reply,  “It  is  per- 
fectly all  right  if  you  wish  to  stay  two  to  three  more 
days,  however,  I have  already  signed  your  discharge 
and  your  Blue  Cross  contract  states  that  you  are 
to  remain  only  as  long  as  it  is  medically  necessary. 
I will  be  glad  to  rewrite  an  order  stating  that  you 
are  to  stay  at  your  own  expense  but  it  would  ob- 
viously be  incorrect  for  me  to  change  the  order  and 
have  you  stay  at  the  Blue  Cross  expense”.  This  is 
a perfectly  fair  and  understandable  statement  and  the 
fact  that  the  discharge  was  accomplished  before  talk- 
ing with  the  patient  gives  the  physician  the  oppor- 
tunity to  allow  the  patient  to  stay  as  long  as  he 
wishes  provided  he  understands  that  he  is  staying 
at  his  own  expense. 

Wm.  Minor  Deyerle,  1\I.D. 

Richmond,  Virginia 
July  12,  1957 


Voluntary  Health  Insurance  Coverage 


The  number  of  people  in  Virginia  who  are  covered 
by  voluntary  health  insurance  reached  a new  high 
by  July  1,  according  to  the  Health  Insurance  Coun- 
cil. As  of  this  date  the  Council  estimates  that 
1,900,000  persons  were  protected  by  some  form  of 
insurance  designed  to  help  pay  hospital  and  doctor 
bills. 

This  figure  is  part  of  the  continued  growth  of 
health  insurance  throughout  the  country,  which  was 
revealed  last  May  in  its  11th  annual  survey  of  the 
extent  of  voluntar\’  health  insurance  coverage  for 
1956.  The  number  of  people  covered  by  some  form 
of  health  insurance  in  the  nation  today  is  more 
than  118  million,  or  over  70%  of  the  U.S.  civilian 
poj)ulation. 

In  releasing  the  findings  of  its  surv'ey,  which  is 
based  on  reports  of  insurance  programs  of  insurance 
companies.  Blue  Cross-Blue  Shield  and  other  health 
care  plans,  the  Council  went  on  to  say  that  there 
were  1,842,000  persons  covered  by  hospital  expense 


insurance  in  Virginia  as  of  December  31,  1956. 
The  total  for  1955  of  the  number  of  persons  cov- 
ered for  expenses  incurred  while  in  the  hospital  was 
1,735,000. 

Surgical  e.xpense  insurance,  which  helps  to  defray 
the  cost  of  physicians’  charges  for  operations  rose 
to  1,542,000,  as  compared  with  1,533,000  the  year 
before. 

Persons  protected  by  regular  medical  expense 
insurance,  providing  for  doctor  visits  for  non-sur- 
gical  care,  numbered  814,000  in  1956,  as  against 
the  previous  year’s  figure  of  740,000. 

The  Health  Insurance  Council,  which  is  a fed- 
eration of  eight  insurance  associations  representing 
over  90%  of  the  accident  and  health  insurance  busi- 
ness handled  by  insurance  companies,  stated  that 
this  growth  reflects  the  desire  of  the  people  of  Vir- 
ginia to  help  protect  themselves  against  the  cost  of 
accident  and  illness. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Diseases  Resembling  Poliomyelitis- 

There  is  no  doubt  that  some  illnesses  have  been 
diagnosed  as  poliomyelitis  that  are  not  caused  by 
the  virus  of  poliomyelitis;  on  the  contrary,  it  is 
probable  that  some  illnesses  resulting  from  infection 
with  the  virus  of  poliomyelitis  have  been  classified 
as  ‘"undetermined”  or  as  “not  polio”.  For  the  past 
twenty  years  there  have  been  reports  of  epidemics 
that  in  many  respects  resembled  poliomyelitis  but 
in  which  there  was  inability  to  recover  the  specific 
virus.  We  have  learned  that  the  Co.xsackie  typ)e 
of  virus  and  the  so-called  ECHO  viruses  can  pro- 
duce illnesses  that  suggest  poliomyelitis. 

Recently  inquiries  regarding  Iceland  Disease  have 
been  received  in  the  State  Department  of  Health 
and  toward  the  end  of  the  last  school  session  a phy- 
sician attending  in  a girls’  college  in  Virginia 
thought  that  she  might  have  observed  a few  cases, 
though  no  study  was  made  of  them.  Since  Iceland 
Disease  presents  symptoms  and  signs  that  might  be 
readily  confused  with  poliomyelitis,  there  is  presented 
below  a summar}'  of  the  ver\’  excellent  study  that 
was  made  of  the  original  outbreak  that  gave  the 
disease  its  name.* 

In  the  fall  of  1948  and  the  early  months  of  1949, 
there  was  an  extensive  epidemic  of  a disease  involv- 
ing the  central  nervous  system  which  occurred  on 
the  northern  coast  of  Iceland  and  included  a town 
and  the  surrounding  country.  The  disease  was  first 
diagnosed  as  poliomyelitis.  The  initial  case  was 
reported  on  September  25,  1948,  and  was  severely 
parahtic  as  were  the  following  two  cases  reported 
around  the  middle  of  October.  Toward  the  end  of 
October  four  more  cases  were  reported  and  only  one 
developed  paralysis,  which  was  slight.  At  the  end 
of  November  it  was  evident  that  the  epidemic  dif- 
fered in  many  respects  from  poliomyelitis.  The 
epidemic  lasted  more  than  three  months  during 
which  period  488  cases  were  reported  in  the  medical 
district  and  of  these  465  were  reported  in  the  town. 

-•HI  ages  from  under  1 to  60  were  involved.  The 
highest  incidence  was  in  the  group  15-19  years 
(15.06  per  100  cases)  and  the  next  highest  groups 

•Sigurdsson,  B. ; Sigurjonsson,  J.;  Sigurdsson,  J.  H. ; 
Thorkelsson,  J.  V.,  and  Gudmundsson,  K.  R. : American 
Journal  of  Hygiene,  52;  222,  1950. 


were  10-14  years  (6.72  per  100  cases),  30-39  (5.49 
per  100  cases),  and  10-29  (5.06  per  100  cases). 
The  highest  incidence  of  paralysis  was  in  the  group 
20-29  years  in  which  10  cases  out  of  27  reported 
were  paral^ic.  There  was  a higher  incidence  in 
females  than  in  males.  Multiple  cases  in  house- 
holds was  the  rule.  Schools,  except  the  elementary 
schools,  w-ere  heavily  struck.  It  was  found  that  the 
incubation  period  was  from  5 to  10  days  or  more. 

The  lighter,  non-paralytic  cases  showed  a fairly 
uniform  clinical  picture.  The  initial  symptoms  were, 
as  a rule,  pains  in  the  nape  of  the  neck  and  in  the 
back,  accompanied  by  some  rise  in  temperature. 
Sometimes  the  onset  was  sudden  but  often  the  pa- 
tients felt  malaise  for  several  days  before  they  went 
to  bed.  In  general  the  fever  was  low  while  the 
pulse  tended  to  be  relatively  more  accelerated.  The 
fever  lasted  from  3 to  7 days.  The  chief  complaint 
was  pain  in  the  neck  or  back,  or  both,  which  fre- 
quently radiated  to  one  or  more  extremities,  some- 
times accompanied  by  paresthesias  and  numbness. 
The  pain  might  subside  with  the  fever  but  more 
often  ]>ersisted  for  weeks  and  tended  to  get  worse 
on  the  slightest  exertion.  Many  of  the  patients  were 
nervous  and  had  a feeling  of  tiredness  quite  out  of 
proportion  to  the  illness  and  temperature  and  pers- 
pired easily. 

In  the  paralytic  cases  the  initial  symptoms  were 
as  in  the  non-paralytic  although  often  more  pro- 
nounced. In  the  most  severe  the  temperature  might 
rise  to  104  degrees  and  muscular  twitchings  were 
often  complained  of.  Paralysis  would  develop  in 
from  3 to  7 days  and  at  this  time  the  pains  usually 
increased.  In  several  instances  this  happened  after 
physical  exertion  or  exposure  to  cold.  The  paralysis, 
which  was  flaccid  and  symmetrical,  varied  greatly 
both  in  intensity  and  in  extent.  In  the  majority  of 
cases  only  a single  muscle  or  a group  of  muscles 
was  affected.  A few  patients  got  extensive  paralysis 
of  arms,  legs,  and  trunk.  In  one  case  a transient 
paralysis  of  the  tongue  was  seen  but  otherwise  paraly- 
sis was  not  observed  in  the  region  of  cranial  nerves. 
The  tendon  reflexes  could  be  elicited  except  in  the 
few  cases  where  there  was  complete  paralysis  of  one 
or  more  limbs.  The  plantar  reflex  was  usually  pres- 
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ent;  the  Babinski  was  never  noted.  The  abdominal 
reflexes  were  frequently  absent  even  in  cases  where 
there  was  no  paralysis  of  the  abdominal  muscles.  In 
the  more  severe  paralytic  cases  hyperesthesia  or 
hypoalgesia  was  obsers'ed  in  the  afflicted  limb. 
Paresthesias,  especially  a feeling  of  cold  and  numb- 
ness of  hands  and  feet,  were  frequent  complaints. 
A conspicuous  symptom  was  tenderness  of  the 
muscles,  even  in  muscles  that  were  not  then  or  later 
paralyzed.  Hypotonia  of  the  muscles  was  frequently 
observed  and  later  atrophy  sometimes  developed. 

Stiffness  of  the  neck  was  found  in  only  a few  cases 
but  pain  in  neck  and  back  was  felt  by  most  patients 
when  the  head  was  bent  forward.  There  were  no 
respiratory  or  alimentar}'  symptoms. 

The  period  of  convalescence  was  protracted,  even 
in  milder  cases.  The  milder  cases  were  in  bed  2 
to  4 weeks  and  the  more  severe  from  2 to  3 months. 
Relapses  were  not  infrequent.  The  pain  and  tender- 
ness persisted  even  after  the  paralysis  disappeared. 
Even  more  frequent  were  complaints  of  nen’ousness, 
palpitation,  sweating,  and  sleeplessness.  “Tiredness 
of  eyes”  was  common.  There  were  no  deaths. 

This  disease  is  believed  to  have  been  spread  by 
{personal  contact.  The  virus  of  poliomyelitis  was 
not  recovered  from  anv  case.  Tests  for  Coxsackie 


virus  on  baby  mice  were  negative.  Complement- 
fixation  tests  of  convalescent  sera  with  antigens  spe- 
cific for  several  of  the  encephalitides  also  gave 
negative  results.* 

This  outbreak  well  illustrates  the  need  for  careful 
study  and  accurate  diagnosis  of  ever}-  illness  re- 
sembling poliomyelitis.  This  is  particularly  true 
in  this  day  when  Dr.  Jonas  Salk  predicts  that  polio 
“will  become  a rare  and  ultimately  extinct  disease.” 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Jan.- 

Jan.- 

July 

July 

July 

July 

1957 

1956 

1957 

1956 

Brucellosis 

5 

2 

17 

13 

Diphtheria 

4 

0 

12 

21 

Hepatitis 

18 

23 

286 

310 

Measles 

283 

853 

4609 

23297 

Meningococcal  Infections 

7 

6 

47 

59 

Meningitis  (Other) 

110 

6 

208 

71 

Poliomyelitis 

13 

22 

30 

41 

Rabies  (In  Animals) 

32 

15 

209 

212 

Rocky  Mt.  Spotted  Feyer 

6 

8 

22 

21 

Streptococcal  Infections 

308 

198 

4551 

3914 

Tularemia 

0 

4 

19 

16 

Typhoid  Feyer 

6 

5 

25 

27 

Cycloplegia  and  the  Optometrist 


It  has  been  brought  to  our  attention  that  occa- 
sionally practicing  physicians  have  been  asked  to 
administer  cycloplegic  medicine  for  optometrists  so 
that  the  optometrist  may  then  refract  (fit  glasses)  to 
children  and  complicated  refraction  cases.  It  is  also 
noted  that  certain  ^I.D.'s  do  not  know  that  optome- 
trists are  not  medically  trained  and  not  legally 
allowed  to  use  or  prescribe  medicine  in  any  form. 
They  are  not  doctors  of  medicine  and  only  use  the 
title  of  doctor  because  of  state  legislative  action. 

-Although  this  has  happened  in  only  a few  isolated 
instances,  the  dangers  involved  are  considerable. 

First,  there  are  cases  in  which  a cycloplegic  may 
be  disastrous;  namely,  in  cases  of  glaucoma  in  which 
the  patient  might  become  blind.  This  is  especially 


true  of  the  narrow  angle  acute  type  of  glaucoma  in 
patients  who  may  never  have  had  a previous  attack. 
This  t}'pe  of  eye  can  only  be  safely  recognized  by 
a well  trained  ophthalmologist. 

Secondly,  malpractice  suits  against  the  optometrist 
would  not  apply,  as  he  is  not  a doctor  and  did  not 
prescribe  the  drug.  The  M.D.  would  bear  the  brunt 
of  legal  action  and  rightly  so. 

Optometrists  are  not  trained  to  the  degree  that 
they  can  judge  the  typ>e  of  case  needing  cycloplegia 
and  the  great  majority  of  them  realize  this  and  do 
not  compromise  a friendly  physician  in  this  way. 


An  editorial  by  Drs.  H.  F.  Hill  and  R.  X.  Dennis,  pub- 
lished in  the  Maine  Medical  Journal,  February-  1957. 
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The  Problem  of  Oldsters. 

In  Congress  two  bills*  are  “in  the  hopper”,  both 
of  which  would  “prohibit  insurance  companies  . . . 
from  issuing  group  health,  hospitalization,  and  acci- 
dent insurance  which  may  be  cancelled  . . . for  any 
reason  other  than  nonpayment  of  premium.”  This 
proposed  legislation  is  not  of  the  t}pe  physicians 
are  apt  to  sponsor;  it  would  further  extend  the  en- 
croachment of  federal  control  over  free  enterprise. 
More  specifically,  such  legislation  not  only  would 
vitiate  the  1945  declaration  of  Congress  that  the 
states  should  have  exclusive  jurisdiction  over  in- 
surance operations,  but  it  would  also  establish  one 
more  precedent  for  possible  federal  regulation  of 
other  activities  that  should  be  controlled,  directly 
or  indirectly,  by  the  medical  profession  and  the  pub- 
lic the  profession  serves. 

The  general  public,  however,  excepting  through 
federal  laws  such  as  the  two  now  being  proposed, 
cannot  properly  control  health  insurance.  It  can 
exert  control  only  through  the  economic  law  of 
supply  and  demand — by  altering  the  demand-side 
of  the  equation.  But,  as  in  most  things  of  a medical 
nature,  the  public  does  not  know  what  to  demand. 
Just  as  self-medication  is  ineffectual  more  often 
than  not,  and  frequently  dangerous,  the  public’s 
acceptance  of  health  insurance  nostrums  that  are 
compounded  without  professional  guidance  is  apt 
to  get  the  public  into  serious  difficulties.  The  pub- 
lic is  familiar  with  dollars  and  cents,  but  not  with 
medical-economics;  accordingly,  the  public  is  prone 
to  base  its  decisions  regarding  health  insurance 
solely  upon  the  dollar-and-cent  considerations  that 
appear  pertinent  today — and  by  doing  so  it  is  light- 
ing the  fuse  of  a bomb  which,  tomorrow,  is  going 
to  blast  our  medical-economic  structure  sky-high. 
It  is  time  doctors  started  writing  all  health  insurance 
prescriptions. 

True  enough,  doctors  help  write  Blue  Cross-Blue 
Shield’s  contractual  provisions,  which  fact  explains 
why  a Blue  Cross-Blue  Shield  member  can  retain 
his  membership  regardless  of  his  attained  age  and 

*H.R.  5041  (Rhodes  of  Pennsylvania)  and  H.R.  7087 
(Christopher  of  Missouri). 


Edited  by 

RICHARD  J.  ACKART,  M.D. 

regardless  of  his  deterioration  as  a health  “risk”. 
It  e.xplains  not  only  why  a retiree  from  a Blue  Cross- 
Blue  Shield  Group  can  keep  his  Contract  but  also 
why,  upon  the  oldster’s  death,  his  widow  can  in- 
definitely continue  the  Contract  in  her  own  name. 

Also  true  enough,  as  previously  reported  on  this 
page^,  insurance  companies  can  and  sometimes  do 
jjrovide  continuing  coverages.  Unfortunately,  how- 
ever, they  do  not  in  general  make  it  feasible  for  an 
insured  to  carry  his  protection  into  his  oldster  years, 
and  it  is  indeed  a rare  insurance  plan  which  makes 
any  provision  whatsoever  for  a widow. 

Even  under  their  new,  so-called  “comprehensive” 
plans,  as  under  their  other  indemnity  plans,  in- 
surance carriers  leave  inclusion  of  a conversion  priv- 
ilege to  the  discretion  of  their  clients.  Their  clients, 
patently,  are  watching  pennies— not  looking  out  for 
the  future  of  American  medicine.  But  any  group 
prepayment  plan  which  fails  to  provide  for  con- 
tinued coverage  of  persons  who  retire  from  or  other- 
wise leave  the  group  is  creating  medical-economic 
problems,  not  solving  them.  The  same  holds  true 
for  any  individual  prepayment  plan  under  which 
deterioration  of  the  risk  brings  about  cancellation 
of  coverage.  A plan  which  carries  a person  through- 
out his  healthier  and  more  productive  years  and  then 
drops  him  when  he  becomes  a “poor  risk”,  when  he 
can  obtain  no  other  coverage,  and  when  he  is  most 
apt  to  need  prepaid  health  care  services — such  a 
plan  is  selfishly  adding  to  the  problem  of  medical 
indigency.  Unfortunately,  the  socially-oriented  pre- 
payment plans  which  are  trying  to  solve  that  problem 
will  never  be  able  to  pick  up  all  the  deteriorated 
risks  that  are  being  sloughed  off  by  other  plans. 

Providing  for  adequate  health  care  of  all  is  a 
social  or  community  enterprise,  not  a business  enter- 
prise per  se.  But  even  those  health-care  prepay- 
ment plans  that  are  offered  as  a side-line  to  a reg- 
ular insurance  business  can  be  adapted  to  this  funda- 
mental axiom.  If  any  one  commercial  insurance 
carrier  eschews  its  social  responsibilities,  is  unwill- 
ing to  have  its  premium  rates  reflect  the  cost  of 
taking  care  of  .America’s  “oldsters”,  is  unwilling  to 
“force”  employers  and  active  employees  to  absorb 
some  of  the  cost  of  retirees’  care — such  a carrier 
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should  be  black-balled  from  the  health-care  field. 
It  is  of  no  help  at  all;  it  is  a hindrance. 

The  medical  profession  cannot  hope  to  regulate 
the  operations  of  insurance  companies  the  way  it 
controls  Blue  Cross-Blue  Shield,  but  the  medical 
profession  can  officially,  publicly,  and  loudly  “dis- 
approve’’ any  organization  or  company  that  issues 
to  any  person  or  group  a policy  which,  through 
omission  of  proper  and  equitable  conversion  priv- 
ileges, is  adding  to  our  medical-economic  problems 
— on  the  solution  of  which  the  future  of  American 
medicine  depends.  Were  the  profession  to  do  so, 
the  insurance  industry  might  then  incorporate  pro- 
visions for  continued  coverage  in  all  of  its  policies 
and  offer  these  policies  on  a take-it-or-leave-it  basis. 


just  as  the  socially-oriented  plans  are  doing.  Tailor- 
ing a plan  to  suit  a special  group  is  fine,  to  a cer- 
tain extent,  but  no  group  or  no  carrier,  because  of 
medical-economic  myopia,  should  be  permitted  vol- 
untarily to  create  problems  that  voluntary  enterprise 
cannot  solve. 

It  is  expected  that  by  1975,  21,000,000  persons 
in  this  countr}’  will  be  65  or  older^.  It  is  not  just 
a minor  problem,  this  health  insurance  coverage 
for  oldsters,  it  is  one  which  warrants  the  profession’s 
thought — and  action. 

1.  “Prepaid  Medical  Care”,  Virginia  Medical  Monthly, 

April  1957,  P.  198. 

2.  “Medical  Insurance  and  the  Retired  Employee”, 

Management  Record,  Nov.  1956,  P.  386. 


Motive  for  Living 


When  some  centenarian  explains  his  long  life  as 
the  result  of  not  arguing  before  breakfast  or  of 
drinking  a pint  of  com  whiskey  with  lunch,  scien- 
tists listen  with  interest.  They  have  discovered  that 
comments  like  these  fortify  a medical  conviction  that 
sustained  growth  and  vigor  in  old  age  depend  to  a 
large  degree  on  some  positive  motive  for  living. 
Without  motive,  a person  might  be  “old”  at  35, 
with  it  he  might  be  “young”  at  70,  according  to  a 
special  article  on  aging  in  the  July  27th  Journal 
of  the  American  Medical  Association. 

The  population  of  Americans  over  65  is  increas- 
ing at  twice  the  rate  of  the  over-all  population  rise. 
With  the  increase  in  numbers  there  is  developing 
the  problem  of  “how  to  create  a proper  climate  for 
senior  citizens  to  grow  with  their  age  rather  than 
stagnate  in  a tremendously  expensive  wait  for  death,” 
an  accompanying  editorial  said. 

“Since  medical  science  is  largely  responsible  for 
this  increased  longevity,  physicians  everywhere  must 
bear  much  of  the  burden  of  also  prolonging  man’s 
span  of  vigor.  It  is  a mammoth  task,  calling  for 
action  and  planning  in  many  fields  besides  medi- 
cine.” 


The  aged  population  represents  a still-untapped 
source  of  “manpower  and  brainpower  that  can  be 
turned  from  an  economic  liability  into  a total  asset.” 
However,  there  must  be  careful  community  planning 
and  coordination  of  various  agencies  and  facilities. 

The  A.M.A.,  through  its  committee  on  aging, 
soon  will  publish  guides  for  state  and  county  medi- 
cal societies  to  help  them  organize  with  allied 
medical  and  lay  groups  in  meeting  specific  needs 
of  the  aging  in  their  own  areas. 

The  A.M.A.  committee  on  aging  has  agreed  that 
“retirement  should  not  be  based  arbitrarily  on  chron- 
ological age,”  but  that  employment  in  all  age  brack- 
ets should  be  a matter  of  proper  assignment  of 
skills. 

The  committee  is  drafting  a physical  examination 
form  which  will  help  companies  and  physicians 
evaluate  a worker’s  particular  capabilities.  It  is 
also  trying  to  devise  an  A.Q.  (aging  quotient)  test 
based  on  physiological  and  psychological  factors. 
Such  a test  would  help  the  employer  decide  whether 
a man  should  retire  or  be  moved  to  a less  taxing; 
job. 
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Nursing  Needs  in  Virginia’s  State  Men- 
tal Institutions 

The  quality  of  psychiatric  nursing  care  rendered 
to  the  hospitalized  patients  in  our  state  mental 
institutions  is  in  direct  relationship  to  the  number 
of  registered  nurses  employed  in  each  institution. 
Although  there  has  been  an  increase  in  the  number 
of  registered  nurses  employed,  it  is  estimated  that 
three  times  the  present  number  is  needed  if  antici- 
pated goals  of  improved  patient  care  and  rehabili- 
tation are  to  be  reached. 

Number  of  Registered  Nurses  Employed 

(May  31) 
1937  1947  1957 


Eastern  State  Hospital 9 5 21 

Western  State  Hospital 5 7 20 

Southwestern  State  Hospital 2 3 13 

Central  State  Hospital 12  8 25 

Lynchburg  Training  School 

and  Hospital 3 3 31 

Petersburg  Training  School 

and  Hospital — — 3 


31  26  113 

The  registered  nurse  is  the  member  of  the  nurs- 
ing team  who  is  able  to  render  comprehensive  nurs- 
ing care  in  all  fields,  in  addition  to  organizing, 
planning,  and  directing  the  work  of  others.  She 
possesses  the  professional  skills,  techniques,  and 
knowledge  which  enable  her  to  recognize  the  patient’s 
physical,  emotional,  and  spiritual  needs.  Other 
members  of  the  nursing  team  include  the  licensed 
practical  nurses  and  attendants. 

As  of  July  1,  1957,  there  were  53  licensed  practical 
nurses  and  1,788  attendants  employed  in  our  four 
hospitals  and  two  training  schools.  To  insure  the 
safe  practice  of  nursing,  it  is  essential  that  a well 
organized  in-service  educational  program  be  in  effect 
in  each  instituton.  We  feel  that  there  should  be 
four  types  of  programs — Orientation  Program,  Skill 
Training  Program,  Continuing  Education  Program, 

Margaret  Cavey,  Director  Psychiatric  Nursing  Educa- 
tion, Department  of  Mental  Hygiene  and  Hospitals. 

Approved  for  publication  by  Commissioner,  Department 
Mental  Hygiene  and  Hospitals. 


and  Leadership  and  Management  Development  Pro- 
gram. Briefly,  the  Orientation  Program  is  focused 
on  assisting  the  employee  to  adjust  to  a new  situation 
— hospital,  department,  or  unit,  while  the  Skill 
Training  Program  will  provide  the  employee  with 
the  skills,  techniques,  and  attitudes  which  will  per- 
mit her  to  function  as  a member  of  the  nursing  serv- 
ice in  a psychiatric  setting. 

One  cannot  review  the  literature  in  the  field  of 
psychiatry  for  the  past  ten  years  without  realizing 
the  changes  in  philosophy  and  treatment  which  have 
occurred.  Such  a program  as  the  Continuing  Edu- 
cation Program  enables  the  employee  to  keep  abreast 
with  current  trends  in  psychiatric  nursing.  Serious 
consideration  must  be  given  to  developing  our  po- 
tentional  leaders  within  each  institution.  Programs 
in  Leadership  and  Management  Developing  prepare 
the  employee  for  increasing  responsibilities.  Par- 
ticipants in  such  a program  should  include  head 
nurses,  nurse  supervisors,  attendant  supervisors,  and 
charge  attendants. 

Although  one  nurse  instructor  in  each  institution 
is  conducting  the  educational  program,  she  is  limited 
in  her  work  because  of  the  broad  scope  of  her  teach- 
ing responsibility.  Needless  to  say,  additional  nurses 
are  needed  in  each  institution  to  conduct  all  of  the 
above  mentioned  programs,  in  addition  to  more 
attendants  to  provide  adequate  staffing  while  other 
employees  are  participating  in  these  programs. 

Not  only  must  we  have  adequate  numbers  of 
employees,  but  there  must  be  a constant  evaluation 
of  the  performance  of  each  employee  in  terms  of 
function  and  proper  utilization.  Adequate  super- 
vision on  all  tours  of  duty — day,  afternoon,  and  night 
— is  imperative;  yet  in  some  institutions,  supervision 
during  the  afternoon  and  night  tour  of  duty  is  very 
limited. 

In  recent  years  the  administration  of  the  tran- 
quilizing  drugs  to  patients  has  become  a major  and 
time-consuming  procedure.  There  are  approximately 
one-third  of  the  patients  in  the  four  mental  hospitals 
on  drug  therapy.  For  example,  on  a ward  of  103 
patients  at  Central  State  Hospital,  90  doses  are 
administered  by  the  nurses  or  the  attendants  in  a 
twenty-four  hour  period.  With  such  a heavy  work 
assignment,  ver}'  little  time  can  be  spent  by  the 


VoL.  84,  September,  1957 


467 


attendant  in  interacting  with  patients.  This  should 
be  an  important  phase  of  psychiatric  nursing.  It  is 
estimated  that  twice  tlie  present  number  of  attendants 
is  needed. 

There  is  a need  for  a Mental  Health  Nurse  Con- 
sultant on  a state  level  who  would  work  with  medi- 
cal, nursing,  and  other  professional  personnel  in 


planning  the  total  program  for  mental  health  nurs- 
ing services.  She  would  also  serve  as  consultant  to 
local  health  departments  and  staff  personnel  in  gen- 
eral hospitals  on  matters  pertaining  to  mental  health 
nursing,  as  well  as  stimulate  interest  in  nursing 
education  in  mental  health  on  the  basic  and  gradu- 
ate level. 


Early  Rehabilitation 


Early  rehabilitation  training  after  a spinal  cord 
injur}’  reduces  the  cost  and  length  of  training  and  the 
dangers  of  other  physical  complications.  In  addi- 
tion, rehabilitation  helps  patients  become  indepen- 
dent in  movement  and  self-care,  thus  allowing  them 
to  “live  their  lives  with  greater  dignity  and  deeper 
satisfaction,”  according  to  an  article  in  the  August 
v3rd  Journal  of  the  American  Medical  Association. 

It  is  pointed  out  that  the  problem  of  spinal  cord 
injury  and  paralysis  has  largely  been  identified 
with  war  injuries,  because  of  publicity  given  to 
rehabilitation  technicjues  developed  during  World 
War  II.  However,  “it  is  not  generally  appreciated” 
that  during  World  War  II  only  2,500  such  casual- 
ties occurred  among  .American  troops,  while  15,000 
such  disabilities  occurred  among  civilians.  Since 
the  end  of  the  w’ar,  attention  has  been  focused  on 
the  ])rol)lem  among  civilians,  and  specialized  centers 
for  rehabilitation  are  growing,  although  not  nearly 
rapidly  enough. 

.All  ])aralyzed  patients  face  the  probability  of 
many  {)hysical  complications  occurring.  Prolonged 
bedrest  app>ears  to  increase  the  chances  of  such  uro- 
logic,  neurological,  and  orthopedic  complications. 
The  earlier  rehabilitation  is  started,  the  less  the  dan- 
ger of  these.  In  addition,  the  period  of  rehabilitation 
is  shortened,  because  fewer  surgical  and  medical 
correction  are  needed.  In  turn,  the  cost  of  training 
is  reduced.  More  important,  the  rehabilitation  train- 
ing helps  these  paralyzed  patients  in  their  psycho- 
logical adjustments. 

Thirty-one  patients  paralyzed  by  spinal  cord  in- 
juries were  treated  at  the  Institute  of  Physical  Medi- 
cine and  Rehabilitation  of  the  New  York  University- 
Eellevue  Medical  Center.  For  the  20  patients  with 
complications,  the  length  of  training  averaged  30 
days  longer  than  for  those  without  complications 


because  of  time  spent  on  surgical  and  medical  care. 
The  average  cost  for  those  needing  treatment  for 
com])lications  was  $1,467.28,  as  compared  with 
$1,794.46  for  those  requiring  only  rehabilitation 
training. 

The  patients  were  sent  to  New  York  by  the  Divi- 
sion of  Vocational  Rehabilitation  of  the  Department 
of  Education  of  Georgia.  The  26  men  and  five 
women  ranged  in  age  from  18  to  46  years  and  the 
duration  of  their  illnesses  ranged  from  less  than  one 
year  to  more  than  10  years.  Their  spinal  cord  in- 
juries and  paralysis  resulted  from  auto,  diving  and 
hunting  accidents,  blows  from  moving  objects,  falls 
and  gunshot  wounds. 

At  the  time  of  admission,  22  were  incapable  of 
any  type  of  ambulation  and  10  were  bed  patients. 
At  discharge  27  had  some  degree  of  proficiency 
in  walking  with  braces  and  crutches,  and  24  were 
able  to  get  in  and  out  of  a car  unassisted. 

A one-year  follow-up  showed  that  most  of  these 
patients  had  maintained,  or  improved,  their  ambula- 
tion skills,  and  that  42  per  cent  had  returned  to 
work  and  32  per  cent  were  in  training.  This  is  in 
contrast  to  the  22  per  cent  who  were  employed  and 
78  per  cent  who  were  economically  dependent  before 
training. 

Nearly  all  the  patients  felt  they  had  made  a 
“good”  or  “very  good”  psychological  adjustment, 
even  in  the  face  of  continuing  physical  complications, 
lack  of  emplo}Tnent  and  lack  of  educational  back- 
ground. The  doctors  attributed  this  to  the  fact  that 
these  people  had  gained  some  measure  of  inde- 
pendence in  self-care  and  movement,  which  brought 
with  it  gains  in  “dignity  and  psychological  health.” 

The  authors  are  Drs.  S.  Harry  Berns,  Edward 
W.  Lowman,  Howard  A.  Rusk  and  Donald  A. 
Covalt  of  the  New  York  University-Bellevue  Medi- 
cal Center. 
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PROGRAM 

110th  MEETING 
The  Medical  Society  of  Virginia 


Hotel  Shoreham 
Washington,  d.  c. 
October  27-30 


PRELIMINARY  PROGRAM 

llOxH  Meeting 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Hotel  Shoreham 
Washington,  D.  C. 

October  27,  28,  29  and  30,  1957 


Sunday,  October  27 
1:00  P.M. 

COUNCIL 
North  Room 


7:00  P.M. 

House  of  Delegates — Dinner  Meeting 
West  Ballroom 


Monday  Morning,  October  28 
9:00  A.M. 

Section  A — West  Ballroom 

James  D.  Hagood,  M.D.,  Clover,  Presiding 

9:00  A.M. — Welcome  and  Preliminart'  Announce- 
ments— Presiding  Officer 

9:05  A.M. — -The  Development  of  Gener.al 
Medical  Services  for  the  Indigent — R.  W. 
Jessee,  M.D.,  Lebanon 

This  paper  outlines  a program  designed  by  local 
practicing  physicians,  the  Health  Department  and  De- 
partment of  Public  Welfare  to  provide  general  medical 
services  to  public  assistance  recipients  in  a rural  area. 

9:25  A.M. — Clinical  Studies  with  Dextrotest 
— .A.  Simplified  Blood  Sugar  Test — James  M. 
Moss,  M.D.,  Alexandria 

A new  method  of  blood  sugar  determination,  that 
can  be  carried  out  at  the  bedside  in  less  than  5 
minutes,  is  presented.  The  test  is  based  upon  the  re- 
duction of  copper  by  the,glucose  contained  in  the  con- 
centrated deproteinized  filtrate  of  venous  blood.  The 
author  has  used  this  test  over  2,000  times. 

9:45  A.M. — Renal  Complications  in  Gout — 
John  J.  Kelly,  III,  M.D.,  Richmond 

Eleven  of  ninety  consecutive  cases  of  gout  have 
been  found  to  have  significant  renal  abnormalities.  The 
mechanisms  for  some  of  these  are  at  present  incom- 
pletely understood  and  require  further  study.  The 
need  for  effective  gout  management  in  their  control 
is  discussed  and  emphasized. 

10:05  A.M. — Therapy  for  Suicidal  Patients — ■ 
William  F.  Gibbs,  M.D.,  Norfolk 


Theories  of  suicidal  attempts — extent  of  symptoms. 
Prediction  of  attempts.  Consistent  problem  of  re- 
activation of  suicidal  wishes  necessitates  control  of 
environmental  as  well  as  personal  problems.  Useful 
psychotherapeutic  measures,  drugs,  timing  of  referral 
to  psychiatrist  and  hospital. 

10:25  A.M. 

Recess  to  visit  Exhibits 

11 :00  A.M. — Whiplash  Injury  of  the  Cervical 
Spine — John  S.  Thiemeyer,  Jr.,  M.D.,  Norfolk 

“Whiplash”  injury  seems  to  be  the  modern  day 
successor  of  the  “Railroad  Spine”  of  the  early  1900’s 
and  like  its  ancestor  is  closely  related  to  the  litigation 
aspect  of  medicine.  A series  of  123  neck  injuries  seen 
in  1956  is  reviewed  as  regards  pathology  and  rela- 
tionship to  medicolegal  aspects. 

11:20  .A.M. — Electrolyte  Problems  in  Conges- 
tive Heart  Failure — Julian  R.  Beckwith,  M.D., 
Emery  Ward,  M.D.,  Nuzhet  Atuk,  M.D.,  and  J. 
Edwin  Wood,  Jr.,  M.D.,  Charlottesville 

brief  resume  of  the  pathological  physiology  of 
heart  failure  will  be  presented  and  the  electrolyte 
changes  which  result  from  heart  failure  per  se  will  be 
reviewed.  The  abnormalities  which  may  occur  as  the 
result  of  vigorous  therapy,  including  their  diagnosis 
and  management,  will  be  presented.  The  discussion 
will  be  illustrated  with  slides  and  case  reports. 

11:40  A.M. — .A  Clinical  Analysis  of  50  Pa- 
tients WITH  .Aplastic  Anemlv — Daniel  N. 
Mohler,  M.D.,  Harry  R.  A'ates,  Jr.,  M.D.,  and 
Byrd  S.  Leavell,  M.D.,  Charlottesville 

The  incidence,  physical  findings,  hematological  find- 
ings, treatment,  remission  rate,  prognosis,  and  cause  of 
death  in  50  patients  with  aplastic  anemia  are  pre- 
sented. 

Section  B — Terrace  Banquet  Room 

Reverdy  H.  Jones,  Jr.,  M.D.,  Roanoke,  Presid- 
ing 

9:00  .A.M. — Welcome  and  Preliminary  Announce- 
ments— Presiding  Officer 


VoL.  84,  September,  1957 


471 


9:05  A.M. — Hypothyroidism  without  Myxe- 
dema— -Leslie  W.  Rose,  Jr.,  M.D.,  Richmond 

For  each  patient  showing  the  gross  changes  of 
myxedema,  there  are  probably  100  hypothyroid  patients 
without  myxedema.  The  varied  symptoms  of  hypo- 
thyroidism are  none-the-less  disturbing  to  those  pa- 
tients— and  diagnosis  is  often  delayed  or  not  made 
at  all  due  to  the  absence  of  the  classical  physical  signs 
of  myxedema.  The  symptomatology  of  the  milder 
hypothyroid  state  is  presented  with  aids  for  recogni- 
tion and  confirmatory  diagnosis  of  this  fairly  prevalent 
disorder. 

9:25  A.M. — Esoph.ageal  Heatus  Hernea — Frank 
Philip  Coleman,  M.D.,  and  Antonio  P.  Tirone, 
M.D.,  Richmond 

Awareness  of  the  frequency  and  protean  behavior 
of  hiatus  hernia  is  necessary  to  the  proper  interpre- 
tation of  retrosternal  and  upper  gastro-intestinal 
symptoms.  Evaluation  of  etiology,  pathology,  mecha- 
nism of  symptoms,  symptom  complexes,  complications, 
and  treatment  of  305  patients  with  hiatus  hernia  form 
the  basis  of  this  report. 

9:45  A.M. — A Ye.ar’s  Experience  with  a Co*^ 
R.adeation  Therapy  Unit— George  Cooper,  Jr., 
M.D.,  Charlottesville 

Operation  of  a Co®®  unit  was  commenced  on  July 
1,  1956.  The  patients  treated  during  the  first  year  will 
be  reviewed  and  compared  with  a similar  group  treated 
with  250  K V x-ray  therapy. 

10:05  A.M. — The  Treatment  of  Metastatic 
C.ARCiNOM.A — Charles  S.  White,  M.D.,  Washing- 
ton, D.  C. 

The  medical  and  surgical  treatment  of  metastatic 
cancer  is  discussed.  The  pros  and  cons  of  telling  the 
patient  the  hopelessness  of  his  disease  are  presented, 
and  the  various  agents  that  we  have  utilized,  including 
x-ray,  surgical  castration,  and  local  and  parenteral 
use  of  Thiotepa,  are  described.  Three  cases  of  meta- 
static carcinoma  in  which  good  results  with  a satis- 
factory degree  of  salvage  are  presented  as  examples 
that  all  cases  of  this  type  are  not  hopeless. 

10:25  A.M. 

Recess  to  visit  Exhibits 

11 :00  A.M. — The  Pros  .and  Cons  of  Prophyeac- 
Tic  -Anticoagulant  Therapy  Folloaving  AIyo- 
cardial  Inf.arctions — James  B.  Twyman,  M.D., 
Charlottesville 

This  mode  of  therapy  is  discussed  under  three  head- 
ings: (1)  The  life  expectancy  in  the  treated  and  the 
untreated  cases;  (2)  The  incidence  of  recurrent  coro- 
nary occlusion  and/or  thrombo-embolic  disease  in  each 
group;  (3)  The  hazards  and  drawbacks  of  long  term 
anticoagulant  treatment.  Slides  are  employed  to  illus- 
trate these  three  topics. 


11:20  .A.M. — Clinical  Experiences  with  the 
Anticoagulant,  Warfarin  Sodium  (“Couma- 
din”)— Reno  R.  Porter,  M.D.,  David  Richard- 
son, M.D.,  and  H.  Page  Mauck,  Jr.,  M.D.,  Rich- 
mond 

This  is  a report  on  the  use  of  Warfarin  sodium 
(“Coumadin”)  as  an  anticoagulant.  This  drug,  which 
can  be  given  orally  or  intravenously,  lowers  the  pro- 
thrombin activity  to  therapeutic  ranges  within  one  to 
two  days,  with  the  effect  persisting  for  several  days. 
Compared  with  Dicumarol,  the  more  commonly  used 
anticoagulant,  Coumadin  is  more  rapid  in  the  onset 
of  therapeutic  effects,  has  a more  predictable  dosage, 
and  control  of  prothrombin  activity  is  easier  to  attain. 

11:40  A.M. — Anticoagulants,  Theoretical 

Considerations  and  Laboratory  Control — 

Henry  G.  Kupfer,  M.D.,  Richmond 

Recent  advances  in  the  knowledge  of  influence  of 
anticoagulants  on  the  clotting  mechanism  are  presented. 
Factors  influenced  by  Dicumarol  and  by  Heparin  are 
discussed.  Methods  of  their  evaluation,  preferable  to 
“prothrombin  time”,  are  given;  pitfalls  and  improve- 
ments of  “clotting  time”  are  pointed  out.  Vitamin 
Kj  and  K3  differ  greatly  in  mode  of  absorption  and 
should  be  selected  on  this  basis. 

Monday  Afternoon,  October  28 
2:30  P.M. 

General  Session — West  Ballroom 

Ira  L.  Hancock,  M.D.,  Creeds,  Presiding 

2:30  P.M. — Guest  Speaker — John  H.  Talbott, 
M.D.,  Professor  of  Medicine,  University  of  Buf- 
falo, New  A'ork — Diagnosis  and  Treatment  of 
Gout  and  Gouty  Arthritis 

3:15  P.M. — Guest  Speaker — Colonel  Thomas  W. 
Mattingly,  AI.C.,  Chief,  Cardiovascular  Service, 
Walter  Reed  General  Hospital,  Washington,  D. 
C.— Cardiovascular  Manifestation  of  Tu- 
mors OF  the  Adrenal  Gland 

4:00  P.M. — Guest  Speaker — Owen  Gwathmey, 
IM.D.,  Department  of  Surger>%  George  Washing- 
ton University,  Washington,  D.C. — Blebs  and 
Bullae 

5 :00  P.M.— Annual  Meeting  of  Virginia  Medical 
Service  Association 

Monday  Evening,  October  28 
8:30  P.M. 

West  Ballroom 

Call  to  Order — J.  R.  B.  Hutchinson,  M.D.,  .\rling- 
ton.  Chairman,  Committee  on  Arrangements 
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Invocation 

Awarding  of  Certificates  to  Members  of  “Fifty  Year 
Club” 

Memorial  Observance — A.  P.  Jones,  M.D.,  Roanoke, 
Chairman,  Membership  Committee 

Address  by  President — James  D.  Hagood,  M.D., 
Clover 

Address  by  Joseph  C.  Robert,  President,  Hampden- 
Sydney  College,  Hampden-Sydney,  Virginia 

Tuesday  Morning,  October  29 
9:00  A.M. 

Section  A — West  Ballroom 

J.  P.  Sutherland,  M.D.,  Harman,  Presiding 

9:00  A.M. — Atherosclerotic  Disease  or  the 
Abdominal  Aorta  and  Iliac  Arteries — Eu- 
gene L.  Lowenberg,  M.D.,  Norfolk 

Atherosclerotic  disease  may  manifest  itself  as:  (1) 
A partial  stenosis  of  the  aorta  or  iliac  arteries;  (2)  a 
segmental  occlusion  of  the  iliac  vessels;  (3)  classic 
Leriche’s  syndrome.  Lantern  slides  illustrating  the 
pathology  and  treatment  of  the  disease  will  be  shown. 
A 24  case  series  will  be  presented. 

9:20  A.M. — Gonadal  Dysgenesis — Guy  HoIIi- 
field,  M.D.,  K.  R.  Crispell,  M.D.,  William  Par- 
son, M.D.,  and  W.  N.  Thornton,  Jr.,  M.D., 
Charlottesville 

A clinical  and  laboratory  description  of  thirteen 
“apparent”  females  with  evidence  of  primary  gonadal 
dysgenesis  will  be  presented  with  comments  on  theories 
of  sex  differentiation  in  the  human. 

9:40  A.M. — Experience  in  the  Treatment  of 
Severe  Hypertension  with  Mecamylamine 
(Inversine) — H.  Page  Mauck,  Jr.,  M.D.,  Allan 
M.  Unger,  M.D.,  and  Reno  Porter,  M.D.,  Rich- 
mond 

Observations  have  been  made  in  fourteen  patients 
with  severe  hypertension  treated  with  Mecamylamine 
and  reserpine.  Postural  hypotensive  effect  was  pro- 
duced early  in  treatment  but  tended  to  disappear.  Side 
effects  were  frequent  and  the  results  were  poor. 

10:00  A.M. — The  Treatment  or  Asthmatic 
Bronchitis  Including  Use  of  Steroids  and 
Antibiotics — J.  Warrick  Thomas,  M.D.,  Nancy 
B.  King,  M.D.,  and  Marion  W.  Fisher,  M.D., 
Richmond 

The  authors  review  a group  of  six  children  with 
ages  varying  from  one  to  eight  years  having  bron- 
chial asthma  complicated  by  infections,  asthmatic 
bronchitis  or  recurrent  attacks  of  asthma.  These  pa- 
tients were  treated  with  steroid  and  antibiotic  therapy. 


10:20  A.M. — The  Present  Day  Treatment  of 
Tuberculosis  in  Childhood — Edwin  L.  Ken- 
dig,  Jr.,  M.D.,  Richmond 

The  treatment  of  primary  tuberculosis  and  its  com- 
plications has  probably  undergone  as  much  change  as 
the  treatment  of  any  other  disease  and  it  is  still 
changing.  Present  day  treatment  of  uncomplicated 
primary  tuberculosis  and  the  so-called  “progressive 
primary”  disease  will  be  discussed. 

10:40  A.M. 

Recess  to  visit  Exhibits 

11:00  A.M. — Asymptomatic  Cancer  of  the  Lung 
— Thomas  N.  P.  Johns,  M.D.,  and  Louis  B. 
Massad,  Richmond 

In  lung  cancer,  curability  is  governed  less  by  early 
diagnosis  than  by  the  biological  characteristics  of  the 
tumor.  Advanced  cancer  is  described  in  patients  with 
no  symptoms.  Radical  surgery  is  occasionally  indi- 
cated, but  more  conservative  therapy  is  preferable  in 
most  pulmonary  cancer. 

11:20  A.M. — Review  of  Gastrectomies  in  a One 
Hundred  and  Seventy-P'ive  Bed  Community 
Hospital — Williams  M.  Delaney,  M.D.,  and 
Fernando  Grotte,  M.D.,  Alexandria 

A statistical  review  of  gastrectomies  in  a one  hun- 
dred and  seventy-five  bed  community  hospital  evalu- 
ating the  results  with  those  obtained  in  larger  hospitals 
and  teaching  institutions. 

11:40  A.M. — An  Aggressive  Attack  on  Head  and 
Neck  Cancer — C.  C.  Coleman,  Jr.,  M.D.,  Char- 
lottesville 

The  purpose  of  this  presentation  is  to  point  out  the 
methods  of  reconstructing  large  defects  of  the  head 
and  neck  following  an  aggressive  attack  for  cancer. 
Adequate  surgery  for  carcinoma  of  the  head  and  neck 
often  results  in  severe  deformities.  Various  methods 
used  in  head  and  neck  reconstruction  will  be  described 
and  illustrated  by  the  use  of  kodachrome  transparencies. 

Section  B — Terrace  Banquet  Room 

Obstetrical  and  Gynecological  Symposium 

9:15  A.M. — The  Diagnosis  and  Treatment  of 
Ectopic  Pregnancies — H.  Hudnall  Ware,  M.D., 
Richmond 

9:30  A.M. — Indications  for  Hysterectomy— 
John  M.  Nokes,  IM.D.,  Charlottesville 

10:30  A.IM. — Guest  Speaker — Paul  O.  Klingen- 
smith,  M.D.,  Associate  Professor  of  Obstetrics 
and  Gynecology,  University  of  Pennsylvania  Hos- 
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pital,  Pennsylvania — The  Diagnosis  and  Man- 
agement OF  Fetal  Distress 

1 1 :00  A.M. — Panel — Discussion  of  Selected  Ma- 
ternal Deaths  Occurring  in  Virginla  in 
1956 

Tuesday  Afternoon,  October  29 
2:30  P.M. 

General  Session — Terrace  Banquet  Room 

Fletcher  D.  Woodward,  M.D.,  Charlottesville, 
Presiding 

Panel — Prevention  of  Automobile  Injuries 
AND  Deaths 

2 :30  P.M. — General  Meeting  Aspects — Dr. 
\\'oodward 

2:50  P.M. — Guest  Speaker — R.  Arnold  Griswold, 
M.D.,  IMember,  Sub-Committee  on  Engineering 
.\spects  of  Automobile  Injuries  and  Deaths; 
Member  of  Committee  on  Trauma  of  the  Ameri- 
can College  of  Surgeons,  Louisville,  Kentucky — 
Injury  Prevention  Aspects 

3:10  P.M. — Motion  Picture  “On  Imp.act’’ — Ford 
Motor  Company,  Detroit,  ^Michigan.  Sponsored 
by  the  American  Medical  Association 

3:30  P.M. — Guest  Speaker — Honorable  Kenneth 
A.  Roberts,  Alabama,  Congress  of  the  United 
States;  Chairman,  Special  Committee  on  Traffic 
Safety,  House  of  Representatives,  Washington, 
D.  C. — Legislathe  Aspects 

3:50  P.2^I. — Charles  J.  Frankel,  M.D.,  Charlottes- 
ville— I.EGAL  Aspects 

4:10  P.M. — Guest  Speaker — John  J.  Agnew,  Dep- 
uty Chief-in-Charge  of  Traffic,  Metropolitan  Po- 
lice Department,  Washington,  D.  C. — Police 

.\SPECTS 

4:30  P.M. — General  Discussion 


The  House  of  Delegates  will  meet  in  the 
Club  Room  at  4:00  P.M. 


6:00  P.M. 

Cocktail  Party — Lower  Main  Lobby 


7:00  P.M. 

Banquet  and  Entertainment 
Terrace  Banquet  Room 

Installation  of  Harry  C.  Bates,  Jr.,  2^1. D., 
as  President 

Wednesday  Morning,  October  30 
9:00  A.M. 

General  Session — West  Ballroom 

Reverdy  H.  Jones,  Jr.,  M.D.,  Roanoke,  Presiding 

9:00  A.M. — Panel — Religion  and  Medicine 
Guest  Speaker — The  Reverend  Thomas  J.  O'Don- 
nell, S.  J.,  Regent  and  Dean  of  Students, 
Georgetown  Medical  School,  Washington,  D.  C. 
Guest  Speaker — The  Reverend  Albert  T.  Molle- 
gen.  Professor  of  New  Testament  Language 
and  Literature,  Virginia  Theological  Seminary, 
Alexandria 

Guest  Speaker — Rabbi  Emmett  A.  Frank,  Beth 
El  Hebrew  Congregation  of  Northern  Vir- 
ginia, Alexandria 

10:00  A.ISI. — Guest  Speaker — Leo  H.  Bartemeier, 
M.D.,  Chairman,  Council  on  Mental  Health, 
American  Medical  Association,  Baltimore,  Mary  - 
land— Specific  Suggestions  for  the  C.are  of 
Patients  Suffering  from  Emotional  Disor- 
ders 

10:30  A.M. 

Recess  to  visit  Exhibits 

11:00  A.M. — Clinic.al  Pathologic.al  Confer- 
ence— Richard  E.  Palmer,  M.D.,  Alexandria — 
Moderator 


IMPORTANT  ANNOUNCEMENT 

Papers  to  be  presented  on  the  Scientific  Pro- 
gram will  be  limited  to  fifteen  minutes.  Discus- 
sion, time  p>ermitting,  will  be  restricted  to  five 
minutes.  It  is  requested  that  no  one  discuss  the 
same  paper  more  than  once. 

All  papers  are  the  property  of  The  Medical 
Society  of  Virginia  and  following  presentation 
should  be  handed  the  presiding  officer. 
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TECHNICAL  EXHIBITS 


Technical  Exhibits  will  be  in  the  Ballroom  and  on 
Birdcage  Walk.  The  following  is  a list  of  these  exhibits 
with  a brief  description: 

Booth  No.  1 
A.  S.  Aloe  Company 
Washington,  D.  C. 

“One  complete  source  for  the  Doctor  and  Hospital.” 

Be  sure  to  visit  our  booth  and  see  the  latest  in  doctors’ 
examining  furniture,  surgical  supplies,  electrical  medicine 
equipment,  and  for  the  laboratory. 

Booth  No.  2 

McLain  Surgical  Supply  of  Virginia 
Charlottesville,  Virginia 

Booth  No.  3 

Physicians  Products  Company 
Petersburg,  Virginia 

We  are  extending  you  an  official  invitation  to  visit  the 
Physicians  Products  Company.  You  will  find  in  attend- 
ance there  F.  A.  “Dick”  Frayser,  Jr.,  Craig  Parsons,  and 
W.  C.  Comstock.  They  will  be  glad  to  supply  you  with 
such  data  and  supplies  as  you  may  desire,  relative  to  our 
products. 

Booth  No.  4 
The  Stuart  Company 
Chicago,  Illinois 

The  Stuart  Company  invites  all  physicians  attending 
The  Medical  Society  of  Virginia  meeting  to  visit  our 
booth.  Our  representatives  will  be  glad  to  answer  any 
of  your  questions  on  our  products. 

Booth  No.  5 

The  Baker  Laboratories 
Cleveland,  Ohio 

You  are  invited  to  visit  our  booth  where  Baker’s  Modi- 
fied Milk  and  Varamel,  two  successful  products  for  infant 
feeding,  are  on  display. 

Baker  representatives  will  be  glad  to  discuss  with  you 
the  special  features  of  Baker  Milk  products  which  pro- 
mote better  tolerance,  less  colic,  better  gain  and  im.proved 
tissue  turgor  for  bottle-fed  infants. 

Booth  No.  6 

Sandoz  Pharmaceuticals 
Hanover,  New  Jersey 

Booth  No.  7 

J.  B.  Roerig  and  Company 
Chicago,  Illinois 

J.  B.  Roerig  and  Company  will  feature  ATARAX,  the 
new  “Peace  of  Mind”  drug.  It’s  an  all  new  chemical  and 
is  specially  indicated  for  the  “more  normal”  person,  to 
bring  relief  from  the  common  everyday  tensions  and 


anxieties.  Co-featured  with  ATARAX  will  be  BONA- 
DOXIN,  the  anti-emetic  for  relief  of  the  nausea  and 
vomiting  of  pregnancy;  also  effective  in  postanesthetic 
nausea  and  postradiation  sickness.  Literature  and  samples 
available  to  physicians  at  the  booth  which  you  and  your 
friends  are  cordially  invited  to  visit. 

Booth  No.  8 

Desitin  Chemical  Company 
Providence,  Rhode  Island 

DESITIN  OINTMENT — the  pioneer  cod  liver  oil  oint- 
ment for  the  treatment  of  burns,  ulcers,  wounds,  diaper 
rash.  DESITIN  POWDER — pioneer  cod  liver  oil  dusting 
powder  for  the  treatment  of  intertrigo,  diaper  rash, 
exanthema,  abrasions,  etc.  DESITIN  HEMORRHOID.AL 
SUPPOSITORIES — relieve  pain  and  itching,  promote 
healing,  give  comfort  in  uncomplicated  hemorrhoids,  fis- 
sues.  Contain  no  anesthetic  or  styptics.  RECTAL  DESITIN 
OINTMENT — for  effective  relief  in  simple  hemorrhoids, 
pruritus  and  fissures.  No  anesthetics.  DESITIN  LOTION 
— soothing,  protective,  mildly  astringent  for  the  treatment 
of  pruritus,  poison  ivy  and  non-specific  dermatitis.  DESI- 
TIN COSMETIC  & NURSERY  SOAP— supermild,  non- 
allergenic,  pleasantly  scented,  deodorant. 

Booth  No.  9 

Medco  Products  Company 
Philadelphia,  Pennsylvania 

The  manufacturers  of  the  very  popular  Medcolator 
present  the  new  three-way  MEDCO-SONLATOR  which 
combines  the  benefits  of  neuromuscular  stimulation  (as 
produced  by  the  Medcolator)  plus  the  advantages  of  ul- 
trasonic therapy,  all  in  one  compact  unit.  Electrical 
muscle  stimulation  and  ultrasound  may  be  produced  simul- 
taneously (or  separately)  through  a patented  three-way 
applicator  or  transducer.  Better  results  in  treating  many 
conditions  may  be  expected  from  this  combined  unit. 

Booth  No.  11 
Hoffman-La  Roche 
Nutley,  New  Jersey 

GANTRIMYCIN  combines  333  mg.  Gantrisin  with  75 
mg.  oleandomycin  for  use  in  a wide  variety  of  bacterial 
infections.  Oleandomycin  is  a new  antibiotic  principally 
active  against  gram-positive  microorganisms.  It  does  not 
display  cross  resistance  with  most  other  antibiotics. 
Gantrisin  is  effective  against  both  gram-positive  and 
gram-negative  pathogens.  It  is  soluble  in  acid  urine.  No 
alkalization  or  forcing  of  fluids  is  needed. 

LIPO  GANTRISIN — usually  provides  therapeutic  anti- 
bacterial blood  levels  for  12  hours  with  a single  dose. 
Just  two  doses  a day  are  adequate  in  most  infections. 
Each  teaspoonful  of  Lipo  Gantrisin  contains  one  gram 
Gantrisin  Acetyl,  twice  the  concentration  of  most  aqueous 
sulfonamide  suspensions.  Useful  in  respiratory,  localized, 
systemic,  and  urinary  tract  infections,  when  due  to  sus- 
ceptible microorganisms. 
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Booth  No.  12 

R.  J.  Reynolds  Tobacco  Company 
Winston-Salem,  North  Carolina 

Welcome  to  the  R-  J-  Reynolds  Tobacco  Company  Ex- 
hibit! You  are  cordially  invited  to  receive  a cigarette 
case  (monogrammed  with  your  initials)  containing  your 
choice  of  CAMEL,  WINSTON  Filter,  Menthol  Fresh 
SALEM,  or  CAVALIER  King  Size  Cigarettes. 

Booth  No.  13 

Burroughs  Wellcome  & Company 
Tuckahoe,  New  York 

The  extensive  research  facilities  of  “B.  W.  & Co.”,  both 
here  and  in  other  countries,  are  directed  to  the  develop- 
ment of  improved  therapeutic  agents  and  techniques. 
Also  much  basic  theoretical  work  in  our  laboratories  and 
in  cooperation  with  internationally  known  institutions  is 
contributing  to  the  reservoir  of  fundamental  medical 
knowledge. 

Through  such  research  ‘‘B.  W.  & Co.”  has  made  notable 
advances  related  to  leukemia,  malaria,  diabetes,  and 
diseases  of  the  autonomic  nervous  system ; and  to  anti- 
biotic, muscle-relaxant,  antihistaminic,  and  antinauseant 
drugs. 

An  informed  staff  at  our  booth  will  welcome  the  op- 
portunity to  discuss  our  products  and  latest  developments 
with  you. 

Booth  No.  14 

The  S.  E.  Massengill  Company 
Bristol,  Tennessee 

Products  being  featured:  Andrenosem  Salicylate  (the 
unique  systemic  hemostat),  Homagenets  (the  only  ho- 
mogenized vitamins  in  solid  form),  Salcort  (a  safe  ef- 
fective anti-arthritic),  Massengill  Powder  and  Saferon 
(the  peptonized  iron). 

Booth  No.  15 

Knoll  Pharmaceutical  Company 
Orange,  New  Jersey 

Oral  METRAZOL  is  indicated  for  the  aged  patient 
where  senile  confusion,  convalescence  or  fatigue  are 
present.  Recent  information  concerning  the  use  of 
METR.AZOL  and  its  position  as  a therapeutic  agent  in 
the  field  of  Geriatrics  is  available  for  your  information. 

Information  is  also  available  concerning  the  use  of 
DILAUDID,  QUADRINAL,  TENSODIN  and  the  other 
preparations  of  our  manufacture. 

Booth  No.  16 

The  Wm.  S.  Merrell  Company 
Cincinnati,  Ohio 

BENDECTIN,  a new  and  exceptionally  effective  anti- 
nauseant; and  TACE,  the  “treatment  of  choice”  for  sup- 
pression of  lactation  will  be  featured.  You  are  invited 
to  discuss  these  and  other  .Merrell  research  products  with 
our  representatives. 

Booth  No.  17 

The  Coca-Cola  Company 
New  York,  New  York 


Ice  cold  Coca-Cola  served  through  the  cooperation  and 
courtesy  of  the  Coca-Cola  Bottling  Works  of  Silver 
Spring,  Maryland,  and  The  Coca-Cola  Company. 

Booth  No.  18 

Parke,  Davis  and  Company 
Detroit,  Michigan 

Medical  service  members  of  our  staff  will  be  in  at- 
tendance at  our  exhibit  for  consultation  and  discussion 
of  various  products  of  particular  interest  to  members  of 
the  Society.  Important  specialties  such  as  Penicillin  S-R, 
Benadryl,  Chloromycetin,  Ambodryl,  Dilantin  Suspension, 
V'itamins,  Oxycel,  Milontin,  Eldec,  Amphedase,  Thrombin 
Topical,  etc.,  will  be  featured.  You  are  cordially  invited 
to  visit  our  exhibit. 

Booth  No.  19 
Ross  Laboratories 
Columbus,  Ohio 

CURRENT  CONCEPTS  IN  INFANT  FEEDING, 
stressing  the  critical  aspects  of  preventive  care.  Your 
Similac  Representative  will  be  happy  to  discuss  to  the 
role  of  physiologic  feeding  in  providing  good  growth, 
sound  development,  and  optimum  clinical  benefits.  Copies 
of  the  latest  Ross  Pediatric  Research  Conference  Reports 
are  available. 

Booth  No.  21 

Hart  Drug  Corporation 
Miami,  Florida 

Hart  Drug  Corporation,  celebrating  its  30th  year  manu-, 
factoring  quality  pharmaceuticals  for  the  medical  profes- 
sion welcomes  you  to  Hart  booth.  Mr.  E.  R.  Andrews, 
your  Hart  representative,  will  be  featuring  EFEDRON, 
Halt  Nasal  Jelly,  HARTGEL,  the  improved  antacids, 
OTOR.AL,  Hart’s  ear  drops. 

Booth  No.  23 

Charles  C.  Haskell  & Company 
Richmond,  Virginia 

Representatives  will  be  present  to  welcome  visiting 
physicians  and  to  answer  any  inquiries  regarding  our 
ethical  prescription  specialties,  such  as  our  BELB.ARB 
family  (sedative-spasmolytic),  H.^SAM.AL-HASACODE 
(analgesic),  IROSUL-C  (hematinic  with  vitamin  C), 
PANTABEEROID  (thyroid  therapy),  and  other  rational 
therapeutic  combinations. 

Booth  No.  27 

Ortho  Pharmaceutical  Corporation 
Raritan,  New  Jersey 

Ortho  cordially  invites  you  to  Booth  27.  Featured  will 
be  DELFEN  Vaginal  Cream,  Ortho's  most  spermicidal 
contraceptive.  DELFEN  Vaginal  Cream  has  a high  con- 
centration of  a new,  most  potent,  well-tolerated  spermi- 
cide. Since  the  spermicide  is  in  the  water  phase  of  an 
oil-in-water  emulsion,  it  rapidly  invades  seminal  fluids, 
killing  sperm  on  contact.  It  is  emollient  and  nonirritating 
to  vaginal  tissues.  ORTHO  representatives  welcome  this 
opportunity  to  discuss  their  products  wdth  you. 
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Booth  No.  30 

Doho  Chemical  Corporation 
New  York,  New  York 

Doho  Chemical  Corporation  is  pleased  to  exhibit: 
AURALGAN,  ear  medication  in  otitis  media  and  re- 
moval of  cerumen.  OTOSMOSAN,  effective,  non-toxic 
fungicidal  and  bactericidal  (gram  negative-gram  posi- 
tive) in  the  suppurative  and  aural  dermatomycotic  ears. 
RHINALGAN,  nasal  decongestant  free  from  systemic  or 
circulatory  effect  and  equally  safe  to  use  on  infants  as 
well  as  the  aged.  New  LARYLGAN,  soothing  throat 
spray  and  gargle  for  infectious  and  non-infectious  sore 
throat  involvements. 

Mallon  Chemical  Corporation,  subsidiary  of  the  Doho 
Chemical  Corporation,  is  also  featuring:  RECTALGAN, 
liquid  topical  anesthesia  for  relief  of  pain  and  discom- 
fiture in  hemorrhoids,  pruritus  and  perineal  suturing. 
DERMOPLAST,  aerosol  freon  propellant  spray  for  fast 
relief  of  surface  pain,  itching,  burns  and  abrasions.  Also 
obstetrical  and  gynecological  use. 

Booth  No.  32 
Milex  of  New  York 
Long  Island  City,  New  York 

The  new  Milex  Cancer  Detection  Program  will  be 
presented  to  our  many  friends  who  register  at  our  booth. 
Routine  uterine  and  cervical  smears  can  near  eliminate 
the  mortality  factor  in  uterine  and  cervical  carcinoma. 
The  family  physician  is  the  first  line  of  defense  in  cancer 
detection.  Milex  will  display  the  most  recent  develop- 
ment, making  cancer  detection  a simple  routine  office 
procedure. 

Also  featured  will  be  the  Milex  Folding  Pessaries  for 
retroversion,  prolapse  and  cystocele.  These  pessaries  can 
be  folded,  shaped  without  heating,  and  are  boilable  for 
sterilization. 

Booth  No.  33 
The  Borden  Company 
New  York,  New  York 

There’s  no  better  place  to  talk  over  the  latest  informa- 
tion on  infant  feeding  than  the  Borden  Prescription 
Products  booth.  On  display  is  the  complete  line  of  Borden 
infant  formula  products  for  every  feeding  purpose  or 
preference.  If  you’re  encountering  hyperirritability  or 
excoriation,  you’ll  be  interested  in  BREMIL,  a formula 
patterned  upon  breast  milk.  If  you  suspect  milk  allergy 
in  some  of  your  patients,  you’ll  find  the  answer  in  either 
Liquid  or  Powdered  MULL-SOY,  leading  hypoallergenic 
food.  For  prematures,  or  for  digestive  disturbances  de- 
manding low  fat  and  high  protein,  DRYCO  provides  an 
ideal,  flexible  formula  base. 

Booth  No.  3+ 

E.  R.  Squibb  & Sons 
New  York,  New  York 

E.  R.  Squibb  & Sons  has  long  been  a leader  in  develop- 
ment or  new  therapeutic  agents  for  prevention  and  treat- 
ment of  disease.  The  results  of  our  diligent  research  are 
available  to  the  Medical  Profession  in  new  products  or 
improvements  in  products  already  marketed. 


At  our  booth,  we  are  pleased  to  present  up-to-date  in- 
formation on  these  advances  for  your  consideration. 

Booth  No.  35 
Pet  Milk  Company 
St.  Louis,  Missouri 

VVe  will  be  pleased  to  have  you  stop  and  discuss  the 
variety  of  time-saving  material  available  to  busy  physi- 
cians. Our  representatives  will  be  on  hand  to  discuss  the 
merits  of  “Pet”  Evaporated  Milk  for  infant  feeding  and 
INSTANT  “Pet”  Nonfat  Dry  Milk  for  special  diets.  A 
miniature  “Pet”  Evaporated  Milk  can  will  be  given  to 
all  visitors. 

Booth  No.  36 

U.  S.  Vitamin  Corporation 
New  York,  New  York 

NEW — on  display — ARLIDIN,  the  safe  vasodilator 
drug  with  three  unique  pharmacologic  actions:  (1)  dilates 
predominantly  small  blood  vessels  of  skeletal  muscle,  (2) 
increases  cardiac  output  without  significant  increase  in 
pulse  rate,  (3)  promotes  greater  circulating  blood  volume. 
Thus,  ARLIDIN  (Nylidrin  HCl.  NNR)  is  indicated  in 
treating  intermittent  claudication  in  arteriosclerosis  ob- 
literans, thromboangiitis  obliterans,  and  diabetic  vascular 
disease;  also  effective  in  Raynaud’s  Syndrome  and 
ischemic  ulcers. 

Booth  No.  37 
VanPelt  and  Brown 
Richmond,  Virginia 

VanPelt  and  Brown  extend  a cordial  invitation  to  visit 
their  exhibit  where  representatives  will  be  happy  to 
answer  questions  and  supply  clinical  samples  of  their 
products. 

Booth  No.  38 

Zimmer-Baxter  Associates 
Charlotte,  North  Carolina 

Booth  No.  39 
Sobering  Corporation 
Bloomfield,  New  Jersey 

An  informed  staff  of  Schering  representatives  will  wel- 
come the  opportunity  to  discuss  the  latest  therapeutic 
developments  and  clinical  data  on  TRILAFON,  CHLOR- 
TRIMETON  and  the  METI  drugs. 

Booth  No.  40 
Pfizer  Laboratories 
Brooklyn,  New  York 

The  Pfizer  exhibit  spotlights,  its  recent  and  original 
therapeutic  concepts  represented  by  SIGNEMYCIN 
(brand  of  Oleandomycin),  a combination  of  Matromycin 
and  Tetracyn;  and  the  newest  advance  in  topical  corti- 
costeroid therapy,  Magnacort  and  Neo-Magnacort,  the 
first  water  soluble  corticoid.  Also  featured  are 
MODERIL,  Pfizer’s  new  alkaloid  of  rauwolfia;  ATAXA- 
ROID,  the  first  and  only  ataraxic-corticoid,  as  well  as 
Bonamine  and  Sterane. 
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Booth  No.  41 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 

You  are  cordially  invited  to  visit  the  Lilly  exhibit  lo- 
cated in  space  number  41.  The  Lilly  sales  people  in  at- 
tendance welcome  your  questions  about  Lilly  products 
and  recent  therapeutic  developments. 

Booth  No.  42 
Peoples  Drug  Stores 
Washington,  D.  C. 

Peoples  Drug  Stores,  Incorporated,  welcome  the  mem- 
bers of  The  Medical  Society  of  Virginia  to  Washington, 
our  home  town!  You  are  cordially  invited  to  visit  our 
booth.  Representatives  of  our  company  will  be  on  hand  to 
greet  you  and  furnish  information  concerning  the  pro- 
fessional services  offered  to  physicians. 

Booth  No.  43 

G.  S.  Searle  & Company 
Chicago,  Illinois 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer  any 
questions  regarding  Searle  Products  of  Research. 

Featured  will  be  Nilevar,  the  new  anabolic  agent; 
Rolicton,  the  new  safe,  non-mercurial  oral  diuretic;  Val- 
lestril,  the  new  synthetic  estrogen  with  extremely  low 
incidence  of  side  reactions;  Banthine  and  Pro-Banthine, 
the  standards  in  anti-cholinergic  therapy;  and  Drama- 
mine,  for  the  prevention  and  treatment  of  motion  sick- 
ness and  other  nauseas. 

Booth  No.  44 

Lederle  Laboratories  Division 
American  Cyanamid  Company 
New  York,  New  York 

You  are  cordially  invited  to  visit  the  Lederle  Booth 
where  our  Medical  Representatives  will  be  in  attendance 
to  provide  the  latest  information  available  on  our  line. 
Featured  will  be  Achromycin  V.  Kynex,  and  many  other 
of  our  dependable  quality  products. 

Booth  No.  45 
Abbott  Laboratories 
North  Chicago,  Illinois 

HARMONYL®,  a new  tranquilizer  and  antihyperten- 
sive agent,  will  be  among  the  new  products  Abbott  Labo- 
ratories will  exhibit.  Other  products  to  be  shown  will 
include  a new  therapeutic  agent  for  peptic  ulcer,  TRAL®; 
an  aerosol  solution  for  treatment  of  chronic  pulmonary 
disease,  TERGEMIST®;  an  anticonvulsant  for  control 
of  grand  mal  epilepsy,  PEGANONE®;  an  aid  in  the 
management  of  atherosclerosis,  SAFF,  and  Abbott’s  com- 
plete line  of  intravenous  solutions  and  equipment. 

Booth  No.  46 

Davies,  Rose  & Company 
Boston,  Massachusetts 

It  is  with  pleasure  that  we  again  have  the  opportunity 
to  bring  our  products  to  the  attention  of  the  members  of 
The  Medical  Society  of  Virginia. 


Among  our  laboratory  products,  Pil.  Digitalis  and 
Tablets  Quinidine  Sulfate  (Natural)  have  won  the  con- 
fidence of  the  cardiologist  who  knows  that  he  can  always 
rely  on  their  constant  and  dependable  potency. 

Our  representative,  Mr.  James  B.  Mattison,  will  be  in  I 
attendance  to  welcome  you  and  to  discuss  these  outstand- 
ing cardiac  therapies  as  well  as  the  serviceability  of  our 
preparations. 

Booth  No.  47 

A.  H.  Robins  Company 
Richmond,  Virginia 

Physicians  attending  the  meeting  of  The  Medical  So- 
ciety of  Virginia  are  cordially  invited  to  visit  the  exhibit  j 
of  the  products  of  the  A.  H.  Robins  Company.  ' 

Experienced  medical  representatives  will  be  in  attend- 
ance to  welcome  you  and  answer  inquiries  relative  to  any 
of  Robins  prescription  specialties. 

Booth  No.  48 

The  National  Drug  Company 
Philadelphia,  Pennsylvania 

The  National  Drug  Company  exhibit  highlights 
PARENZYME.  The  efficacy  of  PARENZYME  (the 
direct,  anti-edema,  anti-inflammatory  agent)  is  clinically 
substantiated  for  the  treatment  of  traumatic  wounds,  ul- 
ceration, phlebitis,  occular  inflammation  and  for  loosen- 
ing of  bronchial  plugs  in  severe  pulmonary  disease.  Our 
representatives  will  look  forward  to  discussing  PAREN- 
ZYME and  other  National  products  with  you,  so  please 
stop  by. 

Booth  No.  49 
Eaton  Laboratories 
Norwich,  New  York 

Announcing — New,  lifesaving  FURADANTIN®  Intra- 
venous Solution  for  severe  infections.  Often  rapidly  ef- 
fective as:  in  bacteremia,  peritonitis,  and  other  bacterial 
infections  as  of  postoperative  wounds,  and  abscesses, 
when  the  organism  is  susceptible  to  Furadantin;  in  severe 
genitourinary  tract  infections  when  the  patient  is  unable 
to  take  Furadantin  by  mouth. 

Furadantin  is  one  of  the  most  effective  and  rapidly- 
acting  agents  available  at  this  time  for  the  treatment  of 
prostatitis  and  acute  and  chronic  urinary  tract  infections. 

Furadantin  has  specific  affinity  for  the  urinary  tract, 
producing  anti-bacterial  concentration  in  30  minutes.  Six 
years  of  extensive  use  demonstrate  negligible  develop- 
ment of  bacterial  resistance. 

Booth  No.  50 

Westwood  Pharmaceuticals 
Buffalo,  New  York 

FOSTEX  CREAM  and  FOSTEX  CAKE  are  new,  easy 
to  use,  therapeutically  effective  cleansing  type  medica- 
tions for  the  treatment  of  dandruff,  acne  vulgaris  and 
seborrheic  dermatitis.  They  contain  Sebulytic*,  a unique 
combination  of  penetrating  anionic  soapless  cleansers  and 
wetting  agents  which  are  highly  antiseborrheic,  and 
exert  antibacterial  and  keratolytic  effects. 

•Trademark 
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Booth  No.  51 

Wm.  P.  Poythress  & Company 
Richmond,  Virginia 

The  Poythress  exhibit  will  feature  Trilute,  outstanding 
new  corrective  for  primary  dysmenorrhea.  Solfoton — 
widely  prescribed  sedative,  Panalgesic — local  analgesic 
counterirritant  agent.  Mudrane — excellent  in  bronchial 
asthma  will  also  be  represented,  as  will  Uro-Phosphate — 
established  urinary  antiseptic,  and  T.C.S. — for  the 
management  of  the  moderately  advanced  cardiac  and 
hypertensive.  Your  visit  at  booth  No.  51  is  cordially  in- 
vited. Mr.  George  Ingram  will  be  in  charge. 

Booth  No.  52 

Ciba  Pharmaceutical  Products 
Summit,  New  Jersey 

The  CIBA  exhibit  presents  Pyribenzamine  Lontabs, 
a totally  new  concept  in  long-acting  antihistamines.  The 
unique  structure  of  the  Lontab,  incorporating  a special 
core  and  a new-type  shell,  provides  speedy  and  sustained 
antiallergic  action  up  to  12  hours.  Most  patients,  there- 
fore, require  only  2 tablets  every  24  hours  to  enjoy  con- 
tinuous relief  of  troublesome  allergic  symptoms. 

Booth  No.  53 

Mead  Johnson  & Company 
Evansville,  Indiana 

The  Mead  Johnson  exhibit  has  been  arranged  to  give 
you  the  optimum  in  quick  service  and  complete  product 
information.  The  exhibit  will  be  staffed  by  specially 
trained  representatives  who  will  be  prepared  to  provide 
you  with  information  on  any  of  these  products  or  product 
“families”:  (1)  Tempra — the  first  physician  controlled 
antipyretic/analgesic  in  drop  and  teaspoon  dosage  form. 

(2)  The  Mead  Johnson  Formula  Products  Family — the 
most  complete  feeding  service  for  well  and  sick  infants. 

(3)  The  Deca  Vitamin  Family — vitamins  in  three  con- 
venient dosage  forms  providing  comprehensive  vitamin 
protection  for  infants  and  children.  (4)  The  Pablum 
Products — featuring  the  new  Pablum  Assorted-Pak.  (5) 
The  Colace  Products  Family  for  the  management  of  con- 
stipation. 

Booth  No.  54 
Ames  Company 
Elkhart,  Indiana 

The  Ames  Company  exhibit  will  feature  an  entirely 
new  concept  in  the  detection  and  evaluation  of  pro- 
teinuria— a new  colorimetric  test  supplied  in  two  forms; 
ALBUTEST  Tablets  and  ALBUSTIX  Reagent  Strips. 
Results  are  obtained  in  seconds.  Demonstration  by  Ames 
representatives  will  show  the  many  advantages  of  this 
new  principle. 

Booth  No.  55 

W.  B.  Saunders  Company 
Philadelphia,  Pennsylvania 

Earl  Dunham  will  again  be  on  hand  with  the  complete 
Saunders’  line.  Of  special  interest  are  these  titles,  all 
published  within  the  last  several  months:  Dripps  et  al — 


"Anesthesia”;  Levine — “Clinical  Heart  Disease”;  Cecil 
& Conn — “Specialties  in  General  Practice;  Mulholland 
— “Current  Surgical  Management”  and  Rodriguez — 
“Cardiac  Surgery”. 

Always  new  are  the  Medical,  Surgical  and  Pediatric 
Clinics  of  North  America. 

Booth  No.  56 
Ayerst  Laboratories 
New  York,  New  York 

Physicians  are  cordially  invited  to  visit  the  Ayerst 
Exhibit  where  our  representatives  will  be  in  attendance 
to  discuss  Ayerst  Products  of  interest  to  you.  Featured 
products  will  be  “Premarin”  with  Meprobamate  which 
offers  a simple,  sensible  answer  to  the  challenging  prob- 
lem of  orienting  the  menopausal  patient  suffering  from 
unusual  emotional  stress;  “Thiosulfil”,  the  markedly 
soluble  and  sparingly  acetylated  sufonamide  specially 
designed  for  treatment  of  urinary  tract  infections  due  to 
sulfonamide-sensitive  bacteria. 

Booth  No.  57 
Johnson  & Johnson 
New  Brunswick,  New  York 

Johnson  & Johnson  will  display  the  latest  improvements 
in  surgical  dressings,  as  developed  by  the  Johnson  & 
Johnson  Research  Laboratories.  In  addition,  Johnson’s 
Elastic  Hosiery  and  Johnson’s  Baby  Products  will  be  ex- 
hibited. You  will  find  well-informed  representatives 
pleased  to  discuss  these  products  or  provide  information 
on  any  other  items  made  available  by  the  world’s  largest 
manufacturer  of  surgical  dressings  and  baby  products. 

Booth  No.  58 
Dome  Chemicals 
New  York,  New  York 

Dome  Chemicals,  Inc.,  cordially  invites  you  to  examine 
their  new  products:  SOY-DOME  CREME,  the  new  soap- 
less skin  cleanser;  COR-TAR-QUIN  CREME  (pH  5.0), 
combining  hydrocortisone  alcohol  with  liquor  carbonis 
detergens  and  diiodohydroxyquinoline  in  the  exclusive 
Acid  Mantle  Vehicle;  NEO-CORT-DOME  CREME  (pH 
4.6),  containing  neomycin  sulfate  combined  with  the  well 
known  CORT-DOME  CREME  (J4%  and  1%  hydrocorti- 
sone free  alcohol),  for  inflammatory  pruritic  and  allergic 
dermatoses;  VLEM-DOME,  the  modernized  Vleminckx’s 
Solution  for  acne;  VI-DOM-A-C  ORAL  TABS  for  buccal 
absorption  of  Vitamins  A and  C in  the  treatment  of  oral 
diseases  locally  and  skin  diseases  systemically ; DOME- 
BORO  Wet  dressings  for  all  skin  inflammations,  regard- 
less of  cause;  ACID  MANTLE  CREME  (pH  4.2)  and 
LOTION  (pH  4.5)  for  restoring  and  maintaining  normal 
skin  acidity;  and  CORT-DOME  CREME  (pH  4.6)  and 
LOTION  (pH  4.6),  in  1%  and  2%  concentrations 

of  micronized  hydrocortisone  alcohol  in  the  exclusive 
Acid  Mantle  vehicle. 

Booth  No.  59 

Geigy  Chemical  Corporation 
Yonkers,  New  York 


VoL.  84,  September,  1957 


479 


Editorial 
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Facing  the  Realities  of  the  Nurse  Shortage 

o UR  NATIONAL  concern  for  health  services  is  fast  approaching  our  concern 
for  food,  clothing,  and  shelter.  Hospital  admissions  have  more  than  trebled  in 
twenty  years  and  now  two  and  one-half  million  persons  daily  receive  some  kind  of 
nursing  service.  Thus,  about  one  out  of  sixty  of  us  continuously  calls  on  nurses  for 
some  form  of  ministration. 

I assume  that  when  we  face  the  realities  of  the  nurse  shortage  we  begin  to  do 
what  is  done  in  handling  other  shortages,  money,  for  example:  we  use  wisely  any 
money  we  may  have  and  endeavor  at  the  same  time  to  make  or  secure  more  of  it. 
Therefore,  I wish  to  address  myself  to  two  phases  of  tlie  nurse  shortage,  utilization 
or  wise  use  of  nurses  and  the  production  of  more  nurses. 

But  first,  what  is  the  extent  of  the  nurse  shortage?  This  question  was  recently 
addressed  to  500  hospital  administrators,  5000  physicians  and  13,000  nurses.  The 
results  indicate  an  almost  tragic  situation.  The  national  nurses  shortage  is  estimated 
to  be  70,000;  the  Virginia  shortage,  from  1500  to  2000,  despite  an  increase  in  the 
■number  of  Virginia  schools  of  nursing  by  50  per  cent  in  twenty  years,  and  at 
the  same  time  by  almost  a 100  per  cent  increase  in  graduates,  with  a corresjxinding 
increase  in  nurses  admitted  to  examination. 

There  are  many  reasons  for  the  nurse  shortage,  but  I shall  point  to  only  one  at 
tliis  time.  IMany  others  have  dealt  with  the  multiple  factors  involved.  In  Vir- 
ginia we  have  built,  or  are  building  4223  Hill-Burton  hospital  beds  at  a cost  of 
'$80,800,000  to  which  we  have  contributed  out  of  Virginia  tax  funds  $7,300,000. 
On  this  account  alone  tlie  demand  upon  available  nurses  has  far  exceeded  the  supply. 
We  know  of  a good  many  hospital  beds  still  closed  for  lack  of  nurses.  We  also 
know  that  nursing  sersdces  generally  in  our  hospitals  are  thin  and  forced  to  operate  on  a 
day  by  day  basis.  The  pity  of  it  all  is  that  the  public  generally  does  not  know  this  and 
does  not  also  know  that  the  situation  is  likely  to  get  worse  before  it  gets  better,  re- 
gardless of  how  prompt  action  may  be  taken  to  improve  the  situation. 

A program  of  immediate  and  vigorous  action  is  proposed.  This,  with  everybody’s 
help,  is  not  easy.  Just  as  it  is  easier  to  construct  school  buildings  than  it  is  to  staff 
them,  so  it  is  easier  to  build  hospitals  and  clinics  than  it  is  to  staff  them.  Any 
program  for  action  is  relatively  futile,  unless  many  participate  in  such  a program. 
Here  are  basic  elements  of  an  action  program  for  Virginia,  for  we  must  solve  our 
own  problems: 
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1.  Encourage  appropriate  utilization  of  nurses  on  the  various  services:  don’t  allow 
a nurse  to  do  anything  which  some  other  person  can  do  passably  well.  This  means 
that  every  operating  unit  of  the  hospital,  such  as  the  dietary  department,  housekeep- 
ing, pharmacy,  and  so  forth,  should  discharge  its  own  responsibilities  with  its  own 
personnel,  without  calling  on  nurses  to  help,  except  in  real  emergencies. 

2.  Provide  satisfactory  working  conditions,  rates  of  pay,  hours,  living  arrangements, 
things  to  work  with,  opportunities  for  professional  growth,  et  cetera. 

3.  Build  up  the  31  Virginia  diploma  schools  of  nursing  to  minimum  enrollments 
of  75  students. 

4.  Secure  more  funds  for  schools  of  nursing  either  from  taxes  or  philanthropy,  or 
both. 

5.  Enlarge  and  increase  the  support  for  the  two  state  supported  schools  of  nursing, 
at  the  University  of  Virginia  and  the  Medical  College  of  Virginia.  This  is  a must 
for  enlarging  enrollments. 

6.  Bid  every  citizen,  physicians  in  particular,  help  with  recruitment  of  at  least  one 
per  cent  more  of  high  school  graduates  for  enrollment  in  schools  of  nursing;  otherwise, 
our  goal  cannot  be  met. 

7.  Enroll  men  students  in  nursing;  marriage  will  not  end  their  services. 

8.  Ask  doctors  to  hold  back  on  turning  over  more  tasks  or  functions  to  nurses  until 
we  get  out  of  the  present  emergency. 

9.  Substitute  other  personnel  for  a considerable  number  of  nurses  now  working  in 
doctors  offices. 

10.  Bring  pressure  for  the  appropriation  of  state  funds,  ear  marked  to  supplement 
the  Hill-Burton  funds,  for  the  construction  of  nurses  dormitories  and  teaching 
facilities. 

11.  Put  the  growing  nurse  shortage  daily  before  the  general  public,  doctors,  nurses, 
teachers,  preachers,  civic  groups,  and  anybody  who  will  listen;  otherwise,  we  fail 
in  our  responsibility  to  broadcast  the  plight  we  now  face — a plight  which  continues 
to  worsen  with  no  end  in  sight. 

Finally,  the  new  two-year  junior  college  program  offers  considerable  promise;  it 
leads  to  the  degree  of  associate  in  arts  or  science  and  admits  to  examination  for 
registered  professional  nurses.  This  is  an  intensive  course  of  eleven  months  each 
year,  requires  good  students,  a high  ratio  of  teachers  to  students  who  can’t  be  ex- 
pected to  replace  staff  nurses. 

During  the  next  school  year  the  Medical  College  of  Virginia  will  attempt  to  recruit 
students  for  its  proposed  two-year  Junior  college  course  in  nursing  for  admission, 
September,  1958. 


W.  T.  Sanger,  Ph.D. 


Dr.  Sanger  is  Chancellor  of  the  Medical  College  of  Virginia. 


VoL.  84,  September,  1957 


481 


• • • • 


Society  Proceedings 


Alleghany-Bath  Medical  Society. 

At  the  meeting  of  this  Society  at  ^^'arm  Springs 
on  July  24th,  Dr.  X.  B.  Jeter,  Covington,  was 
elected  president  succeeding  Dr.  Donald  Myers. 
Other  officers  are  Dr.  T.  N.  Warren,  Clifton  Forge, 
vice-president,  and  Dr.  R.  P.  Hawkins,  secretary- 
treasurer.  Dr.  Hawkins  is  serving  for  his  35th 
consecutive  year. 

Rockbridge  County  Medical  Society. 

.\t  a meeting  on  July  17th,  Dr.  Brooke  B.  Mal- 
lory, Lexington,  was  elected  president,  and  Dr.  O. 
Hunter  McClung,  Lexington,  secretarj'-treasurer. 

Culpeper  County  Medical  Society. 

On  July  30th,  the  following  officers  were  elected: 
President,  Dr.  J.  Bernard  Jones;  \dce-president.  Dr. 
Rupert  W.  Quaintance;  and  secretar)’.  Dr.  James 
P.  Baker.  All  officers  are  from  Culpeper. 

Fairfax  County. 

The  June  Dinner-Dance  of  the  Fairfax  County 
Medical  Society  was  held  on  the  20th  at  the  Fairfax 
Courthouse  Country-  Club.  Guests  of  honor  were  Dr. 
Eugene  Grether,  president  of  the  Alexandria  Medical 
Society,  and  Mrs.  Grether;  Dr.  K.  C.  Latven,  presi- 
dent of  the  Arlington  County  ^Medical  Society,  and 
Mrs.  Latven;  and  Mrs.  Andrew  Tessitore,  president 
of  the  Woman’s  Auxiliarj",  and  Dr.  Tessitore. 

Highlight  of  the  dinner  was  the  presentation  to 
Dr.  Gerard  J.  Inguagiato,  president,  of  a certificate 
of  recognition  for  his  sendee  to  the  Society.  The 


News. . 


Readership  Survey. 

The  Monthly  is  - conducting  a readership  survey 
and  your  attention  is  called  to  page  5 in  the  ad- 
vertising section  of  this  issue.  Please  read  this 
carefully,  fill  it  out  and  return  to  the  IMonthly. 
This  is  a verj’  important  survey,  both  from  the 
standpoint  of  your  journal  and  the  advertisers,  and 
we  urge  your  full  cooperation.  Results  of  tlie  sun'ey 
will  be  made  available  to  our  advertisers  and  the 
future  of  our  advertising  program  depends  on  your 
interest. 


presentation  was  made  by  Dr.  Thomas  E.  Haggerty, 
president-elect. 

Arlington  County. 

The  annual  June  Dinner-Dance  was  held  at  the 
Army  Xa\ty  Country  Club  on  the  27th.  There  were 
approximately  120  persons  attending. 

Highlight  of  the  dinner  was  the  presentation  of 
the  Fourth  Annual  Welburn  Award  to  Dr.  Lloyd  B. 
Burk,  Jr.,  for  outstanding  service  to  medicine.  Dr. 

K.  C.  Latven,  president,  cited  Dr.  Burk  as  the  , 
sponsor  of  the  IMedical  Bulletin  of  Northern  Vir-  j 
ginia,  one  of  the  principal  organizers  of  the  IMedical 
Dental  Building  Corporation,  and  first  president  of  | 
the  Northern  Virginia  Academy  of  Surgeons. 

Dr.  Hermann  F.  Diamant,  immediate  past  presi- 
dent, was  presented  a certificate  of  meritorious  serv-  ' 
ice  to  the  Society. 

The  Southwestern  Virginia  Medical  Society 

Will  hold  its  annual  fall  meeting  in  Roanoke  i 
at  the  Hotel  Roanoke  on  September  12th.  The 
evening  speaker  will  be  Dr.  Philip  A.  Tumulty, 
.Associate  Professor  of  Medicine,  Johns  Hopkins 
F’niversity.  His  subject  will  be  The  Clinical  Course 
of  Systemic  Lupus. 

The  afternoon  program  will  consist  of  several 
individual  papers  and  a panel  on  “Rheumatic  Dis- 
eases”. Dr.  Lawrence  Shulman,  Chief  of  the  Ar- 
thritic Clinic  of  Johns  Hopkins  University,  will  be  ' 
the  moderator.  Other  members  include  Dr.  Tumulty, 
Dr.  Alexander  McCausland,  Dr.  James  G.  Snead, 
and  Dr.  Roy  M.  Hoover,  all  of  Roanoke. 


New  Members. 

Since  the  list  published  in  the  August  issue  of  the 
^Monthly,  the  following  new  members  have  been 
admitted  into  The  IMedical  Society  of  Virginia: 

Herbert  C.  Hoover,  M.D.,  Petersburg 
Maynard  Herman  Law,  M.D.,  Roanoke 
Maurice  Myles  Miller,  M.D.,  Norfolk 
Leopold  S.  !Moreno,  M.D.,  Norfolk 
Arthur  ^McKinley  Re)'nolds,  Jr.,  M.D.,  Berryville 
Joseph  Paul  Smith,  Jr.,  M.D.,  Norfolk 
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Henry  Morse  Tanner,  Jr.,  M.D.,  South  Hill 
Albert  Julian  Wasserman,  M.D.,  Richmond 

Changes  in  A.M.A.  Administrative  Setup. 

i The  American  Medical  Association  has  announced 
, two  changes  in  its  administrative  setup.  Dr.  George 
F.  Lull,  who  has  been  secretary-general  manager 
for  1 1 years,  has  been  elevated  to  the  newly-created 
position  of  assistant  to  the  president.  He  will  con- 
tinue serving  as  secretary,  which  is  an  elective  office. 
In  his  new  job.  Dr.  Lull  will  relieve  the  president 
of  the  Association  of  many  of  the  burdens  of  his 
office,  which  have  become  especially  heavy  in  the 
last  few  years.  He  will  serve  as  spokesman,  trouble- 
shooter, listening  post,  information  center  and  as 
an  ambassador  of  the  medical  profession  in  cities 
and  towns  throughout  the  country. 

Dr.  F.  J.  L.  Blasingame,  Wharton,  Texas,  has 
been  appointed  to  the  position  of  general  manager. 
He  will  take  over  his  new  duties  on  January  1,  1958. 
Dr.  Blasingame  has  been  active  in  medical  affairs, 
both  at  the  state  and  national  level,  for  many  years. 
\Wien  the  A.M.A.  House  of  Delegates  elected  him 
as  a member  of  the  Board  of  Trustees  in  1949,  he 
was  one  of  the  youngest  physicians  ever  chosen. 
Since  then,  he  has  held  many  important  committee 
appointments. 

Dr.  Harry  Walker, 

Acting  chairman  of  the  Department  of  Medicine 
at  the  Medical  College  of  Virginia,  has  been  ap- 
pointed as  professor  of  medicine  and  chairman  of 
the  department.  This  appointment  is  for  one  year 
in  accordance  with  Dr.  Walker’s  wishes. 

American  Board  o£  Obstetrics  and  Gyne- 
cology. 

Virginia  doctors  who  were  certified  by  this  Board 
on  May  25th  are:  Dr.  Herbert  A.  Claiborne,  Char- 
lottesville; Dr.  William  H.  Cox,  Richmond;  Dr. 
John  Q.  Hatten,  Newport  News;  Dr.  James  N. 
Psimas,  Portsmouth;  Dr.  Peter  Soyster,  Falls 
Church;  and  Dr.  DeWitt  S.  True,  Portsmouth. 

Dr.  Washington  C.  Winn, 

Richmond,  will  speak  on  Toxemias  of  Pregnancy 
at  the  ninth  annual  meeting  and  scientific  assembly 
of  the  Maryland  Academy  of  General  Practice  to 
be  held  at  Easton,  October  9 and  10. 

Dr.  J.  G.  McNiel. 

Assistant  director  of  local  health  services  of  the 


State  Department  of  Health,  will  serve  as  acting 
director  of  the  Tri-County-Suffolk  district  pending 
the  appointment  of  a successor  to  Dr.  H.  D.  Crow, 
deceased. 

New  Hospital  for  Northern  Virginia. 

A $4,000,000  private  hospital,  headed  by  a group 
of  Falls  Church,  Alexandria  and  Arlington  physi- 
cians and  surgeons,  will  be  built  in  the  next  two 
years.  The  hospital  is  to  be  known  as  the  Northern 
Virginia  Doctors  Hospital.  A corporation  has  been 
formed  to  finance  and  operate  the  hospital  with 
Dr.  Robert  A.  Rounds,  Falls  Church,  as  president. 
Dr.  William  N.  Spence,  Arlington,  is  vice-presi- 
dent, Dr.  Thomas  E.  Haggerty,  Falls  Church,  secre- 
tary, and  Dr.  Morgan  Delaney,  Alexandria,  treas- 
urer. 

The  hospital  at  the  beginning  will  probably  be 
a 250  bed  institution,  with  a possible  expansion 
to  500  rooms. 

Dr.  Chichester  Retires. 

After  nearly  forty  years  in  public  healthy  twenty 
of  which  were  spent  in  the  central  office  of  the  Vir- 
ginia State  Department  of  Health,  Dr.  Peyton  M. 
Chichester,  Richmond,  Assistant  Director  of  the 
Division  of  Local  Services,  retired  on  June  30th. 

Dr.  Thomas  P.  Overton, 

Richmond,  has  been  elected  president  of  the  Vir- 
ginia Chapter,  National  Nephrosis  Foundation. 

Heart  Association  Fellowships. 

The  Virginia  Heart  Association  announces  that 
$28,975  of  its  funds  are  being  used  for  heart  re- 
search and  medical  educational  fellowships  at  the 
Medical  College  of  Virginia  and  the  University  of 
Virginia  during  this  fiscal  year. 

Dr.  Reno  R.  Porter,  Medical  College  of  Virginia, 
is  studying  the  “Effects  of  Digitalis  on  the  Heart 
and  Circulation”.  His  program  is  receiving  a grant- 
in-aid  from  the  Peninsula  Heart  Association,  New- 
port News.  Dr.  Edwin  Wood  and  Julian  R.  Beck- 
with are  conducting  a study  at  the  University  of 
Virginia  Hospital  on  “Total  Circulating  Sodium, 
Plasma  Volume  Ratio  in  Patients  with  Hyponatremia 
following  Cardiac  Surgery  and  in  Patients  with 
Congestive  Heart  Failure”.  The  Tidewater  Heart 
Association,  Norfolk,  is  contributing  to  the  support 
of  the  research  by  Dr.  J.  Francis  Dammann,  Jr., 
University  of  Virginia,  on  “Control  of  Pulse  Rate 
by  Electronic  Square  Wave  Cardiac  Stimulator”. 
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The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, 

Roanoke,  will  hold  its  Thirty-First  Annual  Spring 
Clinic  in  Ophthalmolog}',  Otolar}'ngology  and  allied 
specialties,  x\pril  14-19,  1958. 

Among  the  guest  speakers  invited  to  participate 
are:  Dr.  David  B.  Allman,  Atlantic  City,  N.  J.; 
Dr.  Edwin  N.  Broyles,  Baltimore;  Dr.  John  F.  Con- 
ley, New  York;  Dr.  George  Crile,  Cleveland;  Dr. 
Fred  W.  Dixon,  Cleveland,  Dr.  Gehard  Domagk, 
Germany;  Dr.  Leon  Goldman,  Cincinnati;  Dr.  Ros- 
coe  J.  Kennedy,  Cleveland;  Dr.  Perrin  H.  Long, 
Brooklyn;  Dr.  S.  C.  Missal,  Cleveland;  Dr.  C. 
Stewart  Nash,  Rochester;  Dr.  Edward  W.  D.  Nor- 
ton, New  York;  Dr.  Donald  M.  Shafer,  New  York; 
Dr.  Benjamin  H.  Shuster,  Philadelphia;  Dr.  Byron 
Smith,  New  York;  Dr.  Richard  C.  Troutman, 
Brooklyn;  Dr.  Heniy  Wagener,  Rochester;  Dr.  Fred 
Walsh,  Baltimore;  Dr.  James  C.  Watts,  Washington; 
Dr.  Lorenz  Zimmerman,  Washington;  and  Dr.  J. 
Y.  Nicholls,  Montreal,  Canada. 

Virginia  Doctors. 

An  inventory  made  by  the  Federal  Defense  Ad- 
ministration shows  that  Virginia  has  3,384  physi- 
cians for  its  3,318,680  citizens.  There  are  10,999 
civilian  general  hospital  beds,  1,649  for  mental 
patients  and  152  for  tubercular  patients.  There  are 
109  first  aid  stations  in  Virginia.  This  inventory 
was  made  for  tlie  operation  alert  which  ended  in 
July. 

Mr.  Troy  Howell  Hutchinson,  III, 

Charlottesville,  who  is  entering  his  fourth  year  at 
the  University  of  Virginia,  School  of  Medicine,  has 
been  awarded  a $500.00  scholarship  for  research 
and  clinical  training  in  the  field  of  allergic  diseases. 
This  is  awarded  by  the  American  Foundation  of 
Allergic  Diseases  and  is  one  of  twenty  scholarships. 
Mr.  Hutchinson  is  working  on  the  study  of  Anaphy- 
lactogenic  properties  of  Soluble  Antigen-Antibody 
Complexes  and  their  Relationship  to  Quantitative 
Antibody  Determinations  under  the  direction  of  Dr. 
Oscar  Swineford,  Jr.,  Professor  of  Internal  Medi- 
cine. 

Interstate  Postgraduate  Medical  Association 
Meeting. 

The  Interstate  42nd  International  Medical  Assem- 


bly of  the  Postgraduate  Medical  Association  of 
North  America  will  be  held  at  the  Palmer  House, 
Chicago,  September  30-October  3.  The  program  is 
planned  with  diversification  and  practical  presenta- 
tions which  make  it  of  special  value  to  the  generalist. 
Speakers  of  national  and  international  prominence 
are  on  the  program. 

Program  and  full  information  may  be  obtained 
by  Dr.  J.  IMather  Pfeiffenberger,  President,  Box 
1109,  Madison  1,  Wisconsin. 

The  Academy  of  Psychosomatic  Medicine. 

The  program  of  the  fourth  annual  meeting  of  the 
Academy  to  be  held  October  17-19  at  the  Morrison 
Hotel,  Chicago,  will  be  devoted  to  Psychosomatic 
Aspects  of  Obstetrics,  Gynecology,  Endocrinology 
and  Diseases  of  Metabolism.  The  purpose  of  the 
Academy  is  to  teach  psychosomatic  medicine  in  a 
manner  assimilable  to  the  general  practitioner  and 
non-psychiatrically  oriented  physician. 

Information  may  be  obtained  from  Dr.  William 
S.  Kroger,  Secretary,  104  South  Michigan  .Avenue, 
Chicago  3,  Illinois. 

Wanted. 

Two  full  time  general  practitioners  or  psychia- 
trists to  work  on  psychiatric  service  of  2000-bed 
hospital,  in  medical  and  cultural  locality.  Full- 
time salary  range  $6000  to  $10,320  (plus  25%  for 
certification)  with  retirement,  insurance,  leave  and 
other  government  benefits.  Citizenship  and  license 
by  some  state  required.  Contact  Manager,  VA  Hos- 
pital, Roanoke  17,  Va.  {Adv.) 

Doctors  Offices. 

Willow  Lawn  Shopping  Center,  Richmond,  Vir- 
ginia. Modern,  air  conditioned,  parking  for  4,000 
cars.  For  details,  contact  Morton  G.  Thalhimer  Inc., 
101.5  East  Main  Street,  phone  2-5881,  or  Harrison 
& Bates,  Inc.,  2 S.  Fifth  St.,  phone  7-9477.  {Adv.) 

Part-Time  Work  Wanted. 

Able  eye,  ear,  nose  and  throat  specialist,  Diplomate 
in  otolaryngology,  experienced  refractionist  and 
audiologist,  about  to  retire  from  active  practice, 
would  like  part-time  clinical  work  with  a reputable 
specialist  or  group.  Please  give  full  details.  H.  J. 
K.,  care  the  Alonthly,  P.  O.  Box  5085,  Richmond  20, 
Va.  {Adv.) 
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Obittiaries . . . . 


Dr.  Charles  Augustus  Young,  Sr., 

Prominent  physician  of  Roanoke,  died  July  25th, 
at  the  age  of  sixty-seven.  He  was  a graduate  in 
medicine  of  the  University  of  Maryland,  class  of 
1914.  Dr.  Young  specialized  in  ophthalmology  and 
had  practiced  in  Roanoke  since  1923.  He  was  on 
the  staffs  of  the  Lewis-Gale,  Jefferson,  Roanoke 
Memorial  and  Shenandoah  Hospitals  and  was  a 
consultant  at  the  Roanoke  Veterans  Administration 
Hospital. 

Dr.  Young  was  a former  president  of  the  Roanoke 
Academy  of  iMedicine  and  the  Virginia  Society  of 
Ophthalmology  and  Otolaryngolog}'.  He  had  been 
a member  of  The  iMedical  Society  of  Virginia  for 
thirty-three  years. 

His  wife,  two  daughters,  and  a son,  Dr.  Charles 
•A.  Young,  Jr.,  survive  him. 

Dr.  John  Boyd  Stone, 

Well-known  Churchville  physician,  died  July 
20th,  at  the  age  of  seventy-one.  He  was  found  in 
his  car,  having  died  of  a heart  attack  while  re- 
sponding to  a sick  call.  Dr.  Stone  was  a graduate 
in  medicine  of  the  University  of  Virginia  in  1912 
and  he  had  practiced  in  Augusta  County  for  forty 
years.  He  was  a member  of  The  Medical  Society 
of  Virginia,  having  joined  in  1918. 

An  Editorial  in  the  Staunton  News  Leader  stated 
that  Dr.  Stone  “was  typical  of  the  country  doctors 
who  responded  to  calls  regardless  of  time  of  day, 
weather,  distance,  or  prospect  of  fee.  He  chose  to 
spend  his  whole  professional  life  in  this  unselfish 
way  of  ministration  to  suffering  people,  although 
he  was  considerated  a talented  diagnostician.  ...” 

His  wife  survives  him. 

Dr.  Hubert  Dinwiddie  Crow, 

45-year-old  director  of  the  Tri-County-Suffolk 
health  district,  comprised  of  Isle  of  Wight,  Nanse- 
mond,  Southampton  counties  and  the  City  of  Suffolk, 
died  Sunday,  July  21st,  of  a coronary  attack  at  his 
home  in  Suffolk. 

A 1938  graduate  of  the  Medical  College  of  Vir- 
ginia, Dr.  Crow  practiced  medicine  for  two  years 
in  Buckingham  County  before  entering  the  field  of 
public  health  in  1940  as  assistant  health  officer  for 
Brunswick-Greensville-Mecklenburg  health  district. 
In  1941  he  was  assigned  as  health  officer  to  South- 
ampton County.  He  left  there  in  1947  to  attend 


Johns  Hopkins  University  School  of  Hygiene  and 
Public  Health,  where  he  obtained  his  master’s  degree 
in  public  health.  He  returned  to  the  State  Health 
Department  in  1948  and  was  assigned  as  health 
officer  of  the  newly  created  district  of  Fredericks- 
burg, King  George  and  Stafford  Counties,  remaining 
there  until  1955.  He  then  returned  to  Suffolk  as 
health  director  of  the  Tri-County-Suffolk  district. 

Dr.  Crow  was  a member  of  The  Medical  Society 
of  Virginia,  having  joined  in  1940. 

His  wife  and  a son  survive  him. 

Dr.  Hardy 

The  Staff  of  Southside  Community  Hospital,  the  Town  of 
Farmville,  and  the  State  of  Virginia,  sustained  a great  and 
lasting  loss  through  the  death  on  June  24,  1957,  of  Dr. 
Thomas  Griffin  Hardy. 

An  outstanding  physician  and  clinician,  Dr.  Hardy  early 
developed  his  interest  and  ability  in  surge/y  and  became 
one  of  the  most  capable  and  respected  general  surgeons  in 
Virginia.  In  spite  of  his  interest  in  his  specialty,  Dr.  Hardy 
never  forgot  nor  gave  up  his  interest  in  the  every  day 
problems  of  his  patients,  whether  these  problems  were  of 
a surgical  nature  or  not.  He  brought  to  his  specialty  and 
to  the  practice  of  medicine  a profound  knowledge  of  and 
sympathy  for  human  problems  and  relations. 

Dr.  Hardy  was  a prime  mover  in  the  organization  and 
establishment  of  Southside  Community  Hospital.  It  was 
largely  because  of  his  surgical  experience  and  ability  that 
the  first  staff  of  our  hospital  could  be  organized  and  could 
function.  Through  the  years,  until  the  beginning  of  his  last 
illness,  his  interest  and  work  in  this  hospital  were  unfail- 
ing and  always  stimulating.  His  searching  and  discrimi- 
nating mind  brought  innovation  after  innovation  into  the 
operating  room,  and  into  every  other  department  of  the 
hospital.  His  teaching  ability  was  keenly  demonstrated 
time  after  time  during  the  years  they  had  residency  house 
staff. 

Of  as  much  importance  as  his  work  in  the  hospital  was 
Dr.  Hardy’s  role  as  gracious  and  courteous  representative 
of  our  group  to  the  State  Society  and  throughout  Virginia 
in  other  groups  of  physicians.  No  one  in  Virginia  was 
more  widely  known,  sought  after,  and  admired — truly  he 
was  without  a peer  in  his  profession  and  in  society. 

Although  the  years  will  bring  changes — new  growth  and 
development  in  our  institution — the  good  and  lasting  in- 
fluence of  Dr.  Thomas  Hardy  will  not  be  forgotten.  He 
was  truly  a great  man. 

A.  Tyree  Finch,  Chairman 
W.  E.  Smith 
J.  H.  Smith 

Dr.  Hopkins 

On  April  27,  1957,  tbe  Patrick-Henry  Medical  Society,  as 
well  as  the  medical  profession  as  a whole,  lost,  through 
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death,  one  of  its  devoted  and  beloved  members,  Dr. 
Brewster  Arthur  Hopkins. 

Dr.  Hopkins  was  born  in  Patrick  Countj’,  Virginia,  on 
December  5,  1903.  His  elementary  education  was  obtained 
in  the  local  schools  of  his  native  county.  He  received  his 
academic  college  training  at  Hampden-Sydney  College.  He 
then  entered  the  Medical  College  of  Virginia,  receiving 
the  degree  of  Doctor  of  Medicine  in  1929.  Following  grad- 
uation from  Medical  College  he  interned  at  City  Memorial 
Hospital  in  Winston-Salem,  North  Carolina.  Upon  com- 
pletion of  his  internship,  he  served  for  two  and  a half  years 
as  Senior  Assistant  Physician  on  the  staff  of  Central  State 
Hospital  at  Petersburg,  Virginia.  In  1933  he  began  the 
general  practice  of  medicine  in  Stuart,  Virginia,  w’hich 
praaice  he  pursued  until  his  death. 

During  his  professional  career  Dr.  Hopkins  formed 
many  friendships  and  had  m.any  contacts  with  his  pro- 
fessional colleagues.  He  was  a member  and  past  presi- 
dent of  the  Patrick-Henry  Medical  Society;  past  presi- 
dent, and  at  the  time  of  his  death,  director  of  the  Virginia 
Academy  of  General  Practice;  a member  of  The  Medical 
Society  of  Virginia,  Southern  Medical  Association,  Tri- 
State  Medical  Society,  American  Medical  Association  and 
the  American  Academy  of  General  Practice. 

In  his  home  community  he  was  one  of  the  leaders  in 
his  profession  and  was  active  in  community  life.  He  was 
an  elder  in  the  Stuart  Presbyterian  Church,  a past  presi- 
dent of  the  Stuart  Rotary  Club,  past  master  of  his  Masonic 
Lodge,  past  patron  of  the  Stuart  Chapter  of  the  Order 
of  Eastern  Star,  examining  physician  of  the  Patrick 
County  Selective  Service  Board  and  Patrick  County  Med- 
ical Examiner. 

Dr.  Hopkins  had  a devoted  practice  and  worked  dili- 
gently and  faithfully  with  all  he  served.  He  was  a good 
physician,  a true  friend  and  congenial  companion. 

Therefore  Be  It  Resolved  by  the  Patrick-Henry  Medi- 
cal Society  that  we  extend  to  the  bereaved  family  our 
deepest  sympathy  and  share  with  them  in  the  loss  of  an 
esteemed  friend,  brilliant  physician  and  loyal  colleague. 

Be  It  Further  Resolved  that  these  resolutions  be  spread 
upon  the  pages  of  the  minutes  of  the  Patrick-Henry  Medi- 
cal Society  and  a copy  be  sent  to  the  bereaved  family. 
The  Medical  Society  of  Virginia  and  to  the  Virginia 
Academy  of  General  Practice. 

W.  C.  Akers,  M.D. 

E.  T.  McNa.mee,  M.D. 

W.  N.  Thompson,  M.D.,  Chairman 

Dr.  Arnette 

Dr.  Clarence  E.  Arnette,  well-known  and  well-loved 
Alexandria  physician,  died  at  Circle  Terrace  Hospital  in 
Alexandria  on  .May  12,  1957,  after  a long  illness. 

He  was  born  in  Saltville,  V^irginia,  52  years  ago,  and 
at  an  early  age  started  doing  things  for  others,  one  of  his 
prized  possessions  being  a letter  from  President  Woodrow 
Wilson,  commending  him  for  selling  more  Savings  Stamps 
than  any  other  Boy  Scout. 

Dr.  Arnette’s  true  love  of  people  was  demonstratd  by 
the  fact  that  he  belonged  to  a great  number  of  organiza- 


tions. He  was  Vice  President  of  the  Virginia  State  Society, 
he  was  President  of  the  .Alexandria  Hospital  Medical 
Staff  in  1947,  Past  President  of  the  Medical  College  of 
Virginia  .Alumni  .Association,  and  at  one  time  Vice- 
President  of  the  .Alexandria  Medical  Society.  He  was  an 
active  member  of  several  Masonic  groups  in  the  area  and 
of  the  Washington  Street  Methodist  Church. 

A beloved  physician  and  a devoted  husband  and  father. 
Dr.  .Arnette  will  be  greatly  missed. 

Therefore,  Be  It  Resolved,  that  the  .Alexandria  Med- 
ical Society,  the  medical  profession  in  general,  and  the 
community  at  large  have  suffered  a great  loss  in  the 
death  of  Dr.  .Arnette,  and 

Be  It  Further  Resolved,  that  a copy  of  this  Resolution 
be  spread  upon  the  minutes  of  the  .Alexandria  Medical 
Society,  and  that  copies  be  sent  to  the  family  and  to  the 
Virginia  Medical  Monthly. 

Haskins  Ferrell,  Jr.,  M.D.,  Chairman 

Charles  V.  Amole,  M.D. 

John  .A.  Sims,  M.D. 

Dr.  Yuter 

Dr.  Daniel  A'uter,  prominent  .Alexandria  general  prac- 
titioner for  eleven  years,  died  at  the  .Alexandria  Hospital 
on  .April  13,  1957. 

He  was  born  December  2,  1914,  in  Baltimore,  Maryland, 
and  was  educated  in  the  public  schools  there  and  in  Char- 
lottesville, Virginia.  Following  his  graduation  from  the 
School  of  Medicine  at  the  University  of  V'irginia  in  1942, 
he  served  an  internship  at  Sinai  Hospital  in  Baltimore. 
Later,  he  served  with  distinction  in  the  United  States  .Army, 
being  discharged  with  the  rank  of  Major  in  1946.  Dr. 
A’uter  began  the  practice  of  medicine  in  .Alexandria  in  that 
year. 

Dr.  A'uter  was  a member  of  the  A’^eterans  of  Foreign 
Wars,  the  .Agudas  Achim  Congregation,  the  B’nai  B’rith, 
the  Zionist  Club  of  Northern  Virginia,  and  the  .Alexandria 
Medical  Society,  which  latter  organization  he  faithfully 
served  as  Secretary,  member  of  the  Executive  Committee, 
and  in  many  other  capacities. 

.Always  ready  to  accept  any  burden  or  responsibility.  Dr. 
A'uter  had  all  the  qualifications  and  characteristics  of  the 
true  family  doctor.  He  was  sincerely  interested  in  the  com- 
plete well-being  of  his  patients,  and  during  his  eleven  years 
of  practice  he  enjoyed  the  love  and  respect  of  hundreds  of 
people. 

Therefore,  Be  It  Resolved,  that  Dr.  A’uter's  untimely 
death  is  a major  loss  to  this  community  and  to  the  medical 
profession,  and  that  we,  his  friends,  shall  greatly  miss  him, 
and 

Be  It  Further  Resolved,  that  a copy  of  this  Resolution  be 
spread  on  the  minutes  of  the  Alexandria  Medical  Society, 
and  that  copies  be  sent  to  the  family  and  to  the  Virginia 
Medical  Monthly. 

Haskins  Ferrell,  Jr.,  M.D.,  Chairman 

Ben  C.  Jones,  Jr.,  M.D. 

Jerome  N.  Baum,  M.D. 
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RELIEVES  THE  GNAWING  ACHE 


Pro-Banthine®provides  rapid 

control  of  pain  in  peptic  ulcer 


In  a two-year  study  ^ by  Lichstein  and  co- 
workers,  documented  by  intensive  personal 
observation  and  by  follow-up  studies,  Pro- 
Banthlne  (brand  of  propantheline  bromide) 
often  brought  immediate  relief  of  ulcer  pain. 
Patients  ( 1 1 per  cent)  who  did  not  respond 
satisfactorily  to  Pro-Banthine  therapy  had 
“anxiety  manifestations  of  psychoneurotic 
proportions.” 

In  addition  to  frequent  immediate  sympto- 
matic relief,  Pro-Banthlne  reduces  gastroin- 
testinal motility  and  diminishes  the  secretion 
and  acidity  of  gastric  juice,  all-important 
factors  in  the  generation  and  aggravation  of 
peptic  ulcer. 

These  actions  of  Pro-Banthlne  and  its 
demonstrated  effectiveness  in  accelerating  ul- 


cer healing2-5  mark  the  drug  as  a most  valu- 
able adjunct  in  the  treatment  of  peptic  ulcer. 

The  suggested  initial  dosage  is  one  15-mg. 
tablet  with  meals  and  two  tablets  at  bedtime. 
An  increased  dosage  may  be  necessary  for 
severe  manifestations  and  then  two  or  more 
tablets  four  times  a day  may  be  prescribed. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Am.  J.  M.  Sc.  2i2.156  (Aug.)  1956. 

2.  Sun.  D.  C.  H.,  and  Shay,  H.:  Arch.  Int.  Med.  97.-442 
(April)  1956. 

3.  Rafsky,  H.  A.;  Fein.  H.  D.;  Breslaw,  L.,  and  Rafsky, 
J.  C.:  Gastroenterology  27;21  (July)  1954. 

4.  Schwartz,  I.  R.;  Lehman.  E.;  Ostrove.  R.,  and  Seibel, 
J.  M.:  Gastroenterology  25;416  (Nov.)  1953. 

5.  Silver,  H.  M.;  Pucci,  H.,  and  Almy,  T.  P.:  New  Eng- 
land J.  Med.  252.-520  (March  31)  1955. 
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Third  Dccad*  of  Hurting 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 


75th  ANNIVERSARY 
1882  - 1957 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolarsmgology 
FRANCIS  H.  LEE,  M.D. 


McGUIRE  CLINIC 

General  Surgery 
WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED.  JR.,  M.D. 

JOHN  ROBERT  MASSIE.  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR..  M.D. 
STUART  J.  EISENBERG.  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS..  C.P.A. 

Free  Parking  for  Patrons 


ST.  LUKE’S  HOSPITAL 


38 


Virginia  Medical  Monthly 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

In  3 Volumes 
Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 
(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment. ol  Ej^e,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SEGTION 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine ; 

Manfred  Cali.,  Ill,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology ; 

Wm.  Dl'rwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Orthopedics : 

Beverley  B.  Clary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics; 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 

Ophthalmology,  Otolaryngology; 

W.  L.  Mason.  M.D. 

Anesthesiology 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery ; 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  >Dchaux,  M.D. 
Carrington  Williams,  Jr..  M.D. 

Urological  Surgery; 

Frank  Pole,  M.D. 

Oral  Surgery; 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery; 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology; 

Fred  M.  Hodges,  M.D. 

L.  0.  Snead,  M.D. 

Hi  XTER  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr.  M.D. 

Pathology; 

jAiiES  B.  Roberts,  M.D. 

Physiotherapy; 

Miss  Etheleen  D.alton 

Director; 

Charles  C.  Hough 


'g  It  ' 1 1 Established  1916 

^ppalacijian  • Ashevme,  North  Carolma 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  .Asheville,  N.  C. 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 
William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 

Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 
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WesfirooA  Sanatorium 


Rl  CHMON  D 


ijStabUshipJ  iQll 


VIRGINIA 


private  psvchiatric  hospital  em- 
ploving  modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin. psvchotherapy.  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff  ' • ANDERSON,  .M.D.,  President 

REXBLANKINSHIP,  M.D.,  Sfedical  Director 

JOHN  R.  SAl  NDERS,  M.D..  Assistant 
Medical  Director 

THOMAS  F.  COATES.  M.D..  Associate 

James  K.  hall.  JR..  M.D..  Associate 

CHARLES  A.  PEACHEE.  JR..  M.S.,  Clinical 
Psyxholofii  St 

R.  H.  CR\TZER.  Administrator 


Brochure  of  Literature  anti  J ieics  Sent  On  Request  - P.  O.  Box  1514  - Phone  5-3245 


[ames  K.  Morrow,  M.D. 
fHOMAs  E.  Painter,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles.  M.D. 


James  L.  Chitwood,  M.D. 
Medical  Consultant 


.\FFILI.\TED  CLINICS : 
Blueficld  Mental  Health  Center 
David  M.  WajTie,  M.D. 


Beckley  Mental  Health  Center 
Becklev,  W.  \'a. 

\V.  E.' Wilkinson,  M.D. 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 
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\'iR  iXLA  Medical  Moxthi.y 


• '‘Understanding  Care**  • 


j > 

^ Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health  i ^ wj  i ^ f tw  ^ *-»  Inspection 

Approved  Eacfi  Gucst  Under  Care  of  His  Own  Doctor.  invited 


AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 


24  hours  daily  care  in  a specifically 
built  52  Bed  Nursing  Home.  Super- 
vised by  o Resident  R.  N.  and  M.  C.  V. 
Extern.  Trained  Dietitian  and  orderly. 


TELEPHONE 

3-3993 


Private  and  Semi-Private  Rooms  with 
toilets.  Rates  from  *50  to  *75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone  TCDDAPC  U 1 1 I NllDCIKII'  II  AM  IT  Monteiro  Ave 

Bernard  Maslan,  Adm.  I CKKAl/t  llILL  llUtfOlriU  11 U IVI  t Richmond  19,  Va 

INC. 

' • Kidde  ATMO  Fire  Detection  System  Equipped*  - 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation— is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  7955  H.N.  Afford,  Atlanta,  Go. 
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GOl  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 

STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 
HOUSTON  L.  BELL,  M.D. 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND,  M.D. 

CHARLES  E.  LEBLANC 
DORIS  L.  JAMES,  B.S.,  O.D. 
(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esoohagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
.Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


KEELEY 

INSTiTUTE 


447  W.  Weshingfon  $t. 
GREENSBORO, 
NORTH  CAROLINA 


r . Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 


A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-potienfs  are  accepted  In  state  of  ^aciite 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  December  4, 
1957.  The  examinations  will  be  held  in  the 
same  hotel  December  5,  6,  and  7,  1957,  inclusive. 
All  applications  and  other  documents  pertaining 
to  the  examinations  or  to  matters  to  be  dis- 
cussed by  the  Board  must  be  on  file  in  the 
Secretary’s  office  on  or  before  Nov.  12,  1957. 
The  Secretary  of  the  Board  Is  Dr.  K.  D.  Graves, 
631  First  Street,  S.W.,  Roanoke,  Virginia. 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Homestead 

Year  round  private 
home  and  school  for 
infants,  children  and 

School 

adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

fFrite  for  booklet. 

Mrs.  j.  Bascom  Thompson,  Principal 

FREE  UNION 

VIRGINIA 
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ly  /Tany  a New  Yorker  shook  his 
IV  J.  head,  and  not  a few  snick- 
ered, when  they  saw  the  "hole”  in 
Peter  Cooper’s  new  building. 

But  to  the  benign  gentleman 
with  the  ruff  of  graying  whiskers 
it  was  all  so  simple:  Some  day 
someone  would  perfect  the  pas- 
senger elevator. 

The  mere  fact  that  there  wasn’t 
one  in  1853  would  mean  little  to  a 
man  who,  with  his  own  hands,  had  built  and 
driven  the  first  American  locomotive.  hose 
money,  and  faith,  were  to  help  see  the  .\tlantic 
Cable  through  all  its  disasters  to  final  success. 
.\nd  who  would  "scheme  out”  a Panama  Canal 
plan  fourteen  years  before  DeLesseps. 

But  Peter  Cooper’s  belief  in  the  future  ran 
in  a vein  far  deeper  than  simply  the  material. 
For  his  "building  with  a hole”  was  Cooper 
Union,  the  first  privately-endowed  tuition-free 
college  in  America.  A place  where  young  men 
and  women  of  any  race,  faith,  or  political  opin- 
ion could  enjoy  the  education  which  he,  himself, 
had  been  denied.  Peter  Cooper’s  dearest  dream 


— which  has  continued  to  grow 
dynamically  for  nearly  a century 
and  today  enriches  America  with 
thousands  of  creative  thinkers, 
artists,  and  engineers. 

There  is  plenty  of  Peter  Cooper’s 
confidence  and  foresight  alive 
among  Americans  today.  It  is  be- 
hind the  wisdom  with  which  more 
than  40,000,000  of  us  are  making 
one  of  the  soundest  investments  of 
our  lives — in  L nited  States  Savings  Bonds. 
Through  our  banks  and  the  Payroll  Savings 
Plan  where  we  work,  we  own  and  hold  more 
than  841,000,000,000  worth  of  Series  E and 
H Bonds.  With  our  rate  of  interest — and  the 
safety  of  our  principal — guaranteed  by  the 
greatest  nation  on  earth.  You’re  welcome  to 
share  in  this  security.  Why  not  begin  today? 

Now  Savings  Bonds  are  better  than  ever!  Every 
Series  E Bond  purchased  since  Februaryl,  1957, 
pays  3M%  interest  when  held  to  maturity.  It  earns 
higher  interest  in  the  early  years  than  ever  before, 
and  matures  in  only  8 years  and  11  months. 
Hold  your  old  E Bonds,  too.  They  earn  more  as 
they  get  older. 


SAFE  AS  AMERICA  . . . I . S.  SAVINGS  BONDS 

The  V.  S.  Government  does  not  pay  lor  this  advertisement.  It  is  donated  by  this  piiblica^ion  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  of  Amerioa. 
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AMERICAN  MEDICAL  ASSOCIATjON 
535  North  Dearborn  • Chicago  10,  Illinois 


At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


rPATTERSONSi 


SAFE  SERVICE  DRUE  STORES 


Prescription 

Specialists 

Lynchburg,  Va. 

Martinsville,  Va. 

Danville,  Vo. 

Altavista,  Va. 

WInston-Solem,  N.  C. 

when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . ivith  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION*  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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...from  Two 
Outstanding  Cases 


RED  LABEL  • BLACK  LABEL 

Bofh  86.8  Proof 


Johnnie  AValker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  iu  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
.And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky... 
the  same  high  quality  the  world  over. 


BORN  1820... 

STILL  GOING  STRONG 


Johnnie 

LKER 


BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  Inc.,  New  York,  N,  Y.,  Sole  Importer 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 

MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
NewYork,  N.  Y.  • Montreal,  Canada 
5645 
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..I 


ll®- 


Dig* 


italic 


in  its  completeness 


Digitalis 

Rom) 

0.1  Gram 

dWIl.  iVi  sraiiu) 
CAUTION;  F«i«r.l 
l»w  prohibits  dlsprna- 
mit  whbopt  prcscrip- 
tion.  

«*IES.  MS  t Cl..  IM. 

IWM,  Ibst..  |,S.i 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 


It  ’s  easy  to.,. 


If  it’s  Sxmday  or  night  time 
or  if  you  are  out  of  town, 
you  can  still  do  your  banking 
with  F & M at. your 
newest  mailbox.  Keep 
an  F & M "Bank- 
by-Mail”  envelope  on 
hand  — ifs  migbty 
convenient. 


MEMBCR  FEDERAL  DEPOSIT  INSURANCE  CCRPCRATION 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 
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symptomatic  relief ...  plus! 


ACHROCIDIN  is  a well-balanced,  comprehensive  formula  for 
treating  acute  upper  respirator)'  infections. 

Debilitating  s^'mptoms  of  malaise,  headache,  pain,  mucosal 
and  nasal  discharge  are  rapidly  relieved. 

E^rly,  potent  therapy  is  offered  against  disabling  complications 
to  which  the  patient  mav  be  highly  vulnerable,  particularly 
during  febrile  respirator^'  epidemics  or  when  questionable  middle 
ear,  pulmonar)',  nephritic,  or  rheumatic  signs  are  present. 

ACHROCIDIN  is  convenient  for  you  to  prescribe — easy  for  the 
patient  to  take.  Average  adult  dose:  two  tablets,  or  teaspoonfuls 
of  syrup,  three  or  four  times  daily. 


tablets 

ACHROMYCIN  ® Tetracycline  . 125  mg. 


Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorolhen  Citrate 25  mg. 


Bottle  of  24  tablets 

syrup 

Each  teaspoonful  (5  cc.)  contains: 
ACHROMYCIN  * Tetracycline 

equivalent  to  tetracycline  HCl  125  mg. 


Phenacetin  ....  ....  120  mg. 

Salicylamide 150  mg. 

Ascorbic  .Ycid  (C) 25  mg. 

Pvrilamine  Maleate 15  mg. 

^{ethylpa^aben 4 mg. 

Propylparaben 1 mg. 


Available  on  prescription  only 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


•Reg.  U.  S.  Pat.  Off. 
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One  of  a Series  of  Newspaper 
Directed  to  Your  Patients 
and  Our  Customers — 


First,  to  the  doctor’s  office  for  a check-up. 
Then,  and  only  then,  back  to  school. 

It’s  good  to  know  your  children  are 
starting  school  with  a good  medical  report. 
There  are  so  many  things  to  watch — 
growth,  diet,  energy,  eyes,  teeth. 

Your  doctor’s  check-up  may  be  the 
beginning  of  a fine  school  year  . . . 
fortifying  your  children  for  the 
months  ahead. 

For  added  assurance,  if  your  doctor 
hands  you  a prescription,  hand  it  to 
Peoples — for  prompt,  accurate  service. 

And,  your  prescription  is 
priced  with  uniform  economy. 

PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


© 1956  PEOPLES 
DRUG  STORES,  INC. 


"DOCTOR” 


Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 
TO  YOU  ARE 
COMPLETE 

RELEASE  OF  CAPITAL 

New  Automobiles 
Any  Make 

No  Worries  Over 

Taxes-Fees 

Service  Cost 

Insurance 

Repairs 

License  Fees 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

Tire  Replacements 

Inspection  Registration 
Fees 


PIEDMONT 

PLAN 
FOR  THE 

MEDICAL 

PROFESSION 

EXCLUSIVELY 

For  Most  of  You,  All 
This  Is  100%  Tax  Deductable 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coverage 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 
Purchased  In  Your 
Home  Town 


We  are  as  near  as  your  Telephone! 


If  You  Would  Like  to  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 

P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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Meat... 

and  the  Need  for  Adequate 

Protein  in  Therapeutic  Nutrition 

• Liberal  protein  intake  is  considered  to  be  of  therapeutic  value  in  a 
wide  variety  of  pathologic  conditions. i Advances  in  the  understanding 
of  protein  metabolism  indicate  that  dietary  protein  should  provide 
amino  acids  in  proportions  paralleling  physiologic  needs.2-  3 In  ex- 
perimental studies  with  animals,  low  protein  diets  supplying  amino 
acids  disproportionate  to  needs  have  been  shown  to  effect  physiologic 
harm  by  depressing  growth,  by  inducing  amino  acid  and  B-vitamin 
deficiencies,  and  by  causing  deposition  of  fat  in  the  liver.4 

Hence  not  only  the  amount  of  protein  but  also  its  quality  (in  terms  of 
its  amino  acid  proportions)  is  important.  It  has  been  suggestedi  that 
for  therapeutic  purposes  about  two-thirds  of  the  ingested  protein  come 
from  foods  of  animal  source,  whose  protein  resembles  human  body  pro- 
tein in  amino  acid  interrelationships.  Depending  on  the  needs  of  the 
patient,  the  therapeutic  diet  may  supply  1.0  or  more  grams  of  protein 
per  kilogram  of  body  weight.  Adequate  caloric  intake  is  required  to 
protect  the  dietary  protein  from  dissipation  for  energy  purposes. 

Meat,  with  its  high  content  of  top-quality  protein,  holds  a prominent 
place  among  foods  which  supply  this  essential  for  establishing  satis- 
factory levels  of  amino  acids  in  physiologic  proportions.  It  also  con- 
tributes valuable  amounts  of  B vitamins  and  essential  minerals — 
nutrients  which  play  a basic  role  in  intermediate  metabolism. 

1.  Proudfit,  P.  T.,  and  Robinson,  C.  H.:  Nutrition  and  Diet  Therapy,  ed.  11,  New  York,  The  Mac- 
millan Company,  1955,  pp.  314-320. 

2.  Harper,  A.  E.:  Amino  Acid  Imbalance,  Toxicities  and  Antagonisms,  Nutrition  Rev.  74:225  (Aug.) 
1956. 

3.  Amino  Acid  Requirements  of  Adult  Man,  Nutrition  Rev.  74:2  32  (Aug.)  1956. 

4.  Amino  Acid  Imbalance  and  Supplementation,  Editorial,  J.A.M.A.  767:884  (June  30)  1956. 
Council  on  Foods  and  Nutrition,  American  Medical  Association:  Importance  of  Amino  Acid 
Balance  in  Nutrition,  J.A.M.A.  755:655  (June  25)  1955. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 


When  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

in  spastic 
and  irritable  colon 

PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  v/idely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay”  of  soastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . tvith  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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For  the 


greatest 
potential  value 
and  the 
least  probable  risk 


multi-spectrum  potentiated  therapy  . • . 
buffered  for  higher,  faster  antibiotic  levels 
. . . adds  new  certainty  in  antibiotic  ther- 
apy ...  particwZaW?/  for  that  90%  of  the 
patient  population  treated  at  home  or  office 
lohen  susceptibility  testing  is  not 
practical — 

Supplied : 

SiGNEMYCiN  V Capsules  containing:  250  mg.  (ole- 
andomycin 83  mg.,  tetracycline  167  mg.),  phos- 
phate buffered.  Bottles  of  16  and  100. 
SiGNEMYCiNt  Capsules -250  mg.  (oleandomycin 
83  mg.,  tetracycline  167  mg.),  bottles  of  16  and 
100;  100  mg.  (oleandomycin  33  mg.,  tetracycline 
67  mg.),  bottles  of  25  and  100. 

SiGNEMYCIN  FOR  ORAL  SUSPENSION  — 1.5  Gm.,  125 
mg.  per  5 cc.  teaspoonful  (oleandomycin  42  mg., 
tetracycline  83  mg. ) , mint  flavored,  bottles  of  2 oz. 
SIGNEMYCIN  Intravenous  — 500  mg.  vials  (olean- 
domycin 166  mg.,  tetracycline  334  mg.),  and  250 
mg.  vials  (oleandomycin  83  mg.,  tetracycline  167 
mg.) ; buffered  with  ascorbic  acid. 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chaa.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 


I irk  fTrademark,  oleandomycin  tetracycline 


IMPORTANT 

NEW 

PRODUCT 


promising  approach  to: 

hyper-betalipoproteinemia 
hyper-cholesterolemia 
hyper-chylomicronemia, 
and  other 

abnormal  serum  lipids 
and 

atherosclerosis 


CAPSULES 

ipotropic  factors  with 
nsaturated  atty  cids  (safflower  oil 


a balanced  formula  for  modifying,  preventing 
or  correcting  atherogenic  factors  widely 
implicated  in  causing  coronary  thrombosis. 


clinical  studies  demonstrate  that 

* 

CAPSULES 


effectively  help  to 


shift  atherogenic 
beta-lipoproteins 
to  the  more  normal 
alpha-lipoproteins 

reduce  elevated  blood 
cholesterol  levels 


by  means  of  well  tolerated 
vegetable  unsaturated  fatty  acids 


normalize  chylomicron- 
lipomicron  ratios 

stabilize  function  of 
the  liver,  site  of 
normal  metabolism  of 
cholesterol,  lipoproteins 
and  other  lipids 


with  choline,  methionine, 
pyridoxine  (Be)  and 
other  lipotropics 


Each  LUFA  capsule  provides:  | 

UNSATURATED  FATTY  ACIDS** 

378  mg. 

PYRIDOXINE  HCI  (Be) 

2 mg. 

CHOLINE  BITARTRATE 

233  mg. 

dl,  METHIONINE 

110  mg. 

INOSITOL 

40  mg. 

DESICCATED  LIVER 

87  mg. 

VITAMIN  Bi2 

1 meg. 

VITAMIN  E(dl,  alpha-tocopheryl  acetate) 

3.5  I.U. 

**from  specially 
refined  safflower 
seed  oil.  Provides 
approximately  294  mg. 
of  linoleic  acid. 


dosage:  Therapeutic  dose,  6 to  9 capsules,  in  divided  doses  with 
meals,  or  more  as  needed.  Maintenance  dose,  one  LUFA  capsule 
, t.i.d,  with  meals. 

supplied:  Bottles  of  100,  500  and  1000  capsules. 

Samples,  literature  and  diet  charts  for  patients  on  request. 

u.  s.  vitamin  corporation  • pharmaceuticals 

(Arlington-Funk  Laboratories,  division) 

250  East  43rd  Street  • New  York  17,  N.  Y. 

"Best  results  are  obtained  when  LUFA  is  given  as  an 
adjunct  to  a diet  adequate  in  protein,  low  in  animal  fat  and 
moderate  in  fats  from  selected  vegetable  and  marine  sources. 


Rauwiloid 

A Dependable  Antiliypertensive 

“...by  far  the  most  effective 

and  useful  orally  administered  agent  for  reducing  blood 
pressnre  . . . fully  worthy  of  a trial  in  every  case  of 
essential  hypertension  in  which  treatment  is  thought 
necessary.  The  severe  cases,  which  always  need  treat- 
ment, are  as  likely  to  respond  as  the  rmld.”^ 

1.  Locket.  S.:  Brit.  M.J. 
i:809  (Apr.  2)  1955. 

An  Effective  Tranquilizer,  too 

“ . . . relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions.  Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  diseases 
burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.;  J.  Kansas 
M.  Soc.  57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


A logical  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from,  side  actions. 

Rauwiloid  +Veriloid® 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon)  and  3 mg.  Veriloid  (alkavervir). 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 

Riker  LOS  ANGELA 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 

Bottle  of  48  tablets  (IK  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18,  N.  Y. 


How 
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Current  Concepts  in 


Infant  Carbohydrate 
Metabolism 


The  adequately  balanced  diet  must  con- 
tain carbohydrate  as  an  essential  nutrient. 
Though  some  carbohydrate  becomes  available 
to  the  body  from  the  transformation  of  protein 
and  fat,  these  sources  contribute  minor  amounts 
of  the  total  carbohydrate  requirement. 

Body  energy  comes  from  the  oxidation  of 
carbohydrate  and  fat  but  carbohydrates  are  oxi- 
dized preferentially.  The  brain  derives  its  supply 
of  energy  exclusively  from  the  oxidation  of  car- 
bohydrate. Besides,  the  infant’s  requirement  for 
energy  is  unusually  high  and  can  be  most  readily 
satisfied  by  carbohydrate. 

All  tissues  of  the  body  constantly  require  and 
use  carbohydrate  under  all  conditions.  Even  a 
temporary  fall  of  the  blood  sugar  below  critical 
levels  is  accompanied  by  serious  disability.  How- 
ever, the  amount  of  carbohydrate  in  the  body 
at  one  time  is  very  small.  It  would  sustain  life 
for  only  a fraction  of  a day.  Consequently,  the 
infant  must  be  offered  carbohydrate  frequently 
to  yield  a generous  proportion,  usually  over  half, 
of  the  totd  caloric  int^e. 


The  breast-fed  infant  receives  about  12  gms. 
of  carbohydrate  per  kilo  body  weight,  while  the 
artificially  fed  infant  receives  about  8 to  14  gms. 
per  kilo.  In  the  choice  of  an  added  carbohydrate, 
we  must  consider  adaptability,  tolerance,  di- 
gestability,  absorption,  fermentability,  and  irri- 
tation to  the  intestines. 

The  same  problems  of  infant  feeding  recur 
from  generation  to  generation,  but  solutions  may 
differ  with  each  era.  The  carbohydrate  require- 
ment for  all  infants  is  as  completely  fulfilled  by 
KARO®  Syrup  today  as  a generation  ago.  What- 
ever the  type  of  milk  adapted  to  the  individual 
infant,  KARO  Syrup  may  be  added  confidently 
because  it  is  a balanced  mixture  of  low-molecular 
weight  sugars,  readily  miscible,  well  tolerated, 
palliative,  hypoallergenic,  resistant  to  fermenta- 
tion in  the  intestine,  easily  digestible,  readily 
absorbed  and  non-laxative.  It  is  readily  available 
in  all  food  stores. 

MEDICAL  DIVISION 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 


60 


Virginia  Medical  Monthly 


Baker’s  Modified  Milk  is  a complete  infant  food 

— contains  all  requirements  for  complete  infant 
nutrition  ...  It  is  available  in  two  time-saving 
forms  — easy  - to  - prepare  Baker’s  Liquid  and 
Baker's  Powder,  the  latter  particularly  adaptable 
for  prematures  and  for  complemental  and  sup- 
plemental feedings.  Both  forms  are  low  in  cost 

— less  than  a penny  per  ounce  of  formula. 


It  will  pay  you  well 
to  check 

and  double  check 


“r. *“  <« 

Mol 


Check  these  facts! 


Double  Check  the  results  you  get! 

In  the  hospital  — and  at  home. 


Powder 


Liquid 


BAKER’S  MODiFSED  iVlILK 

THE  BAKER  LABORATORIES,  INC. 

/Hc/A  'P/Kxtlu/itd  ^xeLuuiteOp  ^ /Medieat  'P/to^.a4c/>ft' 

Main  Office:  Cleveland  3,  Ohio  e Plant:  last  Troy,  Wisconsin 
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for 


☆ 


☆ 


☆ 


your  complete  insurance  needs  . . . 

PROFESSIONAL 
PERSONAL 


PROPERTY 


CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  Y'OUR  PHONE 

VIRGINIA  HEAD  OFFICE:  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  11 1 W.  FIFTH  STREET.  ST.  PAUL  2,  MINNESOTA 


For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 


Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


PRICES  FOR  REPRINTS 

of  Articles  Appearing  in 

The  Virginia  Medical  Monthly 

Trimmed  Size  SVaxJVb  ins.  Type  Page  3x5 ins. 
Minimum  Order  100  Copies 


100 

250 

500 

1.000 

2,000 

4 pp.  $ 

6.90 

$ 7.60 

$ 9.20 

$11.25 

$15.75 

8 " 

12.30 

13.90 

15.20 

19.55 

27.05 

12  " 

18.05 

20.60 

23.10 

29.45 

43.45 

16  " 

18.85 

22.10 

25.55 

32.55 

46.45 

20  " 

21.75 

27.35 

31.05 

37.95 

56.80 

Extra  for 

Covers 

7.60 

8.75 

12..05 

14.40 

21.75 

ENVELOPES: 

Printed 

4.60 

7.00 

9.55 

15.20 

27,25 

Blank 

1.40 

3.20 

5.05 

9.55 

19.00 

Prices  F.O.B.  Richmond,  Va.  Shipments  will 
be  sent  postpaid  if  check  sent  with  order. 

Orders  must  be  placed  before  type  is 
distributed. 

WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street 

RICHMOND,  VIRGINIA 
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(Prednisofone  ferffory<butyfacetare,  Merck) 

for  relief  that  lasts -longer 


Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Acute  gouty  arthritis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 
syndrome 

Collateral  ligament 
strains 


Sprains 

Radiculitis 

Osteochondritis 

Ganglia 


Duration  of  relief 
exceeds  that 
provided  by  any 
other  steroid 
sster  ‘ 


O « t S « S • ? • • lo  II  It  l»  14  15  DATS 


Dosage!  the  usual  intra-articular» 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied!  Suspension  ‘hydeltra’- 
T.B.A. — 20  mg./cc.  of  predniso- 
lone rcrritfry-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  ft  DOHMB 

DIVISION  OFMeRCK&CO..tNC. 
FHICADELPHIA  1.  PA. 
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- levels 


one  dose 
a day. . . 


announcing... 

a new  practical 
and  effective  method 
for  lowering  blood 

cholesterol  levels... 

Arcofac 


Just  one  dose  a day  effectively 
lowers  elevated  blood  cholesterol 

. . . while  allowing  the  patient 
to  eat  a balanced  . . . nutritious  . . . 
and  palatable  diet 

Each  tablespoonful  of  emulsion  contains: 

Linoleic  acid 6.8  Gm. 

Vitamin  Be 0.6  mg. 

Mixed  tocopherols  (Vitamin  E)  11.5  mg. 

(sodium  benzoate  as  preservative) 

Arcofac  is  effective  in  small  doses 
and  is  reasonable  in  cost 
to  the  patient 


THE  ARMOUR 
LAR ORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE.  ILLINOIS 


Armour. ..Cholesterol  Lowering . . . Factor 


an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula.  1.2,3, 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  V2  teaspoonful 
contains : 

Pentylenetetrazol . .100  mg. 
Nicotinic  Acid 50  mg. 

1.  Levy,  S.,  JAMA..  153:1260,  1953 

2.  Thompson.  L.,  Procter  R. , 

North  Carolina  M.  J.,  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med.,  3:325,  1956 


CONFUSION... 


to  a 

NORMAL 

BEHAVIOR 


WRITE  for  FREE  NICOZOL 

DRUG  SPECIALTIES.  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  psychoses. 

Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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for  “This  Wormy  World’’ 


Pleasant  tasting 

‘ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 


Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 


PALATABLE  • DEPENDABLE  • ECONOMICAL 


^ANTEPAR^  SYRUP  ■ Piperazine  citrate,  lOO  mg.  per  cc. 
^ANTEPAR^  TABLETS  “ Piperazine  Citrate,  250  or  500  ing.,  seored 
^ANTEPAR’  WAFERS  ” Piperazine  Phosphate,  500  mg. 


Literature  available  on  request 


Cl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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PHENAPHEN 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 

Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  <3  gr.) 194.0  mg, 

Acetylsalicylic  Acid  (2V4  gr.)  . 162.0  mg. 
Fhenobarbital  {Va  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamtne  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 
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(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


The  above  laboratory  study  clearly  Indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  o^/sorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 


each  tablet  contains 

dihydroxy 

aluminum 

aminoacetate,  o.a  om< 

N.N.R. 

belladonna 

alkaloids  o.iea  mo. 

(as  sulfates) 

phenobarbital  le.a  mo. 


For  both  rapici  and  prolonged  antacid  effect,  with  consistently 


effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 
for  treatment  of  peptic  ulcer  and  epigastric  distress. 


Also  supplied:  Alglyn*  (dihydroxyaiumi-- 
num  aminoacetate,  N.N.R.  O.S  Gm  per  tablet). 
BELGLYN*  (dihydroxy  aluminum  aminoacetato. 
N.N.R.,  0.5  Gm.  and  belladonna  alkaloids, 0.162  mt- 
per  tabiet). 


Specialities  for  the  Medical  Profession  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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appetites 


with. 


Finicky  eaters  are  headed  for  a fast  nutritional 
build-up  with  Incremin  — tasty  appetite  stimulant. 

Incremin  offers  1-Lysine  for  improved  protein  utili- 
zation, and  essential  vitamins  for  their  stimulating 
effect  on  appetite. 

Tasty  Inxremin  is  available  in  either  Drops  or  Tab- 
lets. Caramel-flavored  T ablets  may  be  orally  dissolved, 
chewed  or  swallowed.  Cherry-flavored  Drops  may  be 
mixed  with  milk,  formula  or  other  liquid.  Tablets: 
bottles  of  30.  Drops:  plastic  dropper-type  bottle  of 
15  cc. 


Each  Incremin  Tablet 

or  each  cc.  of  Incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (B„)  5 mg. 

Vitamin  Bi2  25  mcgm.  (fNCREMlN  Drops  con- 

Thiamine  (Bi)  10  mg.  tain  1%  alcohol) 

Dosage:  only  1 Incremin  Tablet  or  10-20  Incremin  Drops 
daily. 

♦Reg.  U.  S.  Pot.  Off. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 
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simple,  well-tolerated  routine  for  "sluggish" older  patients 

one  tablet  t.i.d. 


DECHOLIN 

“therapeutic  bile” 


Establishes  free  drainage  of  biliary  system  — effectively  combats  bile  stasis  and 
improves  intestinal  function. 

Corrects  conslij)ation  without  catharsis  — copious,  free-flowing  bile  overcomes  tendency 
to  hard,  dry  stools  and  provides  the  natural  stimulant  to  peristalsis. 

Relieves  certain  G.I.  complaints  — improved  biliary  and  intestinal  function  enhance 
medical  regimens  in  hepatobiliary  disorders. 


Decholin  Tablets:  (dchyclrocholic  acid,  Ames)  3%  gr. 


23757 

AMES  COMPANY,  INC  • ELKHART,  INDIANA  • Ames  Company  of  Canada.  Ltd.,  Toronto 


• over  lO  million  patients 


treated  in  the  United  States 


• over  6700  articles  published 


throughout  the  world 


THORAZINE 

chlorpromazine,  S.K.F. 


one  of  the  fundamental  drugs  in  medicine 


*T.M.  Reg.  U.S.  Pat.  Oft. 
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MEDICAL  MONTHLY 


"S'  ^ 
\/ 


OCTOBER,  1957 


for  greater  specificity 
and  flexibility 
in  treatment 
for  convulsive  disorders 
PARKE  - DAVIS 
now  offers 
a comprehensive  group 
of  anticonvulsants 

for  grand  mal  and  psychomotor  seizures 

Sodium  (diplienylhydantoin  sodium,  Parke- 
Davis)  is  supplied  in  a variety  of  forms  — 
including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm. 
in  bottles  of  100  and  1,000. 

Kapseals  (Dilantin  100  mg.,  phenobarbital  30 
mg.,  desoxyephedrine  hydrochloride  2.5  mg.), 
bottles  of  100. 

for  the  petit  mal  triad 

Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm., 
bottles  of  100. 

Kapseals  (phensuximide,  Parke-Davis)  0.5  Gm., 
bottles  of  100  and  1,000. 

MILONTIN  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles. 


DILANTIN^ 

PHELANTIN^ 

CELONTIN^ 

MILONTIN^ 


PARKE,  DAVIS  & COMPANY- DETROIT  32,  MICHIGAN 
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The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


1949  cortisone 

HO.  . 


1951  Indrocorllsi 


1955  (srednisolouc 


Now 
CH3  Medrol 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 


• Lower  dosage 

(K  lower  dosage 
than 

prednisolone) 

• Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 


Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 


♦trademark  for  METHYLPREONISOLONE,  UP.^0HN 


For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Department, 
The  Upjohn  Company, 

Kalamazoo,  Michigan, 

Up|ohn 
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in  spasticity  of  the  Gl  tract 


WA 


Pavatrine 

125  mg. 

with  Phenobarbital 

15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and 


neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  ''the  butterfly  stomach” 


dosage:  one  tablet. before  each  meal  and  at  bedtime. 
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CORN  OIL  is  a Prime  Source 
of  UNsaturated  Fatty  Acid 


Numerous  clinical 
studies  emphasize 
its  efficacy  in  the 
reduction  and 
control  of  serum 
cholesterol  levels 


Physicians  are  quite  aware  of  the  rapidly 
growing  appreciation  of  the  role  of  dietary 
lipids  in  health  and  disease.  Accumulating 
metabolic  studies  throughout  the  world  indi- 
cate that  serum  cholesterol  levels  may  be 
influenced  more  by  the  kind  than  by  the 
amount  of  the  dietary  fat. 

Unsaturated  fats  tend  to  depress  serum  cho- 
lesterol levels  in  many  patients,  whereas  sat- 
urated fats  may  have  the  opposite  effect. 
Medical  references  on  this  subject,  as  well  as 
other  findings  concerning  unsaturated  fatty 
acids  in  nutrition,  may  be  found  in  the  book, 
“Vegetable  Oils  in  Nutrition.” 


Mazola  Com  Oil  is  an  excellent  source  of 
Mrtsaturated  fatty  acids... 85%  of  its  com- 
ponent fatty  acids  are  unsaturated . . . average 
values  being  55%  linoleic  acid,  30%  oleic 
acid.  Mazola  is  unadulterated  corn  oil  in  its 
natural  form.../iot  flavored,  not  blended, 
not  hydrogenated.  Well  tolerated,  easily 
digested,  readily  absorbed,  Mazola  is  also 
an  excellent  carrier  for  fat  soluble  vitamins. 

Mazola  Corn  Oil  is  widely  used  for  salad 
dressings,  in  frying,  cooking  and  baking... 
and  thus  may  be  included  palatably  in  great 
variety  as  a replacement  for  part  of  the  daily 
fat  intake. 


COMPARATIVE  COMPOSITIONS  OF  FOOD  FATS  AND  OILS 

Fotty  Acid*  o»  Perc^wtoge  of  Totol  Acid* 


Arachidenic 


lodina  Vatu* 


Fof 

Av«. 

Range 

Av«. 

Range 

Ave. 

Range 

Ave. 

Range 

Ave. 

Average 

Range 

Butter 

_ 

46-48 

_ 



4.0 



1.2 

0.2 



26-42 

Coconut  oil 

— 

75-88 

... 

5-8 

_ 

1. 0-2.5 

_ 

_ 

— 

7-10 

Corn  oil 

13 

11-15 

— 

23-40 

56 

46-66 

— 

0.0-0.6 

— 

126 

113-131 

Cottonseed  oil 

26 

21-30 

27 

22-36 

47 

34-57 

— 

— 

105 

90-1  17 

Lord 

43 

_ 

46 

— 

10 

15.6 

0.5 

— 

0.5  (2.1) 

53-77 

linseed  oil 

_ 

6-12 

— 

13-31 

_ 

10-27 

— 

30-64 

— 

— 

170-204 

Margarine 

23 

15-23 

62 

59-77 

5.8 

5-1 1 

— 

0.1 -0.9 

0 

81 

74-85 

Olive  oil 



8-16 



53-86 

.. 

4-20 



— 

— 

80-88 

Peanut  oil 

17 

14-22 

54 

44-65 

29 

20-37 

_ 

— 

— 

98 

90-102 

Shortening 

25 

17-45 

62 

43-79 

5 

3-12 

— 

0.2-0.6 

0-0.5 

78 

59-80 

Soybean  oil 

15 

11-18 

25 

18-58 

55 

28-62 

5.1 

0.3-10 

— 

130 

100-143 

Tallow  (beef) 

53 

— 

42 

— 

4 

5.3 

0.5 

— 

0.5 

— 

40-48 

Iodine  numbers  are  an  accepted  measure  of  the  degree  of  unsaturation  of  vegetable  oils. 


TO  PHYSICIANS  interested  in  the  study  and  manage- 
ment of  high  cholesterol  blood  levels,  this  most  recent 
monograph  will  provide  helpful  information.  It  is  free 
on  request.  Write  to:  Corn  Products  Refining  Company, 
17  Battery  Place,  New  York  4,  N.  Y. 


CORN  PRODUCTS 
REFINING  COMPANY 

17  Battery  Place, 

New  York  4.  N.Y. 
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For  Complete  Nutrition 


BAKER^S  MODIFIED  MILK  (Liquid) 

NEWBORN  INFANTS  (Hospital)-I  part 
Baker's  to  2 parts  cool  water. 

FIRST  WEEK  AT  HOME  - 1 part  Baker's  to 
1 V2  parts  cool  water, 

AFTER  FIRST  WEEK  AT  HOME  - 1 part 
Baker's  to  1 part  cool  water. 


Both  forms  are  easy  to  prescribe  and  prepare 
in  hospital  and  home  . . . Both  cost  less  than 
a penny  per  ounce  of  formula,  are  furnished 
gratis  to  hospitals  for  your  use. 


— . j 

BAKER’S  MODIFIED  MILK  | 

THE  BAKER  LABORATORIES,  INC. 

Powder  f^oin  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 


Liquid 


INFANTS  THRIVE  ON  BAKER’S. 
And  for  sound  reasons: 

Baker’s  contains  all  requirements  for  complete 
infant  nutrition  ...  It  is  available  as  an  easy- 
to-prepare  Liquid  and  as  a Powder,  the  latter 
particularly  adaptable  for  feeding  prematures 
and  for  complemental  and  supplemental 
feedings  . . . 
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Central  Antitussive  Effect  — mild,  dependable 
Topical  Decongestion  — prompt,  prolonged 

a 

lirtihistaminic  and  Expectorant  Action 


Neo-Synephrine®  hydrochloride 

Thcnfadil®  hydrochloride W 

Dihydrocodelnone  bitartrate 

Potassium  guaiacol  sulfonate 

Ammonium  chloride  

Menthol  

Chloroform  Q 

Alcohol 

Bottles  of  16  fl.  oz. 


SYNEPHRI 


ANTITUSSIVE  . DECONGESTANT 


ANTIHISTAMINIC 


SojdLtmptm^  (4cc.)  uhMm 


CowhiMU 


when  anxiety  and  tension  "erupts”  in  the  G.  1.  tract... 

IN  GASTRIC  ULCER 


* 


ji! 

Combines  McprobamatG  {400  mg.)  niost  widely  prescribed  tranquilizer  . . . helps  control  ii 

the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or  i:j 

habituation  . . . pATH  I LON  {25  mg.)  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  or  many  G.I.  disorders.  jij 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000.  'i 

*TrademarK  ® Registered  Trademark  for  Tridihexethyt  Iodide  Lederle  p 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK  [. 


PATH  I BAM  ATE 


Meprobamate  with  PATHILON®  Lederle 
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kids  really  like,*. 


SQUIBB  IRON.  B COMPLE.X  AND  Bu  \1TAMINS  ELIXIR 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


Each  teaspoonful  (5  cc.)  supplies: 

Elemental  Iron  

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated) 

Vitamin  B12  activity  concentrate 4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin 1.0  mg. 

Niacinamide — 5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Alcohol  content:  12  per  cent 
Dosage;  1 or  2 teaspoonfuls  t.i.d. 


Supply:  Bottles  of  8 ounces  and  1 pint. 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


(hydrocortisone-bacitracin-tyrothricin- 

NEOMYCIN-BENZOCAINE  TROCHEs) 


Adult  or  juvenile,  your  patients  with  sore  throats 
will  welcome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
inflammatory, anti-infective  and  analgesic  proper- 
ties that  promptly  alleviate  distressing  mouth  or 
throat  irritation  whether  caused  by  infection, 
mechanical  injury  or  allergic  reaction.  And 
HYDROZETS  taste  so  good,  it’s  hard  to  believe 
they’re  medicine. 

Formula:  Each  HYDROZETS  Troche  contains  — 
2.5  mg.  ‘H YDROCORTONE’  to  reduce  pain,  heat 
and  swelling;  50  units  Zinc  Bacitracin,  1 mg. 
Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  Indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  vials  of  IZ  troches. 


MERCK  SHARP  6c  DOHME 

DIVISION  OF  MERCK  & CO..  INC..  PHILADELPHIA  I.  PA. 


VoL.  84,  October,  1957 
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Virginia  Medical  IMonthly 


FOR  STUBBORN/  ALLERGIES... 


Meti-steroid  benefits  are  potentiated  in 


METRETON 


* 


TABLETS 

with  stress  supportive 
vitamin  C 


METI-STEROID  — ANTIHISTAMINE  COMPOUND 

NASAL  SPRAY 
prompt  nasal  comfort 
without  jitters  or  rebound 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders— even  in  the  presence  of 

cardiorenal  and  hepatic  insufiBciency. 

COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


*T.M.  MT.J.It? 


Chemotherapy 


ARALEN 


iMj 


RHEUMATOID 


ARTHRITIS 


Extensive  studies  of  rheumatoid  arthritis  and  related 
collagen  diseases— in  this  country  and  abroad- 

have  shown  the  antimalqrial  Aralen  phosphate  to  be  highly  effective 
and  well  tolerated  in  a large  percentage  of  patients. 


Clinical  Results  with  Aralen 
in  Rheumatoid  Arthritis 


ANALGESICS  AND  STEROIDS: 


• Requirements  usually  reduced  or 
eliminated 


Author 

No.  Of 
Cases 

Major 

Improvement 

Minor 

Improvement 

No  Effect 

Haydu^ 

2B 

22 

5 

1 

Rinohart^ 

25 

12 

4 

9 

Fr««dimii|3 

50 

43 

3 

4 

BognolH 

108 

77 

12 

19 

Brucknar^ 

36 

32 

0 

4 

C«h«n  and  Calkin*^ 

22 

17 

3 

2 

Scharbal  •!  al.^ 

25 

9 

8 

8 

Total 

294 

212  C72%) 

35  (12%) 

47(16%) 

• Success  dependent  upon  persistent  treatment 

• Often  of  benefit  where  other  agents  have  failed 


JOINT  EFFECTS: 


• Pain  and  tenderness  relieved 

• Mobility  increases 

• Swellings  diminish  or  disappear 

• Muscle  strength  improves 

• Rheumatic  nodules  may  disappear 

• Even  severe  or  advanced  deformity 
may  improve 

• Active  inflammatory  process  usually 
subsides 


• Remissions  on  therapy  well  maintained 


• Joint  effusion  may  diminish 


• Remission  of  3 to  12  months  possible  even  if 
treatment  is  interrupted 

• Tachyphylaxis  not  evident 


• Exercise  tolerance  increases 

• Walking  speed  and  hand  grip  improves 


LABORATORY  EFFECTS: 


• E.  S.  R.  may  fall  slowly 

• Hemoglobin  level  may  gradually  rise 


DOSAGE: 


Aralen  is  cumulative  in  action  and 
requires  four  to  twelve  weeks  of 
administration  before  therapeutic  eff«l 
become  apparent. 

Latest  information  indicates  that  an 
initial  dose  of  250  mg.  of  Aralen 
phosphate  is  preferable  to  the  higher 
doses  sometimes  recommended.  Howet^ 
If  side  effects  appear,  withdraw  Aralei^ 
for  several  days  until  they  subside.  < 
Reinstate  treatment  with  125  mg.  1 
daily  and,  if  well  tolerated,  increase  tol 
250  mg.  The  usual  maintenance  dose  ^ 
is  250  mg.  daily. 


li.  INDICATIONS: 

; • Rheumatoid  arthritis,  acute  or  chronic 

—with  or  without  adjunctive  therapy, 
j • Spondylitis 

j • Arthritis  associated  with  lupus 

erythematosus  or  psoriasis 


fJeM  Chemotherapy 

THEORY  OF  ACTION: 

Aralen  appears  to  suppress  or 
induce  remission  of  rheumatoid 
inflammatory  processes  by  inhibiting 
adenosinetriphosphatase. 


HOW  SUPPLIED: 

Aralen  phosphate;  250  mg.  tablets  in  bottles  of  100  and  1000. 
125  mg.  tablets  in  bottles  of  100. 


Tolerance : 


Aralen  is  usually  well  tolerated.  Toxic  effects  are 
I usually  mild  and  to  date  have  been  transitory  in 
nature,  disappearing  completely  either  on  con- 
tinuance or  cessation  of  therapy  or  on  reduction  in 
dosage. 

Gastrointestinal  disturbances  (e.g.  nausea, 
rarely  vomiting,  diarrhea,  abdominal  cramps, 
anorexia)  are  frequent  manifestations  of  intoler- 
i ance.  Temporary  blurring  of  vision  (due  to  inter- 
ference with  accommodation)  is  also  relatively 
? frequent. 


Caution : 


Aralen  is  known  to  concentrate  in  the  liver  and, 
although  hepatic  damage  has  never  been  reported, 
the  drug  should  be  used  with  caution  in  the  pres- 
ence of  liver  disease.  In  the  presence  of  severe 
gastrointestinal,  neurological,  or  blood  disorders, 
the  drug  should  be  used  with  caution  or  not  at  all. 
If  such  disorders  occur  during  the  course  of  ther- 
apy, the  drug  should  be  discontinued.  Concomitant 
use  of  gold  or  phenylbutazone  with  Aralen  should 
be  avoided  because  of  the  tendency  of  these  agents 
to  produce  drug  dermatitis. 


Clinical  Comments: 


Pleomorphic  skin  eruptions  (e.g.  lichenoid, 
maculopapular, purpuric ),  although  generally  mild, 
may  preclude  the  use  of  an  optimum  dosage 
schedule.  If  a skin  reaction  persists  on  a reduced 
dosage  schedule,  or  recurs  after  reinstitution  of 
treatment  with  gradually  increasing  doses,  discon- 
tinue Aralen  till  the  lesion  again  disappears  and 
consider  resuming  treatment  with  Plaquenil® 
(brand  of  hydroxychloroquine) . 

Less  frequently  transitory  vertigo,  headache, 
lassitude,  or  neurological  disturbances,  such  as 
nervousness,  irritability,  emotional  change,  and 
nightmares  have  been  reported.  Instances  of  unex- 
plained slight  gradual  weight  loss  as  the  patient’s 
general  health  and  arthritic  condition  improved 
have  been  mentioned.  Occasional  instances  of 
bleaching  (depigmentation)  of  the  hair  have  been  . 
described. 


Of  fifty  patients  receiving  Aralen  therapy,  “43 
have  become  really  well ; that  is,  they  have  no  stiff- 
ness, and  any  pain  that  occurs  can  reasonably  be 
attributed  to  use  of  joints  affected  by  secondary 
degenerative  changes.  They  have  no  evidence  of 
joint  inflammation,  but  may  have  a raised  erythro- 
cyte sedimentation  rate.  They  have  little  or  no  need 
for  analgesics.”  Freedman^ 

“One  hundred  and  twenty-five  private  patients 
have  been  carefully  followed  clinically  and  haema- 
tologically  while  receiving  well  over  200  patient- 
years  of  chloroquine  [Aralen]  therapy.  The  results 
are  considered  good  in  70%,  one-half  of  these  cases 
being  in  remission.  Improved  work  performance, 
sedimentation  rate,  and  hemoglobin  levels  para- 
lleled the  major  objective  gain  in  this  70%.  90%  of 
them  remained  on  chloroquine  [Aralen]  therapy, 
□ half  for  more  than  two  years.  Classical  peripheral 
rheumatoid  arthritis,  spondylitis,  arthritis  of 
juvenile  onset,  and  rheumatoid  disease  with 
.1'’',  psoriasis,  all  appeared  to  respond  about  equally 
well. 


1 


Although  an  occasional  instance  of  leukopenia, 
with  normal  differential  count,  has  been  reported 
(WBC  about  3000),  it  has  not  proved  troublesome 
because  it  has  always  been  reversible  on  discontinu- 
ance, or  diminution  of  the  dose.  Even  spontaneous 
reversal  may  occur  while  full  dosage  is  maintained. 


“It  is  suggested  that  chloroquine  comes  closer  to 
the  ideal  for  long-term,  safe,  control  of  rheumatoid 
disease  than  any  other  agent  now  available.” 

Bagnall^ 

“Out  of  the  36  rheumatoid  arthritis  cases  we 
treated  . . . favorable  results  were  obtained  in  32 

C3S6S.  Bruckner  et  al,^ 


References 


1.  Haydu,  G.G.;  Rheumatoid  arthritis  therapy:  a rationale  and  the  use  of 
chloroquine  diphosphate.  Am.  J.  M.  Sc.  225:71.  Jan..  1953. 

2.  Rinehart.  R.E.:  Chloroquine  therapy  in  rheumatoid  arthritis.  Northwest  Med. 

64:713,  July.  1955. 

3.  Freedman,  A.:  Chloroquine  and  rheumatoid  arthritis,  a short-term  controlled  trial, 
Ann.  Rheum.  Dis.  15:251.  Sept.,  1956. 

4.  Ba^nall.  A.W.:  The  value  of  chloroquine  in  rheumatoid  disease,  a four  year  study 

of  continuous  therapy,  read  at  the  Ninth  International  Congress  on  Rheumatic  Diseases 
in  Toronto,  Canada,  June  23-28,  1957. 

5.  Bruckner  I.,  and  Rosenzweig,  S. : Treatment  of  chronic  rheumatoid 
arthritis  with  synthetic  antimalarials,  read  at  the  Ninth  International  Congress 
on  Rheumatic  Diseases  in  Toronto.  Canada.  June  23-28,  1957. 

6.  Cohen.  A.S..  and  Calkins.  Evan:  A controlled  study  of  chloroquine  as  an  antirheumatic 
agent,  read  at  the  Ninth  International  Congress  on  Rheumatic  Diseases 

in  Toronto,  Canada.  June  23-28,  1957. 

7.  Scherbel,  A.  L.,  Schuchter,  S.L.,  and  Harrison,  J.W.:  Comparison  of  effects  of  two 
antimalarial  agents,  hydroxychloroquine  sulfate  and  chloroquine  phosphate. 

in  patients  with  rheumatoid  arthritis.  Cleveland  Clin.  Quart.  24:98,  April,  1957. 


I 


PlTRlflA\ 


I a General  Electric  product 
in  step  with  your  progress 


. . . in  a matter  of  seconds 


• — and  those  seconds  are  split  in  radiography 
with  Patrician’s  stop-motion  200-ma,  100- 
k%'p,  full-wave  power.  Involuntary  move- 
ments of  patients  or  organs  no  longer  need 
be  your  problem  — nor  the  hea%y  investment 
formerly  re<jmred  for  x-ray  equipment  capa- 
ble of  overcoming  them. 

At  a price  competitive  with  low-power, 
limited-range  apparatus,  you  can  now  enjoy 
juU  x-ray  facilities  offered  by  the  General 
Electric  Patrician:  kenotron-rectified  output 
for  longer  x-ray  tube  life. . . 81 -inch  angulat- 
ing  table  for  those  tall  patients . . . double-focus 
rorating-anode  tube  for  radiography  and 

“^vgress  fs  Our  Mosf  /mporfanf  Ptoducd 


GENERAL 


ELECTRIC 


fluoroscopy  . . . highly  maneuverable  inde- 
pendent tube  stand  . . . fully  counterbalanced 
fluoroscopic  screen  . . . compact,  simplified 
control  unit. 

Before  investing  in  x-ray  equip- 
ment, get  the  complete  Patrician 
story,  including  G-E  financing 
plans.  Use  this  handy  coupon. 

X-RAY  DEP.ARTMENT 
GENZR.\L  ELECTRIC  CO. 

^lii^'aukee  1,  Wisconsin 

^ Please  send  ne  your  16-po9e  PATRICIAN  bulletin 
[j  Facts  about  deferred  poyment 

□ maxiservice  rental 


Name. 


Adi'ess. 
Gty 


..Zo-e S*a‘e- 


Direct  Factory  Branches: 

RICHMOND  — 3425  Leigh  Su  ROANOKE  — 202  S.  Jefferson  Street 

BALTIMORE  — 3012  Greenmount  Ave.  WASHINGTON,  D.  C.  — 806  15th  Su,  N.W. 
NORFOLK  — 218  Flatiron  Building 
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Vergesta  Medical  Moxthly 


Ifydrospray 


NASAL 

SUSPENSION 


(HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCINI 

Anti-inflammatory — 
Decongestant — Antibacterial 


MAJOR  ADVANTAGES;  New  synergistic  anti-inflammatory,  decongestant 
and  antibacterial  formula.  High  steroid  content  assures  effective  response. 


Topically  applied  hydrocortisone*  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  ft  DOHME 

DIVISION  OF  MERCK  6 CO..  INC. 
PHILADELPHIA  I.  PA. 


REFERENCE:  1.  SUcox,  L.  E.,  A.M.A.  Arch.  Otolaryng.  60:431.  Oct.  1954. 
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New  York  17,  New  York 


For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new  cartrax? 
This  doubly  effective  therapy  combines  petn  (pen* 
taerythritol  tetranitrate)  for  lasting  vasodilation  and 
ATARAX  for  peace  of  mind.  Thus  cartrax  relieves 
not  only  the  anginal  pain  but  reduces  the  concomi- 
tant anxiety. 

Dosage  and  supplied:  begin  with  1 to  2 yellow  tab- 
lets (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times 
daily.  This  may  be  increased  for  maximal  effect  by 
switching  to  pink  tablets  (20  mg.  petn  plus  10  mg. 
atarax).  In  tattles  of  100. 

CARTRAX  should  be  taken  before  meals,  on  a contin- 
uous  dosage  schedule.  Use  with  caution  in  glaucoma. 

1.  Russek,  H.  I.:  J.  Am.  Ceriat.  Soc.  ^:877  (Sept.)  1956. 
•Trademark 
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disappointed  with  half  measures  in  angina? 


READ  THIS 


Vrfji'A-fe  .:Si'U.v®3g&‘-,'(ls  uj'Sst'SM?; 


Flu  Fight 

Drug  Firms  Speed  Ij 
V^accine  Output,  Bui| 
Will  the  U.S.  Need 


Asiatic  Virus  Raises  Thr 
Government  Buys,  Pi| 
nd  Hens  Have  to  Hel 


ie  War  on  Mutant  A 


If  Florence  u'os  in  the  grip  of  an  epi- 
nic  of  colds,  coughs  and  fevers,  astrolo- 
s . . . declared  that  it  u'as  caused  by 
! influence  of  an  umtsual  conjunction  of 
nets.  This  sickness 


be  knoun  as  ‘^mfi 
— Chronicles  of 
I ’00-1470. 


To  combat  new  r 
ence.  " a worldwide 
s week  in  respons 
■m  the  Far  East.  Si 
the  World  Health 
/a.  which  collects  i 
m around  the  globt 
•cimens  of  the  ene 
ns.  In  more  than  a 
lud'n?  those  of  tb' 


8 STUDENTS  ON 
FLIGHTS  TO  U.  5. 
HAVE  ASIAN  FLU 

New  Yorl'.,  Aug.  15  L? 
Laboratory  tests  on  e 
foreign  exchange  student 
arrived  Aug.  8 show  they 
victims  of  Asiatic  flu,  the 
health  department  repo 
s#  .Jii  today.  The  eight  arrived 
plane  from  Europe. 

Twenty-nine  other  stud' 
suffering  from  influenza 
rived  Tuesday  from  Rot^.i 
dam  on  the  ship  Arosa  S 
One,  Nicholas  Mommos,  ■*. 
Greek  exchange  siudent.  tnc'* 
yesterday.  Six  of  these  stu- 
dents were  released  today 
the  others  are  to  be  r'" 
tomorrow.  It  has  not 
termined  whether^  ' 
died  from  Asiatic 

U.  T -W,.-. 

Pet 
vac 
izat 
lIo\ 
the  , 
ontv 


en  Attack,  Rapid  Spi 
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THE  iNFLUEl 

How  Deadly  Will  it  6 
What  Can  We  Do  abt 

IF  > 

Answc 


US  Fighting  Ai 


Asian  Flu:  the  Outlook 

Asian  influenza  will  hit  the  U.S.  this  . 
fall  before  mass  immunization  can  be 
effective,  and  the  nation  faces  an  epi- 
demic which  m.ay  strike  15  million  lo 
30  million  people.  The  disease  is  relatively 
mild  (in  no  way  comparable  lo  the  kill- 
ing ‘‘Spanish  flu"  of  191S-191.  and  is 
likely  to  cau.^e  only  a small  number  of 
deaths  among  the  feeble  young  and.  En- 
feebled old.  But  it  may  compel  io(t  to 
20^c  of  the  population  in  affected  area.-,  otates  ^ 
to  tal 

'"w  The  War  On  Asiatic  Flu 

i B^ie  There's  cause  for  concern  about  Asiatic 
I a CO' 

i peel  flu,  but  scientists  and  public  health  officials 
see  no  reason  for  anvone  to  panic. 

rvir> 

First  shipments  of  the  vaccine  against  the 
new  influenza  strain  have  arrived  in  Chi- 
cago, setting  off  a flood  of  telephone  calls 
from  worried  patients  to  doctors,  and  from 
„ doctors  to  drug  suppliers.  This  is  a nor-* 
pattern  of  mass  fear  and  is  understan 
-f  tbo 


A ne>A 
— is  sho>A 
ground  th 
now  havt 


Even  though  Salk  vaccine  priorities  were 
necessarx',  the  regulation  produced  adminis- 
trative headaches,  public  complaints  and 
probably  a gray,  if  not  a black  market.  'When 
regulation  i 
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PUBLIC  HEALTH 


Influenza  M|[ 


it-r" 


► INFLUENZA,  one  of  the  most  un;- 
dictable  of  communicable  diseases,  is  rt  ^ 
ing  “on  cat  feet"  across  the  nation  rig 
now.  It  has  already  struck  once  this  yt 
in  mild  epidemic  form  at  an  Air  Foi 
base  in  Colorado.  When  and  how.  st-ver*^ 
it  will  strike  again  is  a perennial  riddle 
public  health  authorities. 

It  will  probably  not  lie  dormant  ij 
the  rest  of  the  winter  months,  .-kt  the  *'4! 
there  will  lie  sporadic  outbe 
throughout  the  country.  It 
ditions  mciir.  i!  roiild  sv 
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DEMIC 


CATCH  "ASIATIC"  FLU- 


Ithe  New  Virus  Threat  From  Orient 

I East"  flu 
•ind  there 
tcted  cases 
rhe  l»  ' 


STEARATE  (Erythromycin  Stearate,  Abbott) 


rike 

|s  structure  of  tltc  vir. 
presently  useii  vaccine.' 
ness. 

a sucliien  cliange  tor 
A virus  in  1947,  F 
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effective  against  staph-,  strep-  and  pneumococci 
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CL&^ott 


<S>Filmtab — Film-sealed  tablets,  Abbott;  pat.  applied  for. 
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DOCTOR 

Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 

TO  YOU  ARE 

COMPLETE 

RELEASE  OF  CAPITAL 

PIEDMONT 

New  Automobiles 

Any  Make 

No  Worries  Over 

PLAN 

Taxes-Fees 

FOR  THE 

Service  Cost 

Insurance 

MEDICAL 

Repairs 

License  Fees 

PROFESSION 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

EXCLUSIVELY 

Tire  Replacements 

Inspection  Registration 

For  Most  of  You,  All 

This  Is  100%  Tax  Deductable 

Fees 


WE  COVER 
YOU  WITH— 
LIABILITY  INSURANCE 
of,  100,000/300,000 
Bodily  Injury  and 
50,000  for  Property 
Damage 

You  Are  Protected 
With  100%  Coverage 
On  Collision,  Fire 
and  Theft  Insurance 

If  Your  Car 
Is  Out  of  Service,  You 
Are  Provided  With  a 
Replacement 

All  Repairs,  Tire  & 
Battery  Replacement  Are 
Purchased  In  Your 
Home  Town 


We  are  as  near  as  your  Telephone! 

If  You  Would  Like  to  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc 

^ P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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NEW  antidiarrheal  for 


Addition  of  neomycin  to  the 
'fective  Donnagel  formula  assures 
e»n  more  certain  control  of  most 
of  the  common  forms  of  diarrhea. 

Neomycin  is  an  ideal  antibiotic 
Imteric  use:  it  is  effectively 
acteriostatic  against  neomycin- 
iceptible  pathogens:  and  it  is 
relatively  non-absorbable. 

The  secret  of  Donnagel  with  Neomycin’s  clinical  dependability 
lies  in  the  comprehensive  approach  of  its  rational  formula: 


COMPONENT 

in  each  30  cc.  (1  fl.  or.) 

ACTION 

BENEFIT 

Neomycin  base,  210.0  mg. 

(as  neomycin  sulfate,  300  mg.) 

antibiotic 

Affords  effective  intestinal  bacte- 
riostasis. 

Kaolin  (6.0  Gm.) 

adsorbent, 

demulcent 

Binds  toxicand  irritatingsubstan- 
ces.  Provides  protective  coating 
for  irritated  intestinal  mucosa. 

Pectin  (142.8  mg.)  ^ 

protective, 

demulcent 

Supplements  action  of  kaolin  as 
an  intestinal  detoxifying  and 
demulcent  agent. 

Dihydroxyaluminum 

aminoacetate  (0.25  Gm.) 

antacid, 

demulcent 

Enhances  demulcent  and  detoxi- 
fying action  of  the  kaolin-pectin 
suspension. 

Natural  belladonna  alkaloids; 
hyoscyamine  sulfate  (0.1037  mg.) 
atropine  sulfate  (0.0194  mg.) 
hyoscine  hydrobromide  (0.0065  mg.) 

anti- 

spasmodic 

Relieves  intestinal  hypermotility 
and  hypertonicity. 

Phenobarbital  (%  gr.) 

sedative 

Diminishes  nervousness,  stress 
and  apprehension. 

Informational 
literature 
available 
upon  request. 


INDICATIONS:  Donnagel  with  Neomycin 
is  specifically  indicated  in  diarrheas  or 
dysentery  caused  by  neomycin-suscep- 
tible organisms;  in  diarrheas  not  yet 
proven  to  be  of  bacterial  origin,  priorto  de- 
finitive diagnosis.  Also  useful  in  enteritis, 
even  though  diarrhea  may  not  be  present. 

SUPPLIED:  Bottles  of  6 fl.  oz.  At  all  pre- 
scription pharmacies. 


DOSAGE:  Adults:  1 to  2 tablespoonfuls  (15 
to  30  cc.)  every  4 hours.  Children  over  1 
year:  1 to  2 teaspoonfuls  every  4 hours. 
Children  under  1 year:  Va  to  1 teaspoon- 
ful every  4 hours. 

ALSO  AVAILABLE:  Donnagel,  the  original 
formula,  for  use  when  an  antibiotic  is  not 
indicated. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


^NTRAVENOXiy  Compatible  with  commor^ 
IV^Iuia's . Stable  for  24  hours  in  ' 
solution  at  room  temperature.  hvex4 
age  IV  dose  is  500  mg.  given  at  12  3 
hour  intervals.  Vials  of  100  mg., 

250  mg. , 500  mg. 


THERAPEUTIC  BLOOD  LEVELS  ACHIEVED 


Many  physicians  advantageously  use 
the  parenteral  forms  of  ACHROMYCIN 
in  establishing  immediate,  effective 
antibiotic  concentrations.  With 
ACHROMYCIN  you  can  expect  prompt 


toTRAMUSCULA^  Used  to  start  a pa- 
txerT^^fnTTs  regimen  immediately, 
or  for  patients  unable  to  take  oral 
nedication.  Convenient,  easy-to-use, 
ideally  suited  for  administration 
in  office  or  patient's  home.  Supplied 
in  single  dose  vials  of  100  mg.,  (no 
refrigeration  required) . 


IN  MINUTES  — SUSTAINED  FOR  HOURS 

control,  with  minimal  side  effects, 
over  a wide  variety  of  infections  - 
reasons  why  ACHROMYCIN  is  one  of  to- 
day's foremost  antibiotics. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

»Reg.  U.S.  Pol.  0(f. 


safe... for  your  little  patients,  too 

“a  definite  relaxant  effect”^ 

With  Nostyn  “...almost  without  exception  the  children  responded  by  becoming  more  ame- 
nable, quieter  and  less  restless.”' 

ivithout  depression,  drowsiness,  motor  incoordination 

“The  most  striking  feature  is  that  this  drug  does  not  act  as  a hypnotic “No  toxic  side- 

effects  were  noted,  with  particular  attention  being  paid  to  the  hematopoietic  system. 

dosage:  Children:  150  mg.  {Vz  tablet)  three  or  four  times  daily.  Adults:  150-300  mg.  (Vz  to  1 tablet) 
three  or  four  times  daily. 


supplied:  300  mg.  scored  tablets,  bottles  of  48  and  500. 

(1)  Asung,  C.  L.;  Charcowa,  A.  I,,  and  Villa,  A.  R;  Sea  View  Hosp.  Bull.  76;80.  1956.  (2)  Asung,  C.  L.;  Charcowa,  A.  1.,  and 
Villa,  A.  R:  New  York  J.  Med.  57:1911  (June  1)  1957.  (3)  Report  on  Field  Screening  of  Nostyn  by  99  Physicians  in  1,000 
Patients,  June,  1956. 


AMES  COMPANY.  INC  • ELKHART,  INDIANA 

41057 


calmative  nostyn 


Ectylurca.  Ames 
(2-ethyl-c(s-crotonylurea) 


“of  value  in  the  hyperactive  as  well 
as  the  emotionally  unstable  child 


“Did  you  see 
my  eye  twitch, 
Doctor?” 


I 


I 

( 


She’s  nervous — and  depressed  at  the  same  time:  “I  just  can’t 
get  interested  in  anything.” 


You  feel  that  a “tranquilizer”  will  probably  relieve  her  nervousness 
— but  not  her  depression.  On  the  other  hand,  stimulants  will  relieve 
the  depression — but  may  magnify  her  nervousness. 

In  this  type  of  patient,  a clinical  trial  with  Dexamyl*  often  produces 
gratifying  results.  ‘Dexamyl’,  a “normalizing”  agent,  relieves  both  anxiety 
and  depression  and  imparts  to  your  patient  a sense  of  cheerfulness, 
optimism  and  assurance.  A combination  of  Dexedrine*  (dextro- 
amphetamine sulfate,  S.K.F.)  and  amobarbital,  ‘Dexamyl’  is 
available  as  tablets,  elixir  and  Spansule*  sustained  release 
capsules  (two  strengths). 

Made  only  by  Smith,  Kline  & French  Laboratories,  Philadelphia. 

*T.M.  Reg.  U.S.  Pat.  Ofif. 
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an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula. 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  V2  teaspoonful 
contains: 

Pentylenetetrazol.  .100  mg. 
Nicotinic  Acid 50  mg. 

1.  Levy,  s.,  JAMA.,  153:1260,  1953 

2.  Thompson,  L.,  Procter  R., 

North  Carolina  M.  J.,  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med.,  3:325,  1956 


CONFUSION... 


to  a 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOL 

DRUG  SPECIALTIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  psychoses. 

Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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VrRGiNT.4  Medic.al  AIoxthly 


(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder  . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


BEUI-ADONNA  AI.KAl.OIDS 
AI.ONE 


100 

90 

80 

70 

60 

50 

40 

30 

20 

to 


LD  90%* 
*15  mg.  dose 
of  spasmolytic 
proved  lethal 
in  90"'  of 
test  animals 


IS  MG.  ALKALOIDS 


BELUADONNA  AUKALOIDS 
WITH 

ALUMINUM  HYDROXIDE 


Al(OH), 
w/spasmolytic 
substantially 
reduces  spasmolytic 
drug  effect 


IB  MG.  ALKALOIDS 
200  MO.  AL  (oh). 


BELLADONNA  ALKALOIDS  WITH 
DIHYDROXY  ALUMINUM  AMINOACETATC 

(alglyn®.  brayten) 


LD  83% 

Malglyn  Compound 
provides  maximal 
spasmolytic  effect 


Alglyn 

adsorbed  only 

7% 

of  alkaloids 


IB  MG.  ALKALOIDS 
200  MG.  ALGLYN 


COMPARISON  OP  ADSORPTIVE  PROPERTIES  OP  AL(OH),  AND  ALGLYN 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  aifsorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 


each  tablet  contains 

dihydroxy 

aluminum 

aminoacetate.  o.b  omi 

N.N.R. 

belladonna 

alkaloids  o.iea  mo. 

(as  sulfates) 

phenobarbital  le.a  mo. 


For  both  rapid  and  prolonged  antacid  effect,  with  consistently 


effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 
for  treatment  of  peptic  ulcer  and  epigastric  distress. 


Also  supplied:  alglyn*  {dihydroxy  a luml- 
num  aminoacetate,  N.N  R.  0.5  Gm  per  tablet). 
6ELGLYN*  (dihydroxy  aluminum  aminoacetate. 
N.N.R.,  0.5  Gm.  and  belladonna  alkaloids,  0.162  mg. 


per  tablet). 


SpecialUies  for  the  Medical  Profeeeion  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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one  dose 
a day. . . 


announcing... 

a new  practical 
and  effective  method 
for  lowering  blood 

cholesterol  levels... 

Arcofac 


Just  one  dose  a day  effectively 
lowers  elevated  blood  cholesterol 

. . . while  allowing  the  patient 
to  eat  a balanced  . . . nutritious  . 
and  palatable  diet 

Each  tablespoonful  of  emulsion  contains: 

Linoleic  acid 6.8  Gm. 

Vitamin  Be 0.6  mg. 

Mixed  tocopherols  (Vitamin  E)  11.5  mg. 
(sodium  benzoate  as  preservative) 

Arcofac  is  effective  in  small  doses 
and  is  reasonable  in  cost 
to  the  patient 


THE  ARMOUR 
LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE.  ILLINOIS 


Armour. ..Cholesterol  Lowering  . . . Factor 


Retirement  from  work,  yes — 

but  not  from  good  health.  Older  folks  have 

more  years  to  look  forward  to,  because 

life  expectancy  has  been  increased 

by  20  years  in  the  last  40.  The  extra  years 

are  healthier  because  modem  geriatric 

medicine  has  made  them  so. 

Community  agencies  are  seeing  to  it 
that  the  aged  have  more  to  do, 
more  interest  in  life. 

As  with  all  prescriptions  at  Peoples, 
your  doctor’s  geriatric  prescriptions 
are  compounded  accurately,  quickly. 

And,  of  course,  your  prescription 
is  priced  with  uniform  economj’. 


One  of  a Series  of  Newspaper 
Directed  to  Your  Patients 
and  Our  Customers — 


PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


© 1956  PEOPLES 
DRUG  STORES,  INC. 


LINICAL 


experience  in  the 
‘Ireatment  of  respiratory  tract  infections  with 


f.EANOOMYCIN  TETRACYCLINE-PHOSPHATE  BUFFERED 


ule  pharyngitis 

leumonia 

eurisy 

itis  media 

onchitis 

nusitis 

'onchiectasis 

insillitis 

tifluenza 

ronchopneumonia 
I msinusitis 
I ryngitis 
I 'acheitis 
. thmoiditis 

: treptococcal  pharyngitis 
asopharyngitis 
racheobronchitis 
acterial  pneumonia  due  to 
resistant  pneumococci, 
staphylococci,  or  mixed  flora 
'iralor  nonspecific 
pneumonia  not  responsive 
to  other  therapy 
ung  abscess 
ollicular  tonsillitis 
pharyngitis  caused  by 
resistant  staphylococci, 
Streptococcus  viridans, 
or  hemolytic  Streptococcus 
obar  pneumonia 
viral  URI 


and  with 


outstanding 
safety  and, 
toleration 


914 


patients  with 
respiratory 
infections 
treated  with 
Signemycint^ 


patients  showed 
an  excellent 
or  good  response 


patients  had 
fair  response 


patients  had  a 
poor  response 


patients  had 
no  side  effects 


References:  1.  Case  reports  in  the  Pfizer  Medical 
Department  Files  from  fifty-three  clinicians^  and 
the  following  published  reports:  Shubin,  H.: 
Antibiotic  Med.  & Clin.  Therapy  .4:174  (March) 
1957  Carter,  C.  H.,  and  Maley,  M.  C. : Antibi- 
otici  Annual  1956-1957,  New  York,  Medical  En- 
cyclopedia, Inc.,  1957,  p.  61.  Winton,  S.  S.,  and 
Chesrow,  E.:  Ibid.,  p.  55.  LaCaille,  R.  A.,  and 
Prigot.  A.:  Ibid.,  p.  19. 

•Trademark 

tTrademark,  oleandomycin  tetracycline 


Increasing  use  of  Signemycin  V and  other  Signemycin  formulations  has  con- 
firmed the  value  of  this  agent  in  the  armamentarium  of  the  physician  treating 
antibiotic-susceptible  infections,  particularly  those  seen  at  home  or  in  office 
where  susceptibility  testing  may  not  be  practicable  and  where 
immediate  institution  of  the  most  broadly  effective  therapy  is 
necessary. 

World  leader  in  antibiotic  development  and  production 
Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N,  Y. 


Avoid  “BOTTOM  OF  THE  VIAL'  reactions 


Each  cc.  of  Giobin  Insulin 
—including  the  last  one— 
provides  the  same 
unvarying  potency. 


Of  the  intermediate-acting  insulins, 
only  Giobin  Insulin  is  a clear  solution. 


24-hour  control  for  the  majority 
of  diabetics 


GLOBIN  INSULIN 


‘B.  W.  & CO.’ 


@ 


.Lui  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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thousands  of  physicians 
confirm  daily  in  practice 
the  overwhelming  evidence 
in  hundreds  of  publications 

AVllETICORTEN' 

prednisone 

overwhelmingly  favored  by  physicians  in  rheumatoid 
arthritis  and  bronchial  asthma 

increasingly  favored  by  physicians  in  intractable  hay  fever, 
nephrosis,  disseminated  lupus  erythematosus  and  acute 
rheumatic  fever 

Meticorten,  1,  2.5  and  5 mg.  white  tablets. 


when  your  findings  include  anemia 

TRINSICON 

(Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 

serves  a vital  function  in  your  total  therapy 


Just  2 Pulvules  ‘Trinsicon’ 
(daily  dose)  provide: 

Special  Liver-Stomach 
Concentrate,  Lilly 
(containing  Intrinsic 

Factor) 300  mg. 

*Vitamin  Bn  with 
Intrinsic  Factor 
Concentrate,  U.S.P. 

1 U.S.P.  unit  (oral) 
Vitamin  Bn  Activity 


Concentrate, 

N.F 15  meg. 

Ferrous  Sulfate, 

Anhydrous 600  mg. 

Ascorbic  Acid. . . . 150  mg. 
Folic  Acid 2 mg. 


Potent  ‘Trinsicon’  offers  complete  and  conven- 
ient oral  therapy;  provides  therapeutic  quanti- 
ties of  all  known  hematinic  factors.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a standard 
response  in  the  average  uncomplicated  case  of 
pernicious  anemia  (and  related  megaloblastic 
anemias)  and  provide  at  least  an  average  dose 
of  iron  for  hypochromic  anemias,  including 
nutritional  deficiency  types. 

Available  in  bottles  of  60  and  500. 


^intrinsic  Factor  Concentrate,  Lilly, 

Enhances  . . . Never  Inhibits  Vitamin  B12  Absorption 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6.  INDIANA,  U.S.A. 
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Guest  Editorial . . . . 


The  Roentgen  Diagnosis  of  Pyloric  Stenosis 

C UPERFICIALLY,  it  would  seem  that  the  subject  of  pyloric  stenosis  has  been 
^ worked  to  death,  and  that  nothing  new  could  be  added.  Yet,  month  after  month, 
perfectly  normal  infants  are  sent  to  The  Children’s  Hospital  of  Philadelphia  with  an 
x-ray  diagnosis  of  pyloric  stenosis. 

Most  of  these  cases  have  been  diagnosed  on  the  basis  of  gastric  retention.  But  what 
is  the  normal  gastric  empBing  time  in  a baby?  We  have  learned,  as  have  others 
before  us,  that  a nonnal  baby  left  in  the  supine  position  may  keej)  a contrast  medium 
in  the  fundus  of  the  stomach  for  many  hours.  If  the  baljy  is  turned  over  onto  his 
abdomen,  with  the  right  side  down,  the  contrast  medium  passes  out  of  the  stomach 
rapidly.  We  believe  that  putting  a baby  on  his  back  after  eating  is  the  most  frequent 
cause  of  the  regurgitating  healthy  baby  which  so  often  is  brouglit  to  the  pediatrician 
by  a distraught  mother.  The  procedure  of  turning  the  baby  over  onto  his  abdomen 
after  feeding,  and  propping  the  left  side  up  slightly  allows  the  formula  to  pass  into 
the  antrum  of  the  stomach,  and  the  air,  which  is  always  present,  rises  to  the  fundus 
and  can  be  regurgitated  without  bringing  up  formula.  This  procedure  is  not  new  to 
radiologists,  who  see  it  haj)pen  with  every  gastrointestinal  examination,  but  it  is  new 
to  many  doctors  and  to  most  mothers.  By  preaching  this  observation  to  our  own  im- 
mediate group  of  referring  pediatricians,  we  have  been  successful  in  eliminating 
numerous  unnecessary  gastrointestinal  examinations.  This  is  most  important  if  we 
are  to  prevent  unnecessary  radiation  to  infants  and  children. 

If  gastric  retention  cannot  be  relied  upon,  how  does  one  make  the  diagnosis  of 
pyloric  stenosis?  At  The  Children’s  Hospital  of  Philadelphia,  surgery  is  undertaken 
when  the  peristaltic  waves  are  seen  and  the  tumor  is  palpated.  Under  these  circum- 
stances, a roentgen  examination  is  not  necessary  and  the  baby  escaj^es  the  roentgen 
exposure.  A radiologic  studv  is  carried  out  only  when  the  tumor  cannot  be  palpated. 

A supine  survey  film  of  the  abdomen  is  first  taken  and  studied  by  the  radiologist. 
If  there  is  any  suspicion  of  intestinal  obstruction,  as  there  will  be  occasionally,  an 
erect  film  is  obtained.  If  there  is  a complete  ob.struction  of  the  duodenum  or  small 
bowel  demonstrated  by  air,  no  further  examination  is  necessarx'  and  the  baby  is  oper- 
ated u[)on.  If  the  ])lain  films  are  negative,  the  contrast  study  is  initiated. 

A most  imjjortant  point  in  studying  a suspected  pyloric  stenosis  is  that  the  stomach 
be  deflated  and  clean  prior  to  giving  the  barium.  If  the  plain  film  shows  a large  air- 
filled  stomach,  a soft  red  rubber  #8  catheter  is  passed,  and  the  air  and  fluid  aspirated. 

There  are  two  methods  of  introducing  the  barium.  One  method  is  to  introduce  it 
by  catheter,  and  the  other  is  to  have  the  baby  swallow  it.  We  prefer  the  latter  method. 
We  know  we  have  found  enough  abnormalities  of  the  esophagus  to  warrant  this  method 


of  examination.  Some  radiologists  study  the  stomach  and  duodenum  by  introducing 
the  barium  by  catheter  and  then,  upon  completion  of  the  study,  have  the  baby  swallow- 
some  barium  to  visualize  the  esophagus.  It  is  our  opinion  that  often,  once  the  stom- 
ach has  some  contrast  media  within  it,  the  baby  is  satisfied  and  rather  reluctant  to 
swallow  any  more.  For  this  reason  we  initiate  the  entire  procedure  by  having  the 
bal)y  swallow.  This  is  done  in  the  supine  position.  Once  the  esophagus  and  the 
esophago-gastric  junction  have  been  checked  out,  the  baby  is  turned  over  onto  the 
abdomen  with  the  right  side  down.  At  this  time  a very  important  point  must  be  kept 
in  mind.  These  are  hungry  babies  and  many  liave  a tendency  to  want  to  eat  a con- 
siderable quantit}'  of  the  contrast  medium.  If  the  stomach  is  over-distended,  the  study 
is  often  doomed  to  failure.  For  this  reason  we  stop  at  2 ozs.  and  substitute  a pacifier 
(nipple  with  cotton  soaked  in  glucose  water).  This  tends  to  keep  the  stomach  active, 
and  also  has  the  advantage  of  calming  the  nerves  of  the  examiner. 

Now  with  the  baby  lying  on  the  abdomen  with  the  right  side  down,  the  peristaltic 
waves  are  watched.  These  violent  waves  come  right  down  to  the  pylorus  and  nothing 
happens.  Xo  barium  is  seen  to  pass  beyond  the  antrum.  After  about  six  waves  have 
been  observed  passing  to  the  pylorus,  a series  of  four  “spot”  exposures  are  made  (single 
8x10  film  with  four  “spots”).  When  this  film  is  developed,  usually  the  “string  sign” 
is  present  even  on  this  first  set  of  films.  One's  fluoroscopic  vision  may  not  see  the 
“string  sign”,  but  it  is  present  on  the  photographic  emulsion. 

If  the  “string  sign”  is  present,  the  examination  is  finished.  There  are  times  when 
a second  set  of  “spot  films'’  is  necessary.  Almost  always  enough  peristaltic  activity 
has  taken  place  by  this  time  to  allow-  the  “string  sign”  to  be  evident. 

When  all  goes  well,  this  entire  procedure  should  not  take  longer  than  five  minutes 
with  only  one  or  two  minutes  of  actual  fluoroscopy.  X'aturally,  not  ever}-  examination 
will  run  as  smoothly  as  this,  but  the  majority  will.  The  all-important  factor  is  that 
a correct  diagnosis  has  been  made  w-ith  very  little  roentgen  exposure  to  the  baby. 

\\'e  are  often  asked  about  the  jrroblem  of  pylorospasm  and  how  to  differentiate  it 
from  true  pyloric  stenosis.  We  do  not  dignify  pylorospasm  as  a real  organic  diag- 
nosis. A frightened,  screaming,  unhappy  baby  may  retain  barium  in  the  stomach  for 
hours,  but  this  is  a very  dift'erent  picture.  The  stomach  is  lifeless,  and  no  peristaltic 
activit}-  is  present.  As  an  extreme  example  of  this,  w-e  once  carried  out  a gastrointes- 
tinal examination  on  a baby  in  w-hom  the  pylorus  did  not  open  until  sometime  between 
2 Yz  and  3 hours.  This  w-as  before  we  had  a ratchet  attachment  on  our  fluoroscope  to 
prevent  the  screen  from  coming  in  contact  w-ith  the  baby.  With  the  lights  off,  we  did 
not  realize  w-e  w-ere  touching  the  child  until  the  technician  brought  it  to  our  attention. 
We  must  have  upset  the  baljy  extremely  because  it  took  2 Yz  to  3 hours  for  the  baby 
to  calm  dow-n  and  peristalsis  to  begin.  The  follcw-ing  day  w-e  did  an  abbreviated  study 
and  fed  the  bab}-  with  tender  loving  care  in  the  arms  of  the  technician.  The  baby 
“cooed”  and  “gurgled”  and  made  all  the  happy  noises  contented  babies  make.  X'^ot 
more  than  five  minutes  elapsed  from  the  time  the  technician  began  to  feed  the  baby 
until  we  looked  at  him  under  the  fluoroscope.  W’e  were  amazed  as  the  stomach  was 
empty  and  it  w-as  necessary  to  give  more  barium  to  visualize  the  bulb. 

Pylorospasm  is  an  entity,  but  it  is  dependent  upon  the  emotional  state  of  the  baby 
which  in  turn  depends  upon  the  emotional  state  of  the  mother  w-hich  in  turn  may 
depend  upon  the  emotional  state  of  the  father.  There  should  be  no  difficulty  in  dif- 
ferentiating a true  pyloric  stenosis  with  its  associated  jDeristalsis  from  pylorospasm 
with  its  lifeless  stomach. 

John  W.  Hope,  M.D. 

Editor's  Note:  Dr.  Hope  is  head  of  the  Department  of  Radiology  at  the  Children’s  Hospital, 
Philadelphia. 
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Amebic  Colitis 

Diagnosis  by  Rectal  Biopsy 


A MEBTC  COLITIS  is  a protozoan  infection  of 
^ the  colcn  by  Endamoeba  histolytica.  Amoeba 
are  considered  endemic  throughout  the  world,  and 
while  the  greatest  areas  of  concentration  are  the 
tropical  and  sub-tropical  areas,  the  temperate  zones 
are  not  spared.  Neumann^  did  stool  examinations 
on  222  consecutive  patients  regardless  of  their  symp- 
tomatology in  a gastroenterology  clinic  in  Brooklyn, 
New  York,  and  found  the  leading  parasitic  infesta- 
tion to  be  amebic.  21  patients  were  found  to  have 
amebiasis;  an  incidence  of  9.5%.  Approximately 
one-half  of  these  patients  apparently  acquired  their 
infection  in  Brooklyn.  In  the  State  of  Virginia^, 
during  1953,  1954  and  1955,  there  were  20,  20  and 
18  cases  respectively  of  amebiasis  reported  to  the 
State  Health  Department.  There  were  three  deaths 
in  1954  and  three  deaths  in  1955  attributed  to  ame- 
biasis. In  the  past  five  years  at  McGuire  Veterans 
Hospital,  amebic  colitis  has  been  diagnosed  in  10 
cases.  In  the  past  six  months  we  have  had  the 
opportunity  of  observing  two  cases  of  amebic  colitis 
at  McGuire  Hospital.  These  were  diagnosed  by 
proctosigmoidoscopy  and  confirmed  by  biopsy  and 
subsequent  stool  examination. 

It  is  our  purpose  here  to:  (1)  re-emphasize  that 
amebiasis  is  endemic  in  Virginia,  (2)  demon.strate 
that  the  rectal  lesions  of  amebic  colitis  may  fre- 
quently be  diagnosed  with  ease  at  proctosigmoido- 
scopy with  rectal  biopsy  and  (3)  report  two  cases 
of  amebic  colitis  diagnosed  by  this  method. 

The  following  are  two  case  reports  of  amebic  colitis 
so  diagnosed : 

Case  1:  HWS,  79-737,  a 60  year  old  colored 
male,  from  Halifax  County,  was  admitted  to  Mc- 
Guire Hospital  for  the  first  time  on  July  27,  1956, 
complaining  of  lower  abdominal  pain  and  watery 
diarrhea  for  2 % months.  He  had  had  from  7 to  9 
stools  a day  with  abundant  mucus,  a foul  odor  and 
occasionally  a very  small  amount  of  bright  red  blood. 
He  also  stated  that  he  had  had  fever  each  time  his 
doctor  had  examined  him.  He  denied  chills.  The 
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patient  also  noticed  progressive  weakness,  dizziness, 
a 60  pound  weight  loss  and  anorexia.  Prior  to  the 
onset  of  his  present  illness,  he  had  been  essentially 
well.  Physical  examination  showed  a thin,  chron- 
ically ill,  Negro,  male.  His  vital  signs  were  normal. 
He  weighed  147  pounds.  A grade  tw'o  apical  systolic 
murmur  w'as  heard.  Abdominal  examination  re- 
vealed diffuse  tenderness  with  no  palpable  masses. 

Laboratory  studies  showed  an  hematocrit  of  35 
volumes  per  cent,  hemoglobin  of  11.8  gms.  per  cent, 
corrected  E.S.R.  28  mm/hour  and  a leukoc\de  count 
of  11,100  per  cubic  mm.  with  88%  neutrophils, 
10%  lymphocytes  and  2%  monocytes.  Urinalysis 
W'as  negative  except  for  30  to  40  white  cells  per  high 
power  field.  The  serologic  test  for  syphilis  was 
negative.  Hepatic  function  studies  were  entirely 
normal.  Proctoscopic  examination  revealed  mul- 
tiple small  hemorrhagic  ulcerations  predominantly 
at  the  17  to  25  centimeter  level,  but  also  scattered 
throughout  the  rectum.  After  a covering  plug  of 
blood  and  mucus  had  been  wiped  away  the  ulcera- 
tions were  of  a punched  out  nature  with  discreet 
margins.  The  intervening  mucosa  was  not  friable 
and  did  not  l^leed  easily.  Several  biopsies  were 
taken  and  fixed  in  10%  formalin.  The  histologic 
slides  stained  with  hematoxylin-eosin  revealed  frag- 
ments of  rectal  mucosa.  The  superficial  layer  of 
epithelium  was  eroded  and  the  resulting  shallow 
ulceration  was  covered  by  fibrino  purulent  exudate. 
Numerous  trophozoites  of  E.  histolHica  were  seen 
within  the  e.xudate  (Fig.  #1).  Several  of  the 
amebae  contained  erythrocytes.  The  pathologic  diag- 
nosis was  amebic  ulcer  of  the  rectal  mucosa.  Stool 
examinations  were  weakly  positive  for  occult  blood. 
The  first  two  stools  for  ova  and  parasites  were  nega- 
tive; how’ever,  a third  stool  which  was  liquid  showed 
motile  trophozoites  of  Endamoeba  histolytica.  Con- 
firmation was  obtained  on  a repeat  stool  examina- 
tion. A barium  enema  revealed  marked  redundancy, 
spasticity,  irritability  and  a suggestion  of  edema  of 
the  sigmoid  colon.  A moderate  sized  diverticulum 
was  also  present  in  the  sigmoid  colon.  There  was 
diffuse  irritability  of  moderate  degree  throughout 
the  remainder  of  the  colon. 
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Fig.  1. — High  power  view  of  the  trophozoites  of  E.  histoij’tica  surrounded  by 
fibrinopurulent  exudate. 


Course  in  the  hospital:  The  patient  was  placed 
on  Chloroquine  phosphate  0.5  gms.  twice  daily  for 
two  days,  then  0.5  gms.  daily  for  17  days  and 
ox\tetracycline  500  mg.  four  times  a day  for  10 
days.  During  therapy  the  patient  had  only  two 
stools  per  day,  became  as}Tnptomatic  and  with  a 
voracious  appetite  gained  11  pounds.  Purged  stool 
examinations  prior  to  his  discharge  were  negative 
for  Endamoeba  histoh'tica.  After  a ten  day  rest 
period  from  therapy  following  discharge  he  was 
instructed  to  take  Diodoquin  tablets — 650  mgm.  3 
times  a day  for  20  days  and  to  have  stool  examina- 
tions done  by  his  local  physician.  The  patient 
returned  to  the  Out-Patient  Department  some  two 
months  later  and  was  found  to  be  completely  as^anp- 
tomatic.  His  weight  at  this  time  was  190  pnjunds. 
Proctoscopic  examination  to  25  centimeters  was  en- 
tirely normal. 

Case  2:  JM,  82-702,  a 64  year  old  colored,  male, 
from  Petersburg,  Virginia,  was  admitted  to  McGuire 
Veterans  Hospital  on  November  14,  1956,  com- 
plaining of  diffuse  cramping  pain  in  the  abdomen 
for  3 months  associated  with  alternating  diarrhea 
and  constipation,  bright  to  dark  red  blood  mixed 
with  his  stools,  anorexia,  weakness  and  an  unknown 
amount  of  weight  loss.  Physical  examination  show- 


ed a gaunt,  Negro  male  with  evidence  of  chronic 
weight  loss  and  normal  vital  signs.  He  weighed  123 
pounds.  Abdominal  examination  revealed  rigidit)’ 
and  tenderness  throughout  the  abdomen. 

Laboratory  data  revealed  a hematocrit  of  43  vol- 
umes per  cent,  hemoglobin  of  12.9  grams  per  cent, 
leukocyte  count  of  14,800  with  81%  neutrophils, 
16%  hanphocytes  and  3%  monoc}tes.  L'rinalysis 
revealed  25  to  30  white  cells  per  high  power  field. 
The  serologic  test  for  sA^philis  was  negative.  Sig- 
moidoscopy performed  on  the  day  after  admission 
revealed  shallow  ulcers  with  normal  mucosa  inter- 
vening. The  ulcerations  themselves  were  punched 
out  and  had  a hemorrhagic  base.  There  was  no 
gross  bleeding  from  the  ulcerations.  A presumptive 
diagnosis  of  amebic  colitis  was  made  and  several 
biopsies  were  taken  of  the  mucosal  ulcers  and  the 
fragments  of  tissue  were  fixed  in  10%  formalin. 
Histologic  slides  stained  with  hematoxylin  and  eosin 
showed  parts  of  the  mucosa  to  have  undergone  ne- 
crosis and  ulceration  (Fig.  and  the  necrotic 

portion  was  heavily  infested  with  the  trophozoites 
of  E.  histolytica.  The  amoebae  were  present  in 
large  numbers  and  there  was  relatively  scant}’  in- 
flammatory cellular  reaction  around  them.  ^Many 
of  the  amobae  contined  eixthroc^’tes  in  various  stages 
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Fig.  2. — Low  power  photomicrograph  from  Case  #2  showing  an  aggregate  of  amebae 
within  the  necrotic  edge  of  a rectal  ulcer. 


of  digestion.  (Fig.  #3)  A diagnosis  of  rectal 
amebiasis  was  made.  Subsequent  stool  examina- 
tions revealed  motile  trophozoites  of  Endamoeba  his- 
tolytica. Hepatic  function  tests  failed  to  reveal  any 
abnormality.  Barium  enema  revealed  the  mucosal 
pattern  to  be  somewhat  irregular  and  coarse  through- 
out the  entire  colon.  No  definite  ulcerations  were 
seen. 

Course  in  the  hospital:  The  patient  was  given 
Chloroquin  0.5  gms.  twice  a day'  for  two  days  and 
then  0.5  gms.  a day  for  two  weeks  and  Tetracycline 
0.5  gms.  every  six  hours  for  10  days.  He  became 
asymptomatic  and  gained  9 pounds  during  his  hos- 
! pitalization.  The  patient  was  returned  to  the  care 
: of  his  local  physician,  .^fter  a ten  day  rest  period 

from  therapy  he  took  Diodoquin,  650  mgm.  3 times 
a day  for  20  days. 

I DISCUSSION 

Symptomatic  amebiasis  or  amebic  colitis  may 
vary  from  vague  gastrointestinal  symptoms  to  a 
severe  dysentery  with  fever,  weight  loss,  melena  and 
amebic  ulceration  of  the  colon  with  or  without  amebic 
abscesses  of  the  liver.  Since  proctosigmoidoscopy 
is  available  almost  universally,  a high  degree  of 
positive  results  may  be  found  with  biopsy  and  the 


study  of  the  aspirated  sigmoidoscopic  material. 
Radke^  found  a positive  diagnosis  made  in  27  of 
45  cases  of  amebiasis  who  had  rectal  biopsies;  and 
sigmoidoscopic  examination  was  suggestive  of  ame- 
biasis in  43  of  54  cases  in  the  same  series.  The 
necessity  for  early  and  accurate  diagnosis  was  re- 
vealed by  the  fact  that  26  of  42  cases  on  whom 
surgery  was  performed  for  tumor,  intestinal  ob- 
struction or  e.xtra-rectal  mass  due  to  unsuspected 
amebiasis  died.  The  biopsy  itself  can  be  carried 
out  with  little  or  no  danger  of  bleeding.  Bloody 
mucus  or  liquid  feces  may  be  easily  collected  at  the 
time  of  the  examination  and  likewise  yield  a high 
percentage  of  positive  results. 

Bockus^  has  described  the  typical  amebic  ulcer 
as  being  4 to  15  mm.  in  length,  oval  and  punched 
out  with  sharply  defined  margins.  The  differential 
point  between  amebic  ulcers  and  ulcerative  colitis 
or  bacillary  dysentery  is  the  absence  of  inflammatory 
changes  in  the  intervening  mucosa.  With  secondary 
infection  in  amebic  colitis  the  diagnosis  may  not  be 
apparent  until  biopsy  and  aspirated  materials  are 
examined  carefully  for  amoeba.  In  the  absence  of 
proctoscopic  evidence  where  the  diagnosis  is  sus- 
pected, saline  cathartic  purges  with  immediate  ex- 
aminations of  the  warm  stools  may  reveal  amoeba. 
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Fig.  3. — High  power  view  of  amebae  clustered  within  the  ulcer.  Phagocjtosis  of 
erj’throcytes  can  be  seen. 


Barium  roentgenography,  bismuth  containing  prep- 
arations, colloid  laxatives  and  treatment  should  be 
withheld  until  proctosigmoidoscopy,  biopsy  and  at 
least  two  warm  purged  or  liquid  stools  have  been 
examined.  The  x-ray  appearance  of  amebic  colitis 
and  amoeboma  have  been  well  described  elsewhere^’®, 
as  have  the  current  concepts  of  therapy”. 

SUMM.\RY  AND  CONCLUSIONS 

1.  Two  cases  of  amebic  colitis  are  presented. 

2.  The  diagnosis  was  made  clinically  by  proc- 
toscopy, and  confirmed  by  rectal  biopsy  and 
stool  examinations. 

3.  satisf acton.-  therapeutic  regimen  is  outlined. 

4.  Amebiasis  must  be  considered  endemic  in  Vir- 
ginia. 
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A Cryoglobulin  with  Unusual  Characteristics 
Associated  with  a Rare  Hematologic  Disorder 


SINCE  Lerner  and  Watson^  introduced  the  terms 
cr)’oglobulin  and  cryoglobulinemia,  much  has 
been  written  on  the  nature  of  these  altered  serum 
proteins  which  precipitate  spontaneously  from  cooled 
serum  and  on  the  conditions  in  which  they  occur. 
Cryoglobulins  in  widely  varying  concentration  and 
with  markedly  different  physico-chemical  character- 
istics have  been  described  in  many  clinical  condi- 

tion2-20_ 

Waldenstrom^^’^^  has  used  the  term  macroglobulin 
to  designate  abnormal  serum  proteins  of  very  high 
molecular  weight,  i.  e.,  with  sedimentation  constants 
around  19-20  S.  In  his  experience  these  have  oc- 
curred in  a characteristic  clinical  syndrome.  Others 
have  since  reported  macroglobulinemia  in  similar 
cases^®’^®.  One  of  us  (M.L.P.^®)  has  previously 
studied  in  detail  the  physico-chemical  properties  of 
a serum  macroglobulin  which  was  also  a cryo- 
globulin. 

The  case  herein  reported  is  of  interest  because  the 
macromolecular  cryoglobulins  occurring  in  this  un- 
usual hematologic  condition  possess  physical  and 
immunological  characteristics  not  previously  de- 
scribed. 

CASE  REPORT 

The  patient,  a 60  year  old  white  farmer,  was  first 
seen  by  one  of  us  (W.D.I.)  in  August  of  1953.  He 
had  been  in  good  health  until  one  month  previously 
when  he  had  the  “flu”.  Recovery  from  this  upper 
respiratory  illness  w’as  incomplete,  and  he  com- 
plained of  continuing  weakness,  lassitude  and  numb- 
ness and  tingling  of  the  hands  and  feet.  No  further 
symptoms  were  elicited  in  a review  of  the  systems. 
Except  for  the  childhood  illnesses  and  an  un- 
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diagnosed  bout  of  painless  hematuria  15  year  pre- 
viously, he  had  been  singularly  well.  Two  years 
prior  to  the  present  illness  he  was  bitten  by  a copper- 
head snake  and  received  antivenom  serum.  This 
was  followed  by  serum  sickness  characterized  by 
fever,  malaise  and  generalized  skin  rash. 

The  family  history  was  negative  for  so-called 
familial  diseases.  Particularly  there  was  no  fam- 
ily histor}'  of  blood  dyscrasias  or  neoplastic  disease. 

Positive  physical  findings  were  pallor  of  the  skin 
and  mucous  membranes  and  a moderate  spleno- 
megaly, the  spleen  being  palpated  three  centimeters 
below  the  costal  margin.  There  was  no  lympha- 
denopathy. 

When  laborator)’  studies  were  attempted,  jelling 
of  the  blood  in  the  pipettes  and  on  the  slides  and 
flocculation  in  the  diluting  fluids  was  observed. 

He  was  referred  to  the  hematology  service  of  a 
university  hospital  where  the  hemogram  was  as  fol- 
lows; red  blood  cell  count,  3,300,000  per  cu.  mm.; 
hemoglobin,  9.6  gm.  per  cent;  hematocrit,  30  per 
cent;  mean  corpuscular  volume,  90  cu.  microns; 
mean  corpuscular  hemoglobin,  29.1  micromicro- 
grams; mean  corpuscular  hemoglobin  concentration, 
31.2  per  cent;  white  blood  cell  count,  4,300  per  cu. 
mm.;  band  forms,  1 per  cent;  segmented  forms, 
55  per  cent;  large  lymphocytes,  1 per  cent;  small 
lymphocytes,  36  per  cent;  monocytes,  6 per  cent; 
reticulocytes,  1.7  per  cent  of  red  blood  cells;  plate- 
lets 99,000  per  cu.  mm. 

Blood  chemistry  determinations  gave  these  re- 
sults: total  serum  protein,  9.6  gm.  per  cent;  albumin, 
3.4  gm.  per  cent;  globulin,  6.2  gm.  per  cent;  serum 
calcium,  10.6  mg.  per  cent;  serum  phosphate,  3.1  mg. 
per  cent;  serum  phosphatase,  4.7  Bodansky  units. 

There  w'as  Bence  Jones  proteinuria.  Urinalysis 
was  not  otherwise  remarkable. 

The  bone  marrow  contained:  promyelocytes,  1 per 
cent;  myeloc>i:es,  8.5  per  cent;  juvenile  forms,  1 per 
cent;  band  forms,  6.5  per  cent;  segmented  forms, 
15  per  cent;  monocytes,  1.5  per  cent;  lymphocytes, 
62.5  per  cent;  eosinophiles,  2.5  per  cent;  plasma 
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cells,  5.5  per  cent.  INIany  of  the  lymphocytes  ap- 
peared young  and  atypical. 

No  skeletal  lesions  could  be  demonstrated  by 
radiological  survey.  Barium  studies  of  the  gas- 
trointestinal tract  revealed  it  to  be  normal. 

A provisional  diagnosis  of  chronic  lymphatic  leu- 
kemia was  made.  Trial  courses  of  T.  E.  AI.  and 
cortisone  did  not  appreciably  alter  the  disease.  In 
tlie  next  several  months  the  hematologic  picture  was 
not  significantly  changed  spontaneously  or  by  ther- 
apy. Repeated  marrow  aspirations  were  obtained 
from  the  sternum,  iliac  crest  and  vertebral  processes 
with  findings  similar  to  the  original  study.  The 
progressively  severe  anemia  was  compensated  by 
numerous  transfu^ons.  As  long  as  his  hemoglobin 
was  kept  at  a reasonable  level,  he  felt  well  and 
worked  regularly. 

Paper  electrophoresis  of  the  serum  proteins  in 
July  1954  showed  a high  gamma  globulin  peak  sim- 
ilar to  the  multiple  myeloma  pattern.  A quantita- 
tive determination  of  the  serum  cryoglobulin  revealed 
2.4  gm.  per  cent  of  cold  precipitable  protein. 

The  patient  was  first  referred  to  the  Greenbrier 
Clinic  on  August  14,  1954.  He  was  completely 
restudied  with  findings  comparable  to  those  de- 
scribed. The  spleen  had  apparently  enlarged  fur- 
ther, but  there  were  still  no  palpable  lymph  nodes. 
There  was  a normocytic,  normochromic  anemia  with 
normal  red  blood  cell  constants,  hyperglobulinemia, 
marked  cryoglobulinemia  and  Bence  Jones  pro- 
teinuria. 

Alarrow  slides  (Fig.  1)  were  sent  to  several 
hematologists  and  pathologists  for  interpretation. 
There  was  complete  agreement  on  the  morphology 
of  the  marrow  elements.  The  predominating  cell 
type  was  the  lymphocyte,  many  of  which  were  atypi- 
cal, appearing  young  and  reticular.  There  was  an 
increase  in  the  reticulum  cells  and  plasma  cells. 
Most  examiners  felt  that  the  marrow  was  not  diag- 
nostic of  any  specific  blood  dyscrasia.  Dr.  D.  G. 
Hanlon  of  the  Mayo  Clinic  felt  the  condition  could 
be  “best  classified  as  a malignant  disease  of  the 
reticulum,  so-called  reticulo-endotheliosis.” 

In  October  of  1954  it  became  apparent  that  mye- 
lophthisis  of  the  marrow  could  not  alone  account 
for  the  rapidity  with  which  the  patient  developed 
anemia  after  restoration  by  transfusion.  The  pro- 
gressively enlarging  spleen  also  suggested  a hemo- 
lytic component  and  this  was  demonstrated  by  ap- 
propriate studies. 

On  November  11,  1954,  the  spleen  and  an  acces- 
sory spleen  were  removed.  The  pathologic  report 
was:  “There  is  marked  congestion  with  dilated 


Fig.  1. — Bone  marrow.  Atypical  lymphocytes  predominate. 


sinusoids.  The  pulp  cords  contain  a moderate  num- 
ber of  cells  resembling  lymphocytes  and  reticulum 
cells.  The  follicles  are  atrophic.  There  are  no 
mature  polymorphonuclear  leukocHes  seen.  Some 
of  the  sinusoids  contain  an  occasional  small  focus 
of  cells  resembling  hematopoiesis.  Occasional  large 
cells  may  represent  megakaryocytes.  The  changes 
are  not  diagnostic.”  (Fig.  2). 

Following  splenectomy  anemia  developed  much  less 
rapidly,  and  he  was  able  to  go  for  several  months 
without  transfusions.  His  general  health  remained 
reasonably  good  but  the  hematologic  picture,  hyper- 
globulinemia and  cryoglobulinemia  were  essentially 
unchanged. 

It  was  felt  that  the  cryoglobulins  should  be  more 
completely  studied.  In  April  and  May  of  1955 
blood  was  collected,  using  sterile,  warmed  apparatus. 
It  was  allowed  to  clot  at  37.5°  C and  centrifuged. 
The  serum  was  sent  to  the  Sloan-Kettering  Institute 
for  Cancer  Research  where  it  was  examined  by  one 
of  us  (AI.L.P.).  These  studies  are  reported  in  a 
separate  subheading  (vide  infra.). 

By  May  of  1955  anemia  w'as  again  a serious 
problem  and  numerous  transfusions  were  required. 
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Fig.  2. — Spleen.  See  text  for  morphologic  description. 


A tonsil  became  ulcerated  and  was  biopsied  but 
was  not  diagnostic.  The  microscopic  picture  re- 
sembled that  found  in  the  bone  marrow  and  spleen 
(Fig.  3). 

In  August,  1955,  the  general  condition  seemed 
to  be  deteriorating.  A hemorrhagic  diathesis  de- 
veloped. Shaving  nicks  bled  for  24  to  48  hours 
and  there  was  purpura  of  the  lower  extremities. 
Cervical  lymph  nodes  began  to  enlarge. 

Laboratory  studies  revealed  anemia,  thrombocy- 
topenia and  leukocytosis.  The  platelet  count  was 
70,000  per  cu.  mm.  and  the  white  blood  cell  count 
was  12,000  per  cu.  mm.  There  were  89  per  cent 
lymphocytes  most  of  which  were  atypical  and  im- 
mature. The  bone  marrow  was  essentially  mor- 
phologically unchanged.  A lymph  node  biopsy  was 
contemplated  but  was  deferred  because  of  the  hemor- 
rhagic diathesis. 

A course  of  nitrogen  mustard  was  given  with  some 
temporary  benefit. 

In  December  of  1955  his  condition  seemed  very 
precarious.  A course  of  ACTH  was  given  and  the 
response  was  remarkable.  His  hemoglobin  rose  to 
12  grams,  the  lymphadenopathy  almost  disappeared, 


Fig.  3. — Tonsil.  Note  similarity  of  morphology  to 
spleen  (Fig.  2). 


and  the  general  physical  condition  markedly  im- 
proved. In  March,  1956,  he  developed  massive  gas- 
trointestinal bleeding  and  a subtotal  gastrectomy  was 
performed  for  a large  ACTH  gastric  ulcer.  Con- 
valesence  from  this  operation  was  satisfactory.  How- 
ever, in  the  summer  of  1956  he  developed  progres- 
sive weakness,  weight  loss  and  anemia.  He  died 
at  home  in  August.  Permission  for  postmortem 
examination  was  refused. 

PHYSICO-CHEMICAL  STUDIES 
Eor  electrophoretic  analysis,  a sample  of  serum 
was  diluted  with  2 volumes  of  veronal  buffer,  pH 
8.6  and  ionic  strength  0.10,  at  37°C,  and  then 
dialyzed  against  cold  buffer.  With  this  procedure 
a small  amount  of  cryoglobulin  usually  remains  in 
solution  (15).  In  this  case,  however,  the  electro- 
phoretic pattern  showed  only  a large,  broad  gamma 
globulin  boundary  with  no  macroglobulin  spike. 
The  concentrations  of  the  various  electrophoretic 
components  were  albumin,  3.39;  alpha-1,  0.36; 
alpha-2,  1.09;  beta,  0.64;  gamma-1,  0.31;  and 
gamma-2,  1.12  grams  per  100  cc.  Both  the  alpha-2 
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and  the  gamma-2  values  are  about  40%  above  the 
normal  levels. 


S>30  S26  SIS  S7 

4 1 

Fig.  4.  Ultracentrifugal  pattern  of  crj-oglobulins. 

A second  sample  of  serum  was  diluted  warm  with 
O.IM  sodium  bicarbonate,  pH  8.3,  and  dialyzed 
against  cold  bicarbonate.  Electrophoretic  analysis 
of  the  soluble  protein  showed  a large  sharp  peak 
in  the  gamma  globulin  region.  A gamma  globulin 
mobility  was  also  found  by  Korngold,  in  filter  paper 
electrophoresis  at  room  temperature  in  a phosphate 
buffer^'*. 

Ultracentrifugal  analyses  were  carried  out  as  de- 
scribed^. The  undiluted  serum,  at  35 °C,  showed 
the  usual  albumin  and  globulin  boundaries,  and 
a ver}'  sharp  line  moving  ahead  of  the  globulin. 
After  dilution  with  two  volumes  of  warm  saline  two 
sharp  macroglobulin  boundaries  and  a trace  of  a 
third  were  seen. 

The  crAoglobulin  was  separated  from  the  serum 
at  5°C,  precipitated  a second  time  from  0.15M 
XaCl,  and  dissolved  in  0.15  M.  XaCl.  The  pro- 
tein concentration  was  measured  by  ultraviolet  ab- 
sorption at  280  Mu;  use  of  the  extinction  coefficient 
of  normal  human  gamma  globulin,  13.5,  gave  a 
protein  concentration  of  0.81  per  cent,  in  good 
agreement  with  the  value  of  0.76  per  cent  obtained 
from  the  ultracentrifugal  analysis. 

Four  ultracentrifugal  analyses  were  carried  out 
on  this  preparation,  and  t«'o  on  the  more  extensively 
purified  preparations  studied  by  Korngold-^.  The 
amounts  of  the  various  components  were  calculated 
from  the  areas  under  the  curves^®.  A typical  pattern 
is  shown  in  Figure  4.  The  three  components  have 
been  named  by  the  sedimentation  constants  obtained 
on  extrapolation  to  infinite  dilution,  as  pre^’iously 
described’®.  The  constants  obtained  on  the  two 
principal  components  were  about  19  and  27S.  The 
small  fast  component  had  an  extrapolated  sedimen- 
tation constant  of  35S.  The  relative  amounts  of  the 


three  components  were  72  per  cent  for  SI  9,  22  p)er 
cent  for  S27,  and  6 per  cent  for  S3  5.  A trace  of 
S7  was  also  present,  even  in  Komgold’s  prepara- 
tions. Changing  the  protein  concentration,  from 
0.8  to  0.4  per  cent;  the  temperature,  from  35°  to 
25°C;  or  the  ionic  strength,  from  0.15M  to  0.075M 
XaCl,  had  no  effect  on  the  relative  amounts  of  the 
three  components.  Korngold’s  preparation  1-4  (four 
times  precipitated)  (24)  in  0.15M  XaCl  at  35°C, 
gave  similar  results.  His  preparation  1-6,  which 
had  been  precipitated  twice  with  veronal-^,  showed 
some  aggregation;  it  contained  54  por  cent  S19,  27 
per  cent  S27,  11  p>er  cent  S3 5 and  8 por  cent  of  an 
even  faster  component,  with  a sedimentation  rate  of 
over  40S. 

This  cix  oglobulin  resembled  the  macrocrj’oglobulin 
previously  studied  in  this  laboratory’®,  and  others 
in  the  literature,  in  being  a gamma  globulin  and 
in  having  a principal  component  with  a sedimenta- 
tion constant  of  19S  and  a secondar}'  component  of 
27S.  It  differed  from  the  protein  previously  studied 
in  four  respocts. 

1)  The  boundaries  were  not  clearly  defined  in 
undiluted  serum,  but  did  show  up  well  in  diluted 
serum. 

2)  The  Si 9 and  S27  components  were  much  more 
clearly  separated. 

3)  Xo  association  or  dissociation  reactions  were 
observed. 

4)  This  ciy  oglobulin  had  a very  low  solubiliU'  in 
cold  veronal.  The  effect  was  sp)ecific  for  veronal; 
the  protein  was  much  more  soluble  in  cold  chloride, 
bicarbonate  or  phosphate. 

The  details  of  the  immunological  analysis,  which 
was  carried  out  by  Dr.  Leonhard  Korngold,  will  be 
published  elsewhere-^.  According  to  the  Ouchterlony 
technique,  this  cryoglobulin  was  antigenically  un- 
related to  multiple  myeloma  cryoglobulins^. 

In  summar}-  the  crjoglobulin  was  found  to  be  in- 
soluble in  cold  veronal  buffer.  In  bicarbonate  and 
phosphate  buffers  it  had  the  mobilih-  of  gamma 
globulin.  Ultracentrifugal  analysis  revealed  four 
boundaries:  a trace  of  S7,  72  p>er  cent  S19,  22  pier 
cent  S27  and  6 p)er  cent  S3  5. 

DISCUSSIOX 

Clinically,  this  case  veiy  closely  resembles  those 
described  by  Waldenstrom^*--,  but  there  are  certain 
differences.  The  principal  features  of  his  cases  were 
weakness,  pallor,  hemorrhagic  diathesis,  lympha- 
denopathy,  anemia,  greatly  accelerated  eiythrocHe 
sedimentation  rate,  hyperglobulinemia  and  fibrino- 
genop)enia.  Bone  marrow  studies  revealed  a rela- 
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i lively  uniform  picture  consisting  of  proponderantly 
I lymphocytoid  cells  which  were  variously  described 
I as  atypical  lymphocAtes,  reticular  lymphocytes,  etc. 
I At  times  there  seemed  to  be  “transition  forms”  be- 
I tween  these  and  plasma  cells^^.  Some  increase  in 
j reticulum  cells  and  plasma  cells  occurred,  although 
I the  latter  were  never  sufficiently  common  to  suggest 
I myeloma. 

In  addition  to  the  above  features  this  case  had 
1 a marked  splenomegaly,  autoimmune  hemolytic  dis- 
ease, Bence  Jones  proteinuria,  and  purpura.  Hemo- 
lytic disease  associated  with  cryoglobulinemia  has 
' been  previously  reported^’^®  but  other  clinical  features 
were  quite  different  from  this  case.  Purpura  has 
j been  frequently  associated  with  cryoglobulinemia 
I 1,3,6,10  However,  since  the  purpura  in  this  case  was 
temporally  associated  with  a marked  hemorrhagic 
I diathesis  rather  than  exposure  to  cold  we  expect  that 
' it  was  on  this  basis  rather  than  being  due  to  jelli- 
I fication  of  the  cryoglobulins  in  the  peripheral  capil- 
laries as  previously  postulated. 

I The  descriptive  term  of  reticulo-endotheliosis  is 
I not  universally  accepted  by  pathologists  and  hema- 
' tologists  as  a definitive  diagnosis.  Yet,  the  present 
case  does  not  meet  the  criteria  of  the  more  orthodox 
I blood  dyscrasias. 

In  a patient  with  the  presenting  symptoms  of  this 
I case,  one  naturally  thinks  of  multiple  myeloma. 
However,  the  absence  of  myeloma  cells  in  numerous 
marrow  spiecimens  from  several  sites,  the  marked 
splenomegaly,  the  lymphadenopathy  and  the  absence 
of  bone  changes  after  nearly  three  years  are  evi- 
dence against  myeloma  or  even  “incipient  myeloma”. 
Further,  it  has  been  shown  that  myeloma  globulins 
are  usually  characteristic  of  the  disease^k  In  this 
case  the  abnormal  globulin  differs  antigenically  from 
myeloma  globulins^^. 

The  diagnosis  of  chronic  subleukemic  l}Tnphatic 
leukemia  was  carefully  considered.  Cryoglobulin- 
emia has  occurred  in  hinphatic  leukemia'^.  This  is 
the  most  likely  alternate  diagnosis.  There  are,  how- 
ever, two  things  against  this  conclusion.  First,  no 
pathologist  or  hematologist  reviewing  the  sections 
felt  that  this  was  the  morphologic  picture  of  lym- 
phatic leukemia.  Secondly,  Snapper  has  pointed 
out  that  hyperglobulinemia  of  more  than  slight 
degree  does  not  occur  in  leukemia^®.  However, 
Bundles  and  co-workers  have  reported  cases  of  leu- 
kemia with  hyperglobulinemia^. 

Lymphosarcoma  tends  to  be  more  focal  in  nature. 
One  would  not  expect  to  find  a uniform  involvement 
of  bone  marrow  from  the  sternum,  ilium  and  ver- 


tebrae. Further,  si)lenomegaly  is  uncommon  in  lym- 
phosarcoma, occurring  in  onlv  21  per  cent  of  one 
large  series^'*.  W'hen  present  it  was  minimal  “unless 
a leukemic  picture  was  i)resent”. 

Reticulum  cell  sarcoma  must  Ije  considered.  Re- 
ticulum cells  were  definitely  increased  in  the  bone 
marrow,  spleen  and  tonsil  but  were  far  from  the 
predominant  cells  in  any  section. 

The  absence  of  Reed-Sternberg  cells  in  all  sec- 
tions and  the  diffuse  nature  of  the  process  are 
uncharacteristic  of  Hodgkin’s  disease. 

Certainly  the  term  reticulo-endotheliosis  is  the 
most  descriptive  one  for  the  pathologic  process  herein 
described.  While  it  may  not  be  a legitimate  defini- 
tive diagnosis,  it  seems  preferable  to  Waldenstrom’s 
“incipient  myelomatosis”^^,  since  myeloma  has  not 
been  shown  to  develop  in  these  cases. 

Small  amounts  of  cryoglobulins  are  not  uncommon 
and  occur  in  many  conditions'-^®.  However,  cryo- 
globulins in  moderate  to  marked  concentration  are 
unusuaF®-^'  even  in  multiple  myeloma,  the  condition 
in  which  they  most  commonly  occur.  In  the  latter 
condition  the  cryoglobulins  usually  travel  with  the 
gamma  globulin  on  electrophoresis®^. 

The  possible  stimuli  to  abnormal  serum  protein 
synthesis  have  been  fully  discussed®^.  In  some  cases 
hyperglobulinemia  is  obviously  a response  to  infec- 
tion, i.  e.,  Kala  azar,  lymphogranuloma  inguinale, 
etc.  In  others  it  seems  apparent  that  it  is  a by- 
product of  neoplastic  cells,  i.  e.,  multiple  myeloma. 
In  still  others,  as  rheumatoid  arthritis,  disseminated 
lupus  erythematosis,  polyarteritis  nodosa  and  experi- 
mental hyperimmune  states,  the  abnormal  globulins 
are  thought  to  result  from  an  immunologic  reaction. 
Waldenstrom®®  has  postulated  that  his  cases  which 
resemble  this  one  in  many  essentials  may  result 
from  a virus  infection.  Because  of  the  clinical 
behavior  of  the  disease  we  favor  a neoplastic  origin. 
However,  all  etiological  concepts  are  speculative  at 
present. 

As  emphasized  by  IMacKay  and  co-workers®®  the 
physico-chemical  properties  of  cryoglobulins  and 
macroglobulins  are  quite  variable.  These  are  not 
single  species  of  proteins  but  usually  consist  of 
multiple  components.  In  addition  to  varjdng  from 
patient  to  patient,  multiple  components  are  often 
found  in  the  individual  patient.  This  is  well  illus- 
trated by  the  present  study. 

The  physical  changes  which  these  abnormal  pro- 
teins undergo  with  temperature  changes,  causing 
them  to  precipitate  with  various  degrees  of  cooling 
and  to  redissolve  with  warming,  have  been  previously 
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examined^®.  There  is  considerable  evidence  for 
association-dissociation  reactions  in  some  cases^®  but 
no  evidence  of  this  in  the  present  studies.  Con- 
centration, ionic  strength,  pH,  purification,  and  the 
nature  of  the  buffer  ions  present  all  influence  this 
phenomenon,  but  there  is  considerable  variation  in 
the  effect  of  each  environmental  factor  from  crj-o- 
globulin  to  cryoglobulin.  IMore  studies  are  needed 
to  delineate  precisely  the  mechanisms  involved. 

SUMMARY 

1 ) .A.  case  of  an  unusual  hematologic  disorder 
with  unique  serum  globulin  is  reported. 

2)  Electrophoretic  and  ultracentrifugal  studies  of 
the  macromolecular  cryoglobulins  occurring  in  this 
case  are  presented. 
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The  Value  of  Vaginal  Smears 
In  Routine  Office  Studies 


JOHN  R.  RIGHT,  M.D. 
Norfolk,  Virginia 


■pvURING  THE  PAST  DECADE,  because  of 
increased  interest  in  early  cancer  detection,  much 
enthusiasm  has  developed  in  exfoliative  cytology. 
The  study  of  cells  cast  off  in  body  secretions  is  ap- 
plicable to  all  branches  of  medicine,  but  it  is  in  the 
field  of  gynecology  most  interest  has  arisen  and  it 
is  in  this  specialty  that  the  value  of  such  studies 
has  proved  to  be  most  rewarding. 

The  study  of  cells  contained  in  vaginal  secretions 
has  been  shown  to  be  not  only  a practical  method  in 
the  early  detection  of  malignant  changes  in  the  geni- 
tal tract,  l:)ut  also  has  proved  to  be  a method  of 
discovering  suspicious  pre-cancerous  conditions. 

The  Cancer  Committee  of  The  IMedical  Society 
of  Virginia,  although  aware  of  the  arguments  against 
the  use  of  vaginal  smears  as  part  of  routine  exam- 
inations, is  cognizant  of  the  great  advantages  offered 
by  early  diagnosis  of  malignant  conditions.  In  its 
desire  to  further  the  cancer  program  throughout  the 
State  of  Virginia,  it  favors  more  wide-spread  use 
of  vaginal  smears  in  cancer  detection,  and  has  en- 
dorsed a program  recommending  that  vaginal  smears 
be  included  as  a part  of  routine  examinations. 

In  an  effort  to  encourage  those  in  the  field  of 
internal  medicine  and  other  branches  of  medicine 
to  participate  in  this  program  by  including  the 
vaginal  smear  as  part  of  their  diagnostic  armen- 
tarium,  this  discussion  has  been  prepared. 

It  would  probably  be  wise  to  first  dispel  some 
untruths  that  exist  concerning  the  practical  applica- 
tions of  exfoliative  cystology.  Often  it  has  been 
stated  one  must  be  especially  trained  in  the  field  of 
cytology,  and  that  there  are  a very  limited  number 
of  workers  capable  of  performing  cell  studies.  This 
is  surely  not  true  and  it  is  an  accepted  fact  that 
any  well  trained  pathologist  with  some  practice  may 
become  proficient  in  this  work. 

Another  opinion  frequently  expressed  is  that  a 
rapid  increase  in  cytologic  examinations  might  out- 
grow the  available  facilities  for  the  proper  handling 
of  such  material. 

Presented  at  the  meeting  of  the  American  College  of 
Physicians,  Williamsburg,  Virginia,  March  2,  1957. 


Table  # 1 

Papanicolaou  Smear  Study 
State  of  Virginia  July,  1956 

Number  of  hospitals  surveyed 20 

Number  of  cases  studied  (per  month) 2900 

Number  could  be  studied  (per  month) 4800 

This  is  a survey  we  made  in  July,  1956,  of  the 
pathology  departments  of  20  hospitals  throughout 
the  State.  It  shows  that  much  more  work  could  be 
handled  under  existing  conditions.  Undoubtedly,  the 
available  facilities  would  be  increased  as  the  demand 
arises.  At  the  present  time,  the  larger  institutions 
have  trained  technicians  for  the  purpose  of  screen- 
ing cytology  smears.  During  the  past  several  years 
with  the  aid  of  a grant  from  the  American  Cancer 
Society,  a machine  based  on  the  use  of  photo-electric 
cells  has  been  developed  as  an  aid  in  screening  slides. 
At  present,  this  machine  is  practical  only  in  the 
largest  centers.  It  is  in  the  stage  of  development 
and  may  prove  to  be  valuable  in  cytology  studies  in 
the  future. 

That  the  vaginal  smear  is  a reasonably  accurate 
means  of  determining  the  presence  of  early  malig- 
nancies has  been  proved.  Many  reports  have  been 
published  which  give  the  incidence  of  detected  can- 
cer when  using  this  method  as  a screening  procedure. 
Erickson  reported  an  incidence  of  0.73%  carcinoma 
and  intraepithelial  carcinoma  in  a study  of  108,000 
women.  So  many  influencing  factors  exist  that  it 
does  not  seem  such  studies  should  be  used  as  a basis 
for  comparison  for  statistical  purposes  at  this  time. 
It  will  be  pointed  out  later  that  a difference  of 
opinion  exist  among  pathologists  in  determining  pre- 
cancerous  lesions  of  the  cervix.  This  leads  to  marked 
variations  in  the  reported  incidences. 

A survey  was  made  to  investigate  the  results  ob- 
tained by  the  use  of  vaginal  smears  in  the  Norfolk 
area.  In  this  community  there  has  been  no  research 
project  or  scientific  investigation  by  any  group  to 
stimulate  the  use  of  this  procedure.  Interest  in  it 
has  developed  solely  on  the  part  of  practitioners 
of  medicine.  Because  of  the  desire  to  know  the 
results  obtained  on  this  basis,  the  following  study 
has  been  made. 
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The  material  of  the  pathology  departments  of  the 
three  Norfolk  hospitals  during  a period  of  twelve 
months — from  November  1,  1955  through  November 
1,  1956 — was  chosen  for  this  survey. 

Many  cases  which  were  diagnosed  as  suspicious 
or  positive  for  malignancy  by  vaginal  smears  were 
omitted  from  this  series  because  of  the  presence  of 
symptoms  or  signs  that  warranted  specific  diagnostic 
procedures.  Only  those  cases  in  which  detection  of 
the  pre-cancerous  and  cancerous  lesions  could  be 
attributed  100%  to  cMological  studies  were  included. 

.A.t  this  point  it  seems  appropriate  to  emphasize 
that  cytologic  studies  are  to  be  used  only  as  a screen- 
ing test  and  that  they  are  never  to  be  considered  as 
diagnostic.  A vaginal  smear  must  never  be  used  as 
a substitute  for  biopsy  or  curettement. 

T.able  #2 

Vaginal  Smears 

Norfolk,  Virginia 

November  1,  1955  through  November  1,  1956 

Total  cases  4,725 

Carcinoma  in-situ 22 

Invasive  carcinoma  8 

The  table  shows  that  4,725  cases  were  studied  in 
the  three  Norfolk  hospitals  during  this  12  months 
period.  Carcinoma  in-situ  was  diagnosed  22  times; 
invasive  carcinoma  8 times.  An  effort  was  made  to 
determine  the  number  of  smears  that  were  diagnosed 
as  suspicious  and  positive  in  which  subsequent 
studies  revealed  no  evidence  of  malignant  or  pre- 
malignant  changes.  The  necessary'  follow-ups  on 
these  false  positives  could  not  be  accurately  ob- 
tained, and  for  this  reason  those  cases  were  omitted 
from  the  survey.  Undoubtedly  a fair  number  of 
patients  underwent  unnecessar\-  procedures  as  a 
result  of  incorrect  interpretations,  but  the  impression 
was  gained  that  this  number  was  certainly  not  out 
of  proportion. 

Table  #3 

Studies  Requested 


Internists 6.7% 

General  Surgeons 1.8% 

Gynecologists 80.4% 

General  Practitioners  3.8% 

Clinic 1 1.1% 


This  table  shows  that  in  one  of  the  hospitals  the 
internists  requested  6.7%  of  the  vaginal  smears; 
general  surgeons  1.8%;  g}-necologists  80.4%  and 
general  practitioners  3.8%.  From  the  clinic  7.3% 
were  requested. 

.\t  the  present  time  smears  are  reported  by  various 
classifications.  The  most  generally  accepted  is  by 
grades  from  1 through  5.  The  first  two  are  con- 


sidered negative  for  malignancy;  grades  3 and  4 at 
suspicious;  and  grade  5 as  positive  for  malignancy. 
No  classification  at  the  present  time  is  such  that  one 
can  be  guided  by  grading  alone,  and  it  is  necessary 
to  have  the  opinion  of  the  cytologist  as  to  whether 
repeat  smears  or  diagnostic  procedures  are  indicated. 
Although  emphasis  is  placed  on  the  detection  of  pre- 
cancercus  and  cancerous  lesions,  smear  findings  will 
also  detect  those  cases  that  deserve  only  more  care- 
ful observation,  since  the  meaning  of  certain  changes 
is  not  yet  fully  understood. 

The  most  difficult  problem  which  arose  with  the 
increased  interest  in  cytologic  studies  was  the  ques- 
tion; “what  are  the  histological  criteria  for  diag- 
nosing pre-cancerous  lesions?” 

There  exists  a tremendous  difference  of  opinion 
among  pathologists  regarding  the  so-called  border- 
line lesions.  recent  report  by  Siegler  serves  to 
emphasize  the  difference  of  opinion  in  microdiagnoses 
of  carcinoma  in-situ  of  the  uterine  cervix.  In  this 
study,  the  author  sent  a group  of  20  selected  slides 
to  25  competent  pathologists  for  opinion.  The  fol- 
lowing Table  :^4  shows  the  marked  difference  of 
opinions  received. 

Table  #4 

Number  of  Positive  Diagnoses  of  Cancer  Made  by  25 
Pathologists  on  20  Tissue  Sections  of 
Questionable  Lesions 


(Siegler,  Cancer  Vol.  9,  No.  3;  1956) 


Ko.  Pathologists 
3 
3 
1 
2 
2 
2 
2 

3 
1 

4 
1 
1 


A’o.  Positive  Diagnoses 

o' 

1 

2 

3 

4 

5 

6 

7 

8 
9 

12 

13 


Three  pathologists  diagnosed  none  of  the  sections 
as  jwsitive  for  malignancy,  and  one  pathologist  had 
13  positive  for  malignancy,  and  it  should  be  pointed 
out  that  where  several  pathologists  agreed  on  the 
number  of  positive  slides,  they  agreed  in  number 
alone  and  did  not  necessarily  agree  on  the  same 
slides. 

It  must  be  emphasized  that  these  slides  represented 
selected  tissue  sections — the  so  called  borderline 


cases. 

Until  such  criteria  are  more  clearly  defined  and 
proved  by  observation,  an  unknown  number  of 
patients  will  be  incorrectly  diagnosed  as  having 


500 


Virginia  Medical  AIonthly 


**  carcinoma  in-situ  and  in  turn  be  subjected  to  un- 
' necessar}’  surgical  procedures. 

* It  has  been  well  established  that  malignant  proc- 
•1  esses  exist  in  a non-invasive  state  over  a period  of 
^ years  before  invading  the  adjacent  tissues.  Com- 
'i'  parative  studies  have  shown  in  most  cases  the  age 
incidence  of  pre-cancerous  lesions  to  be  8 to  10 
years  younger  than  those  of  invasive  cancer.  In 
reviewing  cases  of  cervical  malignancies,  I was  im- 
pressed with  the  number  of  patients  that  had  been 
hospitalized  during  the  several  years  preceding  the 
diagnosis  of  malignancy  for  conditions  unrelated  to 
gynecological  disease.  It  seems  reasonable  to  as- 
sume that  many  of  these  patients  would  have  been 
benefited  by  vaginal  smear  studies. 

Recently  I had  the  opportunity  of  seeing  a patient 
on  which  a routine  smear  had  been  reported  as  posi- 
tive two  years  before.  She  failed  to  return  for 
follow-up  studies  as  requested  and  when  seen  had 
a definite  invasive  carcinoma  of  the  cervix.  As  fate 
would  have  it,  she  seems  to  have  developed  most 
of  those  complications  which  are  usually  considered 
the  result  of  irradiation. 

Once  a case  has  been  reported  as  suspicious  or 
positive  for  malignancy,  a punch  biopsy  is  no  longer 
recognized  as  an  adequate  diagnostic  procedure.  It 
is  generally  accepted  that  conization  with  a scalpel, 
removing  tissue  from  the  squamo-cclumnar  junc- 
tion, and  high  into  the  endocervical  canal  is  the 
only  satisfactory  method  of  determining  the  pres- 
ence of  very  early  lesions.  Never  should  the  tissue 
be  removed  with  high  frequency  current  since  it 
destroys  the  material  for  microscopic  purposes. 
Curettement  of  the  uterus  is  usually  performed  in 
association  with  the  removal  of  cervical  tissue. 

The  treatment  of  pre-invasive  lesions  or  carcinoma 
in-situ  varies  with  the  age  of  the  patient.  In  a 
woman  desiring  children,  excision  of  the  lesion  or 
removal  by  amputation  of  the  cervix  is  believed  to 
be  adequate.  In  the  older  age  group,  total  hysterec- 


tomy is  usually  performed.  The  treatment  of  in- 
vasive carcinoma  of  the  cervix  continues  to  be 
radiation  therapy.  Although  some  of  the  larger 
institutions  are  performing  radical  surgery  for  this 
condition,  it  is  still  considered  as  experimental. 

Studies  carried  on  under  the  sponsorship  of  can- 
cer organization  have  been  interested  in  not  only 
detecting  malignancy  in  individual  cases  but  are  also 
interested  in  determining  such  things  as  incidence 
rates  and  the  prevalence  of  carcinoma.  These  studies 
are  usually  performed  on  women  of  all  age  groups. 
It  has  been  my  routine  to  take  vaginal  smears  at 
yearly  intervals  on  all  cases  26  years  of  age  or  older 
except  during  pregnancy  and  on  those  patients  hav- 
ing had  a hysterectomy  with  the  removal  of  the 
cervix.  To  date,  I have  not  felt  justified  in  sub- 
jecting those  under  26,  or  following  total  hysterec- 
tomy to  this  expense.  As  with  most  scientific  pro- 
cedures, opinions  differ  on  the  indications  for,  and 
the  frequency  of  its  use.  The  vaginal  smear  is  no 
exception. 

In  summarizing,  it  has  been  shown  that  available 
facilities  do  exist  in  this  State  for  more  frequent  use 
of  the  vaginal  smears;  that  it  is  a reasonably  ac- 
curate means  of  determining  early  malignancies;  that 
the  results  obtained  in  the  Norfolk  area  have  been 
shown  to  be  of  value;  and  that  it  should  never  be 
used  as  a substitute  for  biopsy  or  curettement. 

Although  the  gynecologists  are  more  enthusiastic 
and  have  applied  this  method  more  frequently  it 
is  believed  that  outstanding  benefits  would  be  de- 
rived when  it  finds  more  use  in  the  office  of  the 
internist,  general  surgeon  and  the  general  practi- 
tioner. 
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Milk  Sanitation  and  Public  Health 


E.  M.  HOLMES,  Jr.,  M.D. 
Richmond,  Virginia 


A t periodic  intervals,  since  the  found- 
ing of  the  Department  of  Health  of  the  Com- 
monwealth of  Virginia,  the  milk  sanitation  program 
has  become  a controversial  subject.  In  my  time  I 
can  remember  at  least  three  occasions  when  either 
governmental  commissions  or  the  General  Assembly 
became  interested  in  the  organizational  asj)ects  of 
the  milk  sanitation  program.  The  questions  that 
have  been  most  frequently  reviewed  are: 

( 1 ) Which  agency  of  government  should  assume 
primary  responsibility  for  milk  sanitation — 
the  Department  of  Health  or  the  Department 
of  Agriculture? 

(2)  In  line  with  this  question  concerning  organi- 
zational and  functional  responsibility  has 
come  the  following  questions: 

(a)  Does  the  present  system  cause  duplica- 
tion of  inspectional  services?  If  so — 

(b)  Is  the  duplication  of  inspection  eco- 
nomical to  the  taxpayer?  And 

(c)  Is  the  duplication  of  inspection  confus- 
ing to  the  milk  industry  of  this  state? 
d o the  informed  health  officer,  there  can  be  only  one 
answer  to  the  first  question.  Sanitation  of  milk  is 
a health  function  and  accordingly,  should  be  organ- 
izationally assigned  to  the  State  Department  of 
Health.  Is  there  duplication  of  inspection?  Based 
on  our  e.xperience  as  health  officers,  the  answer  must 
be  yes.  Is  this  duplication  costly  to  the  taxpayer? 
The  answer  here  is,  probably  not  costly  in  terms 
of  total  dollars  and  cents,  but  costly  in  that  the 
system  permits  duplication  and  impedes  efficiency. 
Many  health  authorities  believe  that  the  present 
funds  being  expended  by  the  Commonwealth  of  Vir- 
ginia in  supporting  the  milk  sanitation  programs 
of  the  two  agencies,  the  Department  of  Health  and 
the  Department  of  Agriculture,  if  combined,  would 
be  a minimal  amount  rather  than  a sum  adequate 
to  provide  an  eft'ective  state-wide  milk  sanitation 
program. 

To  the  next  question,  does  the  duplication  of  func- 
tions of  the  various  inspectional  services  cause  con- 
fusion to  the  milk  industry  ? The  answer  most  cer- 

Read  at  the  V'irginia  Public  Health  Association  Meet- 
ing, Roanoke,  Va.,  May  15,  1957,  by  Mr.  John  E.  Pipes. 


tainly  is  yes.  We  are  all  familiar  with  the  plight 
of  the  dairymen  who  sometimes  have  two  or  more 
inspectors  representing  not  only  geographical  and 
political  jurisdictions,  but  akso  repre.senting  the 
areas  into  which  the  daiixmen  ship  milk.  What's 
worse,  they  then  have  to  cope  with  state  inspections 
from  the  Department  of  Agriculture,  to  say  nothing  j 
of  occasional  inspections  from  federal  agencies.  The  ' 
interpretation  that  so  many  individuals  place  on  the 
existing  regulations  and  statutes  is  bound  to  van,-. 
There  are  dairy  farmers  who  have  improved  their 
milk  houses  at  considerable  expense  to  meet  stand- 
ards for  shipping  into  a specific  geographical  juris- 
diction, who  are  then  confronted  by  another  agen-  j 
cy’s  inspectors  and  are  required  to  make  other  costly  j 
changes.  A\’hile  these  instances  are  comparatively  j 
rare,  they  cause  enough  ill  feeling  when  coupled  with  I 
the  confusion  that  centers  around  interpretation  of  i 
minor  points  in  the  regulations  and  statutes  to  make 
the  dairymen  dread  the  inspector's  visits. 

If  we  accept  the  above  as  a picture  of  the  existing 
situation  in  Virginia  today,  we  can  come  to  only  t 
one  conclusion,  that  the  responsibility  for  supervis-  j 
ing  the  sanitar}-  quality  of  milk  should  be  placed  in 
one  agency  of  government.  As  workers  in  the  field  I 
of  public  health,  we  believe  it  is  logical  that  the 
program  be  placed  in  the  Department  of  Health. 
No  doubt,  these  reasons  may  be  challenged.  The 
situation  is  being  unduly  discussed  today.  The  ar- 
guments pro  and  con  largely  center  around  agency 
loyalty.  Because  of  this,  I believe  that  it  is  impera- 
tive that  each  and  every  health  worker  in  the  Com- 
monwealth of  Virginia  familiarize  himself  with  the 
basic  points  at  issue  and  ignore  the  controversial 
political  implications  behind  the  arguments. 

Why  do  we  have  milk  sanitation  programs?  First, 
statutes  and  regulations  of  the  various  states  and 
localities  are  designed  to  protect  the  public  health 
by  requiring  minimal  standards  and  safeguards  to 
assure  a safe  food  product.  These  statutes  usually 
provide  appropriations  to  assure  inspectional  sers-- 
ices  and  appropriate  enforcement.  Universally,  they 
must  have  as  the  basic  reason  the  health  and  welfare 
of  the  citizens.  Milk  sanitation  came  into  being  in 
this  country  as  a part  of  the  organized  effort  to  con- 
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trol  communicable  diseases  so  prevalent  at  the  turn 
of  the  century.  Milk-borne  outbreaks — typhoid 
fever,  streptococcal  infections,  diphtheria,  staphy- 
lococcal infections  and  other  infections  occurred  with 
a fair  degree  of  frequency  into  the  late  thirties.  In 
1912,  Virginia’s  rate  from  infantile  diarrhea  was  so 
alarmingly  high  that  Dr.  Ennion  G.  Williams,  our 
first  state  health  commissioner,  and  Dr.  Ernest  Levy, 
Richmond’s  first  health  officer,  crusaded  for  ade- 
quate legislation  to  protect  the  state’s  milk  supply. 
That  they  achieved  their  goal  is  documented  by  the 
decline  in  milk-bome  enteric  diseases.  Aside  from 
minimal  standards  designed  to  maintain  milk  as 
a nutrient  food,  the  entire  sanitation  concept  is  de- 
signed to  prevent  the  spread  of  diseases  that  are 
milk-borne.  If  one  accepts  this  concept,  then  there 
can  be  no  argument  but  that  the  milk  sanitation 
program  logically  must  be  a function  of  an  organized 
health  department. 

Second,  with  the  passage  of  time,  wholesome  and 
safe  milk  has  become  a public  byword.  Communi- 
ties having  a high  milk  rating  under  Public  Health 
Service  appraisal  are  proud  of  that  rating.  The 
alignment  of  milk  sanitation  with  health  is  accepted. 
It  is  important  that  this  alignment  be  protected  for 
two  reasons : 

(1)  Pediatricians  and  physicians  have  long  ad- 
vocated milk  as  an  ideal  food  for  children. 
They  have  long  stressed  and  emphasized  that 
milk  must  be  safe  and  protected  by  public 
health  inspections.  The  public,  in  the  last 
thirty  years,  has  come  to  look  to  its  health 
department  for  endorsement  of  the  public 
milk  supply.  The  public  has  also  learned 
to  think  in  terms  of  the  health  department 
as  being  the  agency  primarily  responsible  for 
the  safeguarding  of  this  food.  Approval  and 
endorsement  by  a health  agency  that  did  not 
have  organizational  responsibility  for  the 
program  would  be  worthless. 

The  problems  of  divided  responsibility  for  milk 
sanitation  was  emphasized  in  an  editorial  in  the 
March  1956  issue  of  the  American  Journal  of  Pub- 
lic Health.  The  writer  pointed  out  “the  difficulty 
of  continuous  milk  sanitation  and  investigation  of 
a milk-borne  epidemic  in  the  face  of  divided  au- 
thority.” The  subject  of  the  editorial  was  a milk- 
borne  epidemic  of  paratyphoid  fever  in  Lancaster, 
Pennsylvania,  where  milk  inspection  is  a respon- 
sibility of  the  Department  of  Agriculture.  The  edi- 
torial went  on  to  say  . . when  the  State  Depart- 
ments of  Agriculture  and  Health  undertook  to  locate 


the  sources  of  the  break  in  normal  protective  pro- 
cedures, the  dual  authority  made  that  investigation 
somewhat  cum.bersome.  Also  there  was  an  impos- 
sible public  relations  situation  in  that  the  public- 
demanded  and  expected  health  department  action 
after  people  got  sick,  yet  the  authority  with  regard 
to  the  point  at  which  the  break  occurred  (the  pas- 
teurizing and  processing  plant)  belonged  to  another 
department.”  Unless  the  health  department  has 
direct  responsibility  for  the  sanitary  quality  of  milk, 
no  health  officer  or  physician  in  private  [practice 
can  assure  the  public  at  large  that  the  milk  that  is 
offered  for  sale  is  a safe  food. 

(2)  The  dairy  farmers  and  the  milk  plant  opera- 
tors have  become  accustomed  to  think  of  milk 
as  a healthful  food  and  to  look  to  health  agen- 
cies for  cooperation  and  approval.  The  very 
heart  of  the  industry  and  its  economy  is  cen- 
tered around  this  point.  The  industry,  in 
ail  of  its  public  information  and  advertising, 
emphasizes  the  health  aspects  of  milk  as  a 
food.  The  industry  could  not  sell  milk  if  it 
did  not  have  health  as  a byword.  Conse- 
quently, the  industry  looks  on  health  inspec- 
tional  services  as  essential  to  the  milk  econ- 
omy of  the  state. 

All  of  us  as  health  workers  are  aware  of  these 
facts.  All  of  us  realize  it  is  imperative  that  any 
decision  concerning  the  organizational  alignment  of 
the  milk  sanitation  program  be  made  on  an  objec- 
tive basis.  There  is  only  one  intelligent  approach  to 
the  solution  of  the  constantly  recurring  controversy 
and  that  is  through  a fact-finding  appraisal  con- 
ducted by  a committee  of  the  Virginia  Advisory  Leg- 
islative Commission.  Such  a fact-finding  committee 
should  be  composed  of  representatives  of  the  Gen- 
eral Assembly,  the  milk  industry  (both  the  dairy 
farmers  and  plant  operators),  physicians  who  are 
members  of  The  Medical  Society  of  Virginia  and 
citizens  at  large.  The  committee  should  not  have 
representation  from  either  the  State  Department  of 
Health  or  the  State  Department  of  Agriculture;  but 
instead,  should  be  free  to  use  the  staff  of  these 
agencies  as  resource  people.  Such  a committee  would 
also  have  the  privilege  and  advantage  of  consulting 
authorities  from  recognized  public  health  agencies, 
agriculturists,  economists,  etc. 

We  have  been  informed  that  the  dairy  industry 
of  this  state  would  accept  the  findings  of  such  a 
fact-finding  committee.  Dairymen  are'  well  aware 
of  the  fact  that  if  the  milk  sanitation  program  of 
this  state  is  arbitrarily  realigned  by  either  the  Gov- 
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ernor  and  the  administrative  staff  of  the  Common- 
wealth of  Virginia  or  by  the  General  Assembly,  the 
stigma  of  political  action  will  lower  the  prestige  that 
has  been  gained  through  the  maintenance  of  rela- 
tively high  standards. 

Lastly,  we  believe  that  such  a commission  would 
recommend  placement  of  the  milk  sanitation  program 
in  the  Department  of  Health  and  would  recommend 
standardization  of  milk  regulations  on  a state-wide 
basis.  Further,  we  believe  that  such  an  ordinance 
would  permit  the  State  Health  Commissioner  to  dele- 
gate to  component  health  jurisdictions  the  sanitary 
inspection  of  their  own  milk  sheds  and  would  per- 
mit all  areas  of  the  state  to  accept  recijrrocal  reports 
by  health  agencies. 

It  is  my  honest  and  sincere  belief  that  the  worst 
thing  that  could  happen  to  botli  the  dair}’  industry 


and  to  the  health  structure  of  the  Commonwealth 
of  Virginia  would  be  a hasty  decision  on  this  matter. 
An  acceptable  solution  can  be  w'orked  out  only 
through  the  action  of  a fact-finding  committee  com- 
posed of  strong  citizen  representation.  The  issue  is 
too  large,  the  subject  too  important  to  be  stigmatized 
by  a political  struggle  wherein  agencies  of  the  gov- 
ernment are  pitted  against  each  other.  The  issue 
at  stake  is  not  agency  growdh  or  agency  prestige. 
Rather,  it  is  an  issue  involving  the  health  of  our 
citizens,  the  economy  of  the  industry  and,  from  the 
constitutional  viewpoint,  alignment  of  a law'  enforce- 
ment program  that  has  only  one  reason  for  its  ex- 
istence— protection  of  the  public  health. 


1208  Park  Avenue 
Richmond  20,  Virginia 


Chemical  Tests  Useful  In  The  Diagnosis  Of  Poisonings. 

Presumptive  chemical  tests  for  several  of  the  substances  more  commonly  involved 
in  jxrisonings  can  be  made  with  very  little  difficulty,  equipment  or  experience. 

Such  simple,  rapid,  presumptive  tests  will  be  described  in  successive  issues  of  the 
Monthly  for  a number  of  compounds  such  as  the  salicylates,  the  barbiturates,  the 
sulfonamides,  methyl  alcohol,  carbon  monoxide,  arsenic  and  mercury. 

Doctor  Sidney  Kaye,  Toxicologist  in  the  Chief  Medical  Examiner’s  Office,  Virginia 
State  Department  of  Health,  has  made  these  procedures  available  through  the  Rich- 
mond Poison  Information  Center. 

I.  Salicylates 
U rine 

To  5 ml.  of  urine  add  1 ml.  of  10%  ferric  chloride.  Bring  gently  to  a boil,  to 
rule  out  a possible  false  reaction  due  to  acetone  bodies.  If  salicylate  is  present,  a 
purple  color  will  persist.  This  test  is  very  sensitive  and  is  positive  in  urine  after 
the  ingestion  of  only  one  0.3  Gm.  (5  gr.)  aspirin  tablet.  This  test  is  positive  for 
aspirin,  sodium,  phenyl  or  methyl  salicylates. 

Blood 

Acidify  5 ml.  of  blood  by  adding  0.5  ml.  of  10%  hydrochloric  acid.  Extract  with 
10  ml.  of  ethylene  dichloride.  Allow  layers  to  settle  and  then  separate  by  discarding 
upper  blood  layer,  and  add  2 ml.  of  0.2%  ferric  nitrate  to  the  ethylene  dichloride 
extract.  A purple  color  results  if  salicylates  are  present.  The  color  can  be  compared 
with  standard  similarly  prepared. 
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ANNUAL  REPORTS  of  the  various  committees  are  published  in  this  issue,  and  it  is 
hoped  that  each  member  of  the  Society  will  allow  himself  sufficient  time  to  read  them 
carefully.  Several  issues  of  vital  importance  to  the  profession  are  covered  and  the 
committees’  recommendations  provide  an  advance  look  at  some  of  the  matters  to  be 
brought  before  the  House  of  Delegates. 

PHILADELPHIA  will  be  the  scene  of  the  American  Medical  Association’s  11th  Clin- 
ical Meeting  from  December  3-6.  The  center  of  activities  will  be  Convention  Hall, 
where  scientific  exhibits,  color  television,  motion  pictures,  technical  exhibits  and  scien- 
tific lectures  will  be  presented.  Headquarters  for  the  House  of  Delegates  will  be  the 
Bellevue-Stratford  Hotel. 

Highlights  of  the  three  and  a-half  day  convention,  geared  especially  for  the  nation’s 
family  physicians  include:  (1)  Special  trans- Atlantic  conference  between  distin- 
guished physicians  in  London  and  Philadelphia  on  "Advances  in  Chemotherapy  of 
Cancer”  via  two-way  telephone  at  3 p.m.  EST  Wednesday;  (2)  Complete  color  tele- 
vision schedule  of  surgical  demonstrations  emanating  from  Lankenau  Hospital;  (3) 
Motion  picture  program  daily  plus  a special  session  Tuesday  evening;  (4)  Exhibits 
featuring  a well-rounded  program  and  special  displays  on  the  history  of  medicine  in 
the  Philadelphia  area,  fractures  and  manikin  demonstrations  on  problems  of  delivery; 
( 5 ) Panel  discussions  on  cardiovascular  disease,  cancer,  emotional  problems  of  meno- 
pause, hypertension,  diabetes,  arthritis,  traumatic  injuries;  (6)  The  General  Practi- 
tioner of  the  Year  Award  to  be  presented  by  AMA  to  an  outstanding  family  doctor. 

THE  MAJORITY  of  American  youth  are  opposed  to  socialized  medicine.  According 
to  a recent  nationwide  survey  conducted  by  the  Gilbert  Youth  Research  Company, 
6 out  of  10  youngsters  wanted  no  part  of  government  medicine.  About  3 out  of  10 
believed  that  the  government  should  pay  for  medical  services.  More  girls  than  boys 
favored  government  medicine. 

Most  teenagers  had  sound  reasons  for  voting  against  socialized  medicine,  although  one 
youngster  said  "I’m  against  it  because  father  is  a doctor”.  High  medical  costs  was 
offered  as  the  most  frequent  reason  by  those  favoring  government  medicine. 

THERE  IS  ONE  PHYSICIAN  for  every  760  persons  in  the  United  States,  and  one 
for  every  1,000  in  most  European  countries.  In  the  Sudan,  however,  there  is  only  one 
physician  for  every  81,000  of  the  population. 


THREE  COMPONENT  MEDICAL  SOCIETIES  were  represented  at  the  recent  AMA 
Public  Relations  Institute  in  Chicago.  Th^y  were  the  Lynchburg  Academy  of  Medi- 

i 

cine,  Norfolk  County  Medical  Society  and ‘^Richmond  Academy  of  Medicine. 
STATISTICS  ON  VA  HOSPITAL  OPERATIONS  during  fiscal  and  calendar  years 
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1956  have  been  made  available  as  the  result  of  recent  appropriation  heajringSumn  VA 
budget  requests.  The  following  information  will  do  much^to  bring  interested  physi- 
cians up-to-date.  ^ 

VA  Patients — Fiscal  Year  195  6 


Average  ^ 

Facility  . ■ - Admissions  Discharges  '''  J Daify  Load' 

Hospitals  485,508  483,351  - 110,205  ’ 

Domiciliaries  38,113  3 8,548  ' 

Conl'mct  hospitak  31,947 28,910  ■ ' 3,253 

State  homes  8,072  8,060  ''  8,793 

Average  Service-  , X onservice- 

ij  fi''-'  ■>  ,:  Daily  Ldad  connected  connected 

NP  hospitals  2., 30,565-56%  24,016-44% 

TB  hospitals  . ..ll,..,  ’ 1,757  1,947-25.1%  5,810-74.9% 

GM&S  hospitals  47,867  ' ' 8,090-16.9%.  39,777-83.1% 

Total  hospitals  110,205  40,602-36.8%o  69,603-63.2% 


It  has  been  estimated  that  for  fiscal  year  1957,  the  service-connected  load  will  de- 
crease to  36.7%.  of  the  average  daily  patient  load  and  in  fiscal  yean  195  8 to  36.6%.  It 
was  reported  that  in  fiscal  year  195  5,  38.0%  of  VA  patients  were  being  treated  for  serv- 
ice-connected disabilities. 


A NEW  BOOK  entitled  "Rediscovering  Capitalism”  has  just  been  published  by  the 
Princeton  Panel,  an  organization  composed  of  scholars,  business  and  professional  men. 
The  Panel  acts  as  a clearing  house  for  authentic  information  on  the  role  of  capital- 
ism in  our  country’s  economy,  and  the  new  book  should  be  of  particular  interest  to 
physicians. 

THE  FOURTH  ANNUAL  AMA  CONFERENCE  ON  MENTAL  HEALTH  will 
be  held  at  Chicago’s  Drake  Hotel  on  November  22  and  23.  Four  discussion  topics 
will  cover:  (1)  The  role  of  the  general  practitioner  in  relation  to  a specific  psychia- 
tric case;  (2)  Blue  Cross-Blue  Shield  and  other  voluntary  health  Insurance  plans  for 
the  psychiatric  patient;  (3)  Relationship  of  the  psychiatrist  in  private  practice  to  the 
general  hospital  in  his  community;  (4)  Psychiatric  and  related  mental  health  prob- 
lems in  industry. 
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Seven  and  One  Half  Million  Demons 

An  article  which  could  have  appeared  (but  undoubtedly 
did  not)  in  an  English  Medical  Journal  in  1607. 

Word  has  reached  us  that  the  Discovery,  Susan 
Constant  and  God  Speed,  three  good  barques  of  the 
Virginia  Company,  have  safely  landed  at  Jamestown 
Island  in  the  New’  World.  God’s  name  be  praised! 

It  is  likely  that  the  good  surgeons,  Wilkinson  and 
Wotton,  who  accompanied  the  adventurers,  will  have 
much  to  do.  In  addition  to  the  bloody  flux  known 
to  be  common  in  that  wild  place,  there  are  certain 
to  be  a number  of  pests  and  and  other  physical  dis- 
orders which  will  demand  their  attention.  Although 
wdtchcraft  is  slowly  being  stamped  out  in  England 
and  on  the  Continent,  it  would  not  be  wise  to  dis- 
count the  possibility  that  the  New  World  will  also 
be  greatly  infested  with  demons.  We  must  remember 
that  only  a few  years  ago  Dr.  Weyer  estimated  that 
there  were  7,405,926  demons  in  the  world,  divided 
into  72  companies,  each  headed  by  a captain.  Cer- 
tainly a new  country,  so  little  blessed  by  the  offices 
of  the  church,  will  be  fairly  heavily  infested.  Al- 
though Reginald  Scott,  the  Archbishop  of  York,  has 
just  stated  his  opinion  that  believers  in  witchcraft 
were  “either  children,  fools,  women,  cowards  or  black 
melancholy  discomposed  wits”,  conservative  church 
opinion  such  as  Dr.  Burton  of  Christ  Church,  Ox- 
ford, certainly  ascribes  many  mental  illnesses,  such 
as  lycanthropy  and  chorus  sancti  viti  as  “morbi  dae- 
moniaci”.  Certainly  the  most  prominent  psychia- 
trists of  our  time.  Dr.  Daniel  Sennert  of  Wittein- 
berg  and  Dr.  Felix  Plater  of  Basle  are  loath  to  dis- 
card the  possibility  that  many  functional  disorders 
are  due  to  devils. 

We  are  told  that  young  Professor  Harvey,  who  is 
now  working  at  Cambridge  since  his  recent  gradua- 
tion from  Padua,  is  nearly  prepared  to  discard 
Galens  humoral  explanations  of  disease  on  the  basis 
that  the  blocd  actually  circulates!  But  he  is  a young 
man,  and  it  is  expected  that  his  work  is  largely  based 
on  theoretical  considerations.  However,  if  his  theory 
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is  accepted,  it  will  cause  much  discomfort  to  those 
who  advocate  the  heart  as  the  center  of  the  soul.  Of 
course,  it  is  new  generally  conceded  that  the  stomach 
is  the  seat  of  reason. 

Regardless  of  the  disagreement  of  authorities  as 
to  the  cause  of  madness,  the  physicians  in  the  New 
World  will  have  available  all  the  modern  methods 
for  treating  melancholia,  whether  it  be  due  to  demon 
infestation  or  to  accumulations  of  bile.  In  either 
instance,  purging  or  pukeing  would  be  rational  ther- 
apy. Dr.  Burton  advocates  the  use  of  white  Helle- 
bore for  upward  purging,  and  black  Hellebore  for 
downward  purging.  If  these  remedies  fail,  the  phy- 
sician can  always  fall  back  on  the  old  standbys 
arsenic,  antimony,  borage,  etc.  If  physical  methods 
are  preferred,  there  is  good  authority,  both  medical 
and  ecclesiastical  for  starving,  flogging  and  beating, 
since  the  demons  are  rendered  so  discomfortable 
that  they  will  soon  leave  the  body  if  the  treatment 
is  enthusiastically  applied.  If  the  afflicted  person 
is  incapable  of  withstanding  heroic  methods,  they 
may  be  bled,  cupped  or  blistered. 

The  writer  does  not  feel  that  the  present  vogue 
of  clysters  will  be  more  than  a passing  fancy  in  the 
treatment  of  melancholia,  since  the  favorite  site  for 
incubi  and  sucubi,  according  to  Plater,  is  in  the 
stomach.  Therefore,  flushing  the  colon  does  not 
attack  the  problem  directly. 

We  have  recently  read  of  a wonderful  new  remedy 
for  phrensy  or  delirious  mania  which  is  composed 
of  saffron,  dried  and  beat  to  a powder.  It  is  said 
that  “if  any  person  be  troubled  with  too  much  watch- 
fulness so  that  they  cannot  by  any  means  take  rest”, 
that  this  wonderful  drug  will  “provoke  the  party  to 
sleep”.  .\t  this  point  I might  say  that  some  enthu- 
siasts for  the  new  tranquilizer  treatments  are  pre- 
dicting that  hospitals  such  as  Bedlam  (now  celebrat- 
ing its  first  centennial)  will  soon  disappear,  and  that 
mental  illness  will  soon  be  a thing  of  the  past.  If 
this  is  true,  it  will  scarcely  be  necessary  for  the 
settlers  into  Virginia  to  make  any  provision  for  the 
hospitalization  of  people  who  are  demented. 

Editor’s  Note:  Grace  Sherwood  was  ducked  for  witch- 
craft on  Lynhaven  Bay  exactly  100  years  after  this  fic- 
titious article  might  have  been  written,  and  Williamsburg 
Asylum  admitted  its  first  patient  166  years  later.) 
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Diseases  Resembling  Poliomyelitis 
(Continued) 

In  the  last  notes  on  Public  Health,  attention  was 
called  to  diseases  resembling  poliomyelitis.  During 
the  current  summer  such  diseases  have  frequently 
been  reported  from  all  over  the  State  with  concen- 
tration in  the  Peninsula,  Pittsylvania  County,  and 
around  Roanoke. 

In  the  early  part  of  July  the  director  of  the  Hamp- 
ton-Warwick  Health  District  reported  that  physi- 
cians in  the  area  were  seeing  cases  resembling  non- 
paralytic poliomyelitis  which  did  not  seem  typical 
of  the  disease.  On  the  16th  of  July,  at  the  request  of 
the  health  director,  the  director  of  the  Bureau  of 
Communicable  Disease  Control  went  to  Newport 
News  to  consult  with  the  health  directors  of  these 
cities  and  to  talk  with  some  of  the  physicians  who 
had  reported  cases.  The  story  was  that  since  the 
latter  part  of  May,  29  patients  in  Hamjrton,  9 in 
Warwick,  and  7 in  Newport  News  had  been  ad- 
mitted to  hospitals  with  illnesses  that  followed  the 
same  pattern.  In  addition,  19  such  cases  had  been 
reported  to  the  State  Department  of  Health  from 
York  County  and  1 from  James  City  County.  The 
history  of  these  cases  is  that  the  onset  was  sudden 
with  headache,  nausea  and  vomiting  and  stiffness  of 
the  neck.  There  was  an  elevation  of  temperature 
which  ranged  from  101  to  102  degrees  while  in  a few 
cases  it  rose  to  104  degrees.  When  spinal  punc- 
ture was  done  there  was  indication  of  pressure  and 
prompt  relief  of  headache,  nausea,  and  vomiting  fol- 
lowed. The  cell  count  was  from  200  to  400  cells 
when  the  tap  was  made  early  in  the  illness  and  prac- 
ticallv  all  cells  were  lymphocytes.  When  done  later 
in  the  course  of  the  illness,  the  count  was  greatly 
increased,  1,500  to  2,000  or  more  cells,  and  there 
were  polymorphonuclears  present  in  varying  per- 
centages. The  protein  was  increased  in  all  cases. 
Illness  has  been  of  short  duration  and  self-limited. 
There  has  been  no  prostration  either  during  the  acute 
stage  or  after  and  there  has  been  no  residue.  Mul- 
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tiple  cases  in  the  same  household  have  been  frequent 
and  from  these  an  indication  of  the  incubation  period 
has  been  obtained;  it  is  probably  4 to  6 days,  usually 
4,  and  may  be  extended  to  10  days.  All  ages  have 
been  affected;  the  case  reports  range  from  under  1 
year  to  44  years  with  the  greatest  incidence  in  the 
group  5-9.  The  distribution  between  males  and 
females  has  been  about  equal.  There  have  been 
many  cases  in  addition  to  those  who  were  hospital- 
ized. The  fact  that  the  disease  is  scattered  in  the 
area  leads  to  the  conclusion  that  there  is  not  a com- 
mon vector  and  that  the  spread  must  be  from  person 
to  person.  Specimens  of  stools,  spinal  fluid,  and 
blood  have  been  sent  to  laboratories  for  viral  studies. 

About  the  end  of  July  two  cases  were  reported 
from  Pittsylvania  County  and  to  date  three  addi- 
tional cases  have  been  reported.  These  patients  were 
transferred  to  a Richmond  hospital  and  specimens 
for  viral  studies  were  collected. 

On  .\ugust  6,  the  director  of  the  Bureau  of  Com- 
municable Disease  Control  with  the  director  of  the 
Virus  Research  Laborator}-  of  the  Medical  College  of 
Virginia,  went  to  Roanoke  to  consult  with  the  acting 
health  director  of  that  city  regarding  cases  reported 
from  hospitals  there.  Following  a review  of  the 
cases  and  visits  to  the  hospitals  to  study  charts  of 
patients,  the  public  health  group  met  with  physicians 
of  Roanoke  who  had  been  treating  these  cases.  There 
was  some  variation  from  the  pattern  which  prevailed 
in  the  Peninsula  area.  Patients  had  malaise  for 
several  days  with  some  headache  and  then  became 
better,  .\fter  a day  or  two  of  improvement  malaise 
developed  again  and  headache  became  severe.  At 
the  same  time  pain  in  the  neck  with  nuchal  rigidity 
developed.  The  temperature  shot  up  on  the  second 
day  and  reached  104  degrees  in  some  cases.  Nausea 
and  vomiting  often  were  present.  In  some  cases  a 
pain  in  the  chest  was  noted.  The  duration  of  ill- 
ness was  usually  four  days  but  in  some  cases  longer. 
\\’eakness  and  prostration  have  not  been  marked 
symptoms  and  no  residue  has  been  noted. 
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I Lumbar  puncture  has  not  given  relief  from  head- 
; ache,  nausea  and  vomiting  in  the  Roanoke  cases  as 
I in  the  Peninsula  patients.  Laboratory  examination 
I of  the  fluid  has  shown  similar  changes. 

! The  consensus  in  both  areas  is  that  we  have  been 
1 dealing  with  a type  of  illness  of  viral  origin,  pre- 
I senting  symptoms  similar  to  non-paralytic  polio- 
. 1 myelitis,  which  should  probably  be  diagnosed  as 
' j viral  or  aseptic  meningitis.  Studies  of  similar  out- 
1 1 breaks  which  have  occurred  in  many  states  during 
( I the  past  several  weeks  indicate  that  epidemiologically 
I they  do  not  resemble  poliomyelitis  and  laboratory 
j studies  have  implicated  non-polio  viruses  as  etiologic 
i agents. 
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Preparation  for  Aging 


j Preparation  for  aging  should  begin  in  the  “prime 
of  life,”  according  to  a 72-year-old  North  Carolina 
I physician. 

Every  doctor  should  try  to  train  his  middle-aged 
' and  even  younger  patients  to  cultivate  proper  habits 
I of  eating,  sleeping,  e.xercise,  recreation,  work,  and 
mental  hygiene.  Dr.  Wingate  M.  Johnson,  Winston- 
' Salem,  said  in  the  August  24th  Journal  of  the  Amer- 
I ican  Medical  Association. 

j His  article  on  the  relationship  of  the  doctor  to 
I his  aging  patient  is  the  first  in  a series  on  various 

I aspects  of  aging,  published  under  the  auspices  of 

the  A.M.A.  committee  on  aging. 

Dr.  Johnson,  a member  of  the  committee  and  a 
professor  at  Bowman-Gray  School  of  Medicine, 
listed  seven  rules  of  conduct  he  devised  for  himself 
some  years  ago.  These  rules  have  helped  some  of 
his  patients  and  friends  grow  old  with  a “reasonable 
degree  of  complacency.”  They  are; 

1.  Recognize  that  the  mind  should  be  at  its  best 
when  a person  is  about  40  years  old  and  should 
continue  to  be  efficient  to  the  age  of  70  or  more. 
Organic  changes  in  the  brain  do  not  necessarily 
parallel  mental  changes.  The  mind  which  is  prop- 
erly trained  does  not  lose  its  elasticity,  and  constant 
use  of  the  brain  helps  to  keep  it  efficient. 

2.  Avoid  becoming  an  “old  fogy”  by  frequent 
association  with  young  people.  Prepare  for  occa- 


sional shocks,  but  try  to  understand  youth’s  view- 
point. 

3.  Learn  to  delegate  authority  and  to  unload  re- 
sponsibility upon  younger,  more  enthusiastic 
shoulders. 

4.  Cultivate  wide  interests.  Learn  new  uses  for 
hands  and  brain,  and  e.xchange  more  strenuous 
amusements  for  others  less  arduous. 

.3.  Keep  in  touch  with  old  friends  and  make  new 
ones  to  avoid  loneliness. 

6.  Cultivate  equanimity — the  mental  poise  that 
keeps  one  from  being  unduly  elated  or  depressed. 
Keep  a proper  balance  between  emotion  and  reason. 

7.  Cultivate  the  habit  of  looking  forward  rather 
than  backward. 

Dr.  Johnson  noted  that  the  doctor  must  help  his 
older  patient  face  his  aging  process.  The  oldster's 
attitude  may  be  resentful,  resigned  or  realistic.  The 
doctor  can  help  foster  the  correct  attitude  by  being 
sympathetic,  sincere,  and  sensible. 

“IMany  of  the  most  unpleasant  traits  of  adolescence 
and  old  age  have  a common  basis — the  desire  to 
belong.  . . . The  adolescent  wants  to  achieve  recog- 
nition as  a useful  member  of  society;  the  oldster 
wants  to  retain  that  recognition.  The  doctor  can 
help  the  older  patient’s  morale  by  showing  a gen- 
uine interest  in  him  and  his  environment.”  A doc- 
tor needs  to  be  more  than  just  a doctor  to  an  aging 
patient;  he  must  be  “guide,  philosopher,  and  friend.”' 
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Dr.  Frank  L.  Feierabend,  a member  of  the  Amer- 
ican College  of  Surgeons,  has  long  been  active  in  the 
national  affairs  of  the  medical  profession,  as  well 
as  in  those  of  his  home  state  of  Missouri.  The  posi- 
tions of  responsibility  and  leadership  he  has  held 
are  too  numerous  to  list  in  this  short  introduction. 
It  is  germane,  however,  to  mention  that  he  is  cur- 
rently serving  as  President  of  the  Kansas  City,  Mis- 
souri, Blue  Shield  Plan.  Dr.  Feierabend  presented 
the  fallowing  article  before  the  Annual  Conference 
of  Blue  Shield  Plans,  March  26,  1957,  at  San  Fran- 
cisco. I feel  not  only  grateful  but  proud,  too,  that 
Dr.  Feierabend  has  granted  my  request  that  his  ar- 
ticle be  presented  again  here  in  this  special  section 
of  the  Monthly. 

RJA. 

Blue  Shield  and  the  Challenge  of  Chang- 
ing Times. 

Frank  L.  Feierabend,  M.D. 

When  we  consider  the  tremendous  success  of  Blue 
Cross-Blue  Shield  during  the  past  two  decades,  we 
mav  well  wonder  how  the  nation  and  the  medical 
profession  ever  managed  to  get  along  without  it. 
In  the  realm  of  jwlitics  alone  Blue  Cross-Blue  Shield 
has  brought  about  a decided  change  in  the  trend  of 
events.  I refer  to  socialization.  History  shows  that 
socialization  begins  with  medicine,  and  I am  of  the 
firm  conviction  that  if  it  were  not  for  Blue  Cross- 
Blue  Shield  this  country  would  have  gone  down  the 
road  of  regimentation  along  with  England  and  many 
other  free  countries  that  have  succumbed  to  this  form 
of  state  domination.  Here  in  the  United  States  the 
hospitals  and  the  medical  profession  accepted  the 
challenge  of  a great  social  problem.  The  threat  of 
socialization  in  medicine  here  in  our  countr}-  has 
receded. 

Lessened  though  it  be,  the  threat  of  socialized 
medicine  has  not  been  eliminated.  As  an  indicator 
of  the  growing  interest  in  health  legislation  these 
figures^  on  bills  introduced  are  illuminating: 

250  measures,  1951-1952,  82nd  Congress 
407  measures.  195.1-1954,  83rd  Congress 
571  measures,  1955-1956,  84th  Congress 

^ From  A.M.A.  Washington  Office,  Special  Report  85-3, 
March  7,  1957. 


Edited  by 

RICHARD  J.  ACKART,  M.D. 

Today  nearly  one  out  of  ever}'  four  persons  is 
eligible  to  receive  at  no  cost  to  them  some  degree  of 
medical  care  from  the  Eederal  Government. 

The  threat,  therefore,  remains,  and  we  must  rely 
upon  Blue  Cross-Blue  Shield  to  do  in  the  future  what 
it  has  done  in  the  past — give  people  the  medical  care 
they  need  at  a cost  they  can  afford  to  pay  without 
any  interference  from  the  government. 

The  record  speaks  for  itself ; millions  of  people 
are  covered  by  Blue  Cross  and  Blue  Shield.  Such 
universal  acceptance  means  that  the  answer  the  pri- 
vate hospitals  and  medical  groups  have  provided  for 
the  social  problem  is  both  practical  and  altruistic. 
Blue  Cross-Blue  Shield  is  not  just  a plan  to  stave 
off  socialized  medicine.  This  is  evident  from  the 
great  good  it  does  for  those  people  who  have  par- 
ticipated in  it — doctor,  patient,  and  hospital  alike. 
I repeat:  Blue  Cross-Blue  Shield  is  not  a scheme: 
it  is  an  answer. 

Looked  at  from  this  point  of  view.  Blue  Cross- 
Blue  Shield  is  not  a temporary  thing.  As  an  answer 
to  a specific  problem,  it  will  remain  in  the  sphere 
of  events  as  long  as  the  problem  remains  with  us. 
This  explains  why  certain  opinions  about  Blue  Cross- 
Blue  Shield  are  entirely  in  error.  One  sometimes 
hears  that  the  stresses  of  some  years  ago  have  disap- 
peared, that  the  associated  plans  were  an  answer  to 
a threat  that  no  longer  exists,  that  socialized  medi- 
cine is  no  longer  a possibility  for  .'\merica.  The 
report  of  the  American  Medical  Association  shows 
that  this  is  wrong,  that  the  threat  remains.  I wish 
to  dwell,  however,  on  a fact  that  may  elude  us, 
namely,  that  Blue  Cross-Blue  Shield  is  a continuing 
answer  to  a continuing  problem;  that  it  provides  the 
profession  and  the  community  with  a method  of 
solving  a primary  social  problem  of  our  time. 

If  I were  to  sum  up  the  accomplishment  briefly, 
I would  say  that  Blue  Shield  is  a cooperative  effort 
by  the  medical  profession  to  satisfy  a public  need 
and  still  retain  the  policy-making  powers  regarding 
medical  practice.  Such  a program  is  fraught  with 
difficulties,  since  it  may  not  under  any  circumstances 
usurp  the  rights  of  doctors,  dictate  how  medicine  is 
to  be  practiced,  set  the  fees  for  doctors’  services,  or 
establish  rules  for  medical  ethics.  I say  without 
fear  of  contradiction  that  Blue  Shield  has  surmounted 
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these  difficulties.  In  all  matters  of  policy  regard- 
ing the  practice  of  medicine,  including  fee  schedules, 
the  doctors  have  made  all  the  rules.  I know  of  no 
. Blue  Shield  plan  in  which  the  nonmedical  personnel 
I have  made  any  policy  affecting  the  practice  of  medi- 
j cine  notwithstanding  what  was  said  in  San  Francisco 

II  during  the  past  year.  It  is  very  much  worth  our 
■ while  today,  in  my  opinion,  to  see  just  how  this 
^ result  has  been  accomplished. 

In  medical  matters  the  doctor-patient  relationship 
is  of  priman,’  importance;  it  is  a relationship  almost 
unique  with  the  medical  profession  and  must  be 
maintained  in  its  entirety  in  any  method  dealing  with 
' the  health  problems  of  our  time.  In  fact,  if  there  is 
any  one  defect  in  socialized  medicine  that  stands  out 
above  all  others,  it  is  this:  socialized  medicine,  by 
introducing  a third  party,  destroys  the  doctor-patient 
relationship.  Good  medicine  cannot  tolerate  a dis- 
tortion of  the  doctor-patient  relationship,  and  it  has 
been  the  task  of  Blue  Cross-Blue  Shield  to  prepare 
and  operate  a health-plan  without  any  interference 
from  a third  party.  The  methods  and  principles 
' whereby  this  task  was  accomplished  are  worthy  of 
close  examination,  because  they  are  typically  Ameri- 
can principles  and  methods,  touchstones  of  our  na- 
tion’s greatness. 

The  historical  development  of  our  country  is  a 
story  of  free  men  in  co-operation.  The  first  settlers 
and  the  early  western  pioneers  were  the  most  rugged 
of  individualists.  They  were  dependent  on  no  one, 
having  the  force  of  arms  to  preserve  their  lives 
against  attack,  the  ability  to  clear  their  own  land 
for  planting,  the  strength  of  purpose  to  build  a home 
in  the  wilderness.  The  pioneer  women  made  the 
clothes,  prepared  the  food,  and  helped  with  tlie 
planting.  These  were  a self-sufficient  people  of  the 
highest  order,  the  freest  of  free  men. 

Time  showed,  however,  that  the  pioneer,  com- 
pletely capable  of  providing  the  basic  needs  for 
himself  and  his  family,  desired  things  that  can  be 
had  only  in  co-operation  with  others.  He  wanted  a 
stable  and  dependable  peace,  and  this  meant  that 
others,  not  he,  must  provide  for  the  enforcement  of 
law  and  the  adjudication  of  disputes.  He  needed 
material  advantages  that  factories  can  bring — the 
mass-produced  goods  that  have  characterized  Ameri- 
can living  standards  for  the  century  past — and  this 
meant  that  others,  not  he  alone,  would  enter  into  the 
production-picture.  He  needed  the  cultural  life  that 
society  brings  in  the  form  of  educational  and  artistic 
opportunity,  and  this  meant  dependence  upon  others 
to  provide  for  some  of  the  necessary  things,  the  things 


needed  to  make  life  human  in  all  its  phases.  The 
fact  that  he  was  able  to  get  these  things,  achieve  this 
co-operation,  without  losing  his  fundamental  liberty 
and  freedom  is  one  of  the  truly  great  accomplish- 
ments of  history. 

The  Declaration  of  Independence  gives  us  the 
fundamental  Ijasis  for  this  tremendous  success:  “We 
believe  all  men  to  be  created  equal  and  endowed  by 
their  Creator  with  certain  inalienable  rights.”  Rights 
are  God  given.  All  stem  from  God — none  from  the 
state;  governments  receive  their  just  powers  from 
the  consent  of  the  governed.  This  same  line  of 
thought  was  carried  out  into  legal  arrangements  by 
the  American  Constitution,  especially  in  the  Bill  of 
Rights,  that  tells  us  of  our  freedoms — the  things  no 
man,  no  government,  no  authority  may  take  from  us 
— life,  liberty,  property,  and  all  the  re.st  of  these 
fundamental  things  that  make  America  what  it  is. 
If  the  nation  was  to  develop,  co-operation  would 
have  to  be  the  order  of  the  day  of  expansion,  new 
arrangements  would  have  to  be  made  to  meet  those 
fundamental  political,  economic,  and  cultural  needs 
we  spoke  of  above.  But  all  this  was  to  be  done  in  a 
framework  of  freedom.  The  j)ioneer  did  give  up 
some  of  his  early  rights  and  freedoms;  he  was  no 
longer  a law  unto  himself.  But  he  retained  his 
fundamental  rights,  those  inalienable  powers  to  order 
the  essentials  of  his  living,  those  things  that  we  call 
his  basic  freedoms. 

In  the  development  of  those  social  and  economic 
bodies  so  necessaiw'  for  expanded  living,  our  fore- 
fathers learned  that  in  order  to  facilitate  some  activi- 
ties, he  must  surrender  part  of  his  independence  in 
the  interest  of  the  common  good.  While  preserving 
basic  freedom,  the  American  w'ay  has  shown  that,  in 
many  respects,  the  rights  of  the  common  good  must 
take  precedence  over  the  non-basic  freedoms  of 
the  individual;  w’e  must  surrender  some  of  our 
independence  of  action  in  the  interest  of  the  common 
good.  These  are  fundamental  principles  that  al- 
ways have  been  and  always  will  be  dependable 
beacons,  helpful  in  guiding  us  to  .successful  solutions 
of  our  problems.  If  we  be  guided  by  proven  prin- 
ciples, success  w'ill  be  ours.  If  we  neglect  them, 
failure  cannot  be  avoided. 

As  a doctor,  I would  like  to  maintain  the  old 
status  quo — retain  the  old  fee  for  service  in  each 
case,  and  have  the  transaction  completed  by  my 
patient  and  by  me.  But  this  is  impossible.  Chang- 
ing times  have  altered  that  plan.  We  have  had  to 
develop  budget  plans — Blue  Cross  and  Blue  Shield. 
Shifts  in  the  overall  economic  system  have  forced 
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this  upon  us.  Time  marches  on,  and  since  chang- 
ing times  have  forced  alterations  in  our  system  of 
satisfying  our  human  needs,  we  would  be  completely 
stupid  if  we  did  not  accept  the  inevitable,  work  with 
it,  and  develop  a plan  which  will  permit  us  to  exer- 
cise an  element  of  control  over  it.  Just  as  our  fore- 
fathers had  to  work  out  a system  of  freedom  and 
co-operation  in  the  early  development  of  our  nation, 
so  do  we,  the  medical  practitioners  of  modem  Amer- 
ica. have  to  work  out  a plan  of  co-op)eration  without 
disturbing  that  basic  freedom  of  ours,  the  doctor- 
patient  relationship. 

Blue  Shield  has  accomplished  this,  and  for  this 
reason  it  merits  and  should  receive  the  cooperation 
of  the  medical  profession.  It  may  be  true  that  some 
phases  of  the  system  do  not  meet  with  universal 
approval,  but  the  dissatisfaction  is  not  with  funda- 
mentals. There  is  no  third  party  in  Blue  Shield — 
the  profession  sets  its  own  standards  and  rates.  There 
is  a rule  of  free  men,  of  doctors  by  doctors  of  their 
own  choosing,  and  all  the  democratic  processes  are 
presers'ed.  This  has  been  truly  a masterpiece  of 
co-operation  in  which  the  common  good  has  been 
cared  for  without  the  loss  in  basic  liberty.  1 say 
basic  liberty,  because,  although  we  have  had  to  sacri- 
fice some  of  our  independence  (just  as  our  fore- 
fathers, the  pioneers  did),  we  have  escaped  the  third 
party  and  we  determine  our  own  destiny.  This  is 
no  small  thing,  as  witness  the  fate  of  medicine  in 


Britain,  where  the  state  has,  within  the  month,  re- 
fused an  income  increase  to  the  medical  profession 
in  the  face  of  rising  living  expenses  of  the  doctors 
and  their  families.  W’e  have  our  basic  liberties  under 
Blue  Shield,  and  the  independence  we  sacrifice  to 
the  common  gocxi  in  this  instance  is  not  a funda- 
mental independence;  our  basic  rights  are  preseix’ed. 

There  is  a moral  principle  running  through  our 
group  relationships  in  America;  it  is  a Christian 
principle  of  group  conduct  and  a regulator  of  gov- 
ernment-interference. The  Declaration  of  Inde- 
f)endence  is  an  expression  of  it,  and  the  mode  of 
our  historical  development,  where  fundamental  rights 
are  retained  while  social  progress  is  made,  takes  it 
for  a guide.  It  is  called  by  the  philosophers,  the 
Principle  of  Subsidiarity,  and  it  may  be  summed  up 
as  follows: 

‘‘When  there  is  a social  problem,  the  solution 
of  that  problem  must  be  provided  by  a lower  and 
better  qualified  group.  If  this  group  either  can- 
not or  will  not  provide  the  answer,  it  becomes  the 
responsibility  of  the  state  to  take  over.” 
Distribution  of  medical  care  is  a social  problem, 
flaking  that  care  available  to  all  who  are  not  med- 
ically indigent,  at  a cost  they  can  afford,  on  a budget 
basis,  is  our  job.  Relying  on  the  philosophy  of  our 
forefathers,  we  meet  the  challenge  ourselves,  preserv- 
ing our  freedom,  and  keeping  state  interference  to  a 
minimum  while  promoting  the  common  good. 


Pictures  Help  Doctor 


Visual  education  has  moved  into  the  doctor’s 
office.  \\’riting  in  the  July  13th  Journal  of  the 
American  Medical  Association,  Dr.  John  B.  Gregg, 
Sioux  Falls,  S.D.,  an  otolaixngologist,  told  how  he 
uses  slide  films  to  show  patients  exactly  what  is  the 
matter  with  them. 

He  has  found  that,  interview  time  can  be  cut  by 
one  half  by  using  pictures.  In  addition,  pictures 
help  the  patient  to  better  understand  his  ailments. 
In  some  cases  pictures  have  helped  convince  patients 
of  the  need  for  operations  and  have  helped  allay 
needless  fears. 

He  first  used  pictures  tom  from  medical  publica- 


tions, but  they  were  cumbersome  and  soon  became 
tattered  from  use.  He  next  used  a hand  slide 
viewer,  but  this  was  time  consuming  if  more  than 
one  person  looked  at  the  slide.  Now  he  projects 
the  pictures  on  the  wall.  In  an  average  office  day, 
the  slides  are  used  two  or  three  times. 

Educating  patients  about  medical  problems  is  one 
of  the  duties  of  the  doctor,  but  it  is  frequently  neg- 
lected because  it  is  so  time  consuming.  The  phy- 
sician-patient relationship  breaks  do\m.  By  using 
visual  education  in  the  office,  “greater  understand- 
ing can  be  achieved  in  less  time  and  with  less 
effort.” 
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Public  Relations  Institute 

Your  Chairman  was  again  privileged  to  attend  the 
Public  Relations  Institute  as  sponsored  by  Mr.  Leo 
Brown  and  his  very  efficient  organization.  This  is 
the  fourth  meeting  which  I have  attended  and  I can 
assure  you  that  each  one  has  been  a pleasure,  a 
thrill  and  an  inspiration  in  itself.  Each  year  it  has 
been  greater  than  the  year  before  and  this  year  Leo 
Brown  and  his  capable  office  spared  nothing  in  mak- 
ing the  1957  Institute  one  long  to  be  remembered. 

Each  year’s  Institute  has  had  a local  coloring 
background.  One  year  it  was  a Western  Range  with 
a corral,  one  year  it  was  an  old-fashioned  kitchen, 
concerning  “What’s  Cooking”,  and  this  year  the 
motif  was  an  African  Safari,  with  emphasis  placed 
upon  it  being  an  expedition  to  track  down  new  ideas 
and  information. 

On  Wednesday  morning,  we  got  off  to  a good  start, 
having  coffee  and  hot  rolls  for  an  hour  during  which 
time  there  was  registration.  At  9:30  the  meeting 
really  got  under  way.  Leading  off  the  meeting  were 
two  panel  discussions  on  medicine  and  publicity.  On 
these  panels  were  heard  Mr.  Roland  Berg,  of  Look 
Magazine;  Science  Editor,  John  Troan  of  Pittsburgh, 
and  Newsman  Bob  Clark  of  the  Courier- Journal  and 
Louisville  Times.  Speaking  at  this  meeting  we  were 
privileged  to  hear  Dr.  W.  W.  Bauer,  who  gave  an 
e.xcellent  talk  on  “Youth  Fitness”  and  his  ideas  cer- 
tainly gave  a different  slant  on  the  usual  figures 
which  have  been  shown  regarding  the  unfitness  of 
youth  concerning  the  draft. 

In  regard  to  press  relations  it  was  urged  that  the 
local  societies  should  set  up  their  own  general  rules 
regarding  press  relations.  There  was  considerable 
discussion  regarding  the  use  of  patient’s  names  and 
pictures  of  patients  and  doctors  in  articles.  It  was 
the  consensus  of  opinion  that  need  for  using  names 
of  patients  or  doctors  vary  with  individual  cases.  It 
was  the  general  opinion  that  the  use  of  doctors  names 
was  the  biggest  gripe  that  they  had  to  deal  with. 
Their  instruction  to  us  was  that  there  should  be  a 
uniformity  of  procedure  and  ethics.  In  other  words, 
if  it  is  all  right  to  use  a doctor’s  name  and  picture 
and  the  patient’s  name  and  picture  in  one  county,  it 
should  be  all  right  to  use  it  elsewhere. 

In  quoting  medical  information  concerning  current 
subjects,  it  was  their  opinion  that  the  doctor’s  name 
should  be  listed,  because  as  they  phrased  it,  “no 


doctor  would  read  an  article  written  by  an  unknown 
author  concerning  a medical  subject.”  I mean,  if 
an  article  appeared  in  a medical  journal  and  there 
was  no  doctor’s  name  attached  to  it,  who  would  take 
time  to  read  it;  certainly  we  would  not,  so  why  should 
we  expect  the  public  to  read  an  article  that  did  not 
have  the  author’s  name  written  underneath  the  title. 

They  were  of  the  opinion  that  they  did  not  approve 
of  executive  sessions.  Executive  sessions,  as  you 
know,  are  not  used  by  the  A.M.A.  In  fact,  the  last 
one  was  used  in  1948. 

There  was  considerable  discussion  concerning  the 
Asian,  or  Asiatic  Flu  and  another  name  for  it  was 
h lu-man-chu.  In  regard  to  one  question  concerning 
the  publicity  of  making  headlines  of  suicides,  it  was 
the  general  opinion  that  suicides  should  be  listed  in 
the  obituary  and  nowhere  else  in  the  paper.  They 
did  not  even  approve  of  listing  attempted  suicides. 

The  luncheon  on  Wednesday  was  an  excellent  one, 
regarding  both  the  food  and  the  speaker.  The 
speaker  was  the  now  famous  Kap  Lambert,  who 
played  the  leading  role  in  the  “Case  of  the  Doubting 
Doctor”.  I hope  that  any  medical  society  that  has 
not  had  this  picture  shown  to  its  members  will 
shortly  avail  themselves  of  this  opi)ortunity.  This 
film  can  be  obtained  by  contacting  our  Executive 
Secretary.  Bob  Howard.  Kap  made  an  excellent 
after  dinner  speaker,  his  subject  being  “Tall  Tales 
From  Previous  Trails”.  My  only  regret  is  that  I 
could  not  make  a recording  of  this  talk  because  some 
of  his  jokes  would  certainly  be  a big  help  to  anybody 
arranging  subsequent  medical  programs. 

The  afternoon  session  was  broken  up  into  several 
groups  concerning  individual  PR  Problem  solving 
sessions.  These  groups  were  Large  Medical  So- 
cieties, four  or  more  A.M.A.  delegates,  small  Medi- 
cal Societies,  less  than  four  A.M.A.  delegates;  County 
Societies  with  Executive  Secretaries,  and  County 
Societies  without  Executive  Secretaries. 

I thought  that  I could  best  learn  information  from 
the  small  state  Societies  of  less  than  four  A.M.A. 
delegates  and  attended  this  meeting.  I am  awfully 
glad  that  I did  attend  this  meeting  because  it  was 
there  that  I learned  of  the  excellent  theatrical  ability 
of  Bob  Howard.  In  addition  to  this  skit,  there 
was  an  excellent  presentation  by  Barrett  A.  Nelson, 
President  of  the  Kansas  Medical  Society,  as  well  as 
talks  by  Donald  L.  Taylor,  Executive  Secretary  of 
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the  Iowa  State  ^Medical  Society,  Oliver  E.  Ebel, 
Executive  Secretary  of  Kansas  Medical  Society,  and 
Milton  D.  Krueger,  Executive  Secretary  of  the  Medi- 
cal Association  of  Georgia.  This  skit  showed  how 
not  to  handle  public  relations  and  a medical  meet- 
ing from  the  PR  Standpoint,  as  well  as  the  stand- 
point of  treatment  of  the  press  and  the  releasing  of 
news  and  articles  for  publication,  presented  at  a 
medical  meeting. 

The  attendance  at  this  meeting  was  excellent.  It 
was  about  300  and  has  been  steadily  increasing  dur- 
ing the  past  four  meetings  that  I have  attended. 
However,  at  all  these  meetings,  I must  admit  that 
there  is  one  part  of  the  program  that  is  best  attended 
of  all.  That  is  the  meeting  at  5 ;30  P.M.  on  the  first 
day.  As  I have  said  before,  this  meeting  was  based 
upon  the  actions  of  an  .African  Safari  and  at  5 :30 
we  met  at  the  “Water  Hole’’,  in  other  words,  the 
\\’alton  Room  where  we  were  served  superb  cock- 
tails, highballs  and  beverages  of  every  sort.  That 
night  we  were  left  to  ourselves  and  Mr.  Howard.  Dr. 
Barney,  of  the  Public  Relations  Committee  of  the 
Lynchburg  .\cademy  of  Medicine,  Dr.  Taylor  of  the 
Norfolk  .\cademy  of  Medicine  and  I went  to  Bar- 
ney's Steak  House  where  we  thoroughly  enjoyed  a 
pleasant  evening  of  solid  food. 

Thursday  morning  was  a very  memorable  event. 
^^'e  began,  after  having  coffee  and  rolls  for  an  hour, 
with  a report  of  Grievance  Committee  Re-evaluation 
Sessions.  The  first  part  of  this  program  consisted 
of  a re-enactment  of  three  grievance  committee  ac- 
tivities. A grievance  panel  was  selected,  from  the 
audience,  of  four  doctors  and  two  civilians,  the 
ci^  ilians  being  press  representatives  or  executive  sec- 
retaries of  the  various  medical  societies.  This  con- 
sisted of  a jury  of  six.  .A.fter  their  selection  a 
grievance  case  was  presented  by  a member  of  the 
association.  One  of  the  cases  selected  was  from  a 
county  level  and  two  from  a state  society  level.  The 
representative  of  that  particular  society  presented 
the  case  as  presented  at  the  meeting.  The  jur}-  was 
supposed  to  discuss  the  case  and  its  ramifications  for 
about  three  minutes  following  which  there  was  a 
foreman  of  the  jury  who  presented  his  decision  of 
the  jur)-.  Then  this  was  compared  with  the  decision 
as  handed  down  by  the  original  grievance  commit- 
tee. Following  this  the  entire  assembly  was  asked 
for  a vote  concerning  their  opinions.  It  was  re- 
markable that  of  the  three  cases,  on  two  occasions  the 
entire  group  agreed  overwhelmingly  with  the  decision 
of  the  selected  jury,  as  well  as  the  jure-  of  the 
original  case.  The  one  case  where  there  was  a dif- 


ference of  opinion  of  the  group  present  from  that 
decision  handed  down  by  the  selected  jury  and  the 
original  jury  was  a case  of  fees  and  it  is  under- 
standable how  this  variation  could  have  been  de- 
termined. 

After  a seventh  inning  stretch  there  was  a final 
program  for  the  morning  by  Edwin  J.  Holman,  Staff 
Associate,  Law  Department,  .American  Medical  Asso- 
ciation, then  a discussion  entitled  “Covering  the  Leg- 
islative Scene"  by  Robert  B.  Throckmorton,  Legal 
Counsel,  Iowa  State  ^ledical  Society  and  “Preventing 
Professional  Liability  Problems”  by  William  M. 
Xebeker,  M.D.,  Salt  Lake  City,  Utah,  and  the  final 
discussion  “Fostering  Better  Doctor-Lawyer  Coop- 
eration", by  Edward  F.  ^^’illenborg,  Executive  Sec- 
retary, Academy  of  iVledicine  of  Cincinnati. 

Immediately  at  the  conclusion  of  this  session  there 
was  another  delightful  luncheon  and  at  this  lunch- 
eon there  was  a premiere  showing  of  “Whitehall 
4-1500  ',  a new  30  minute  color,  sound  film  pro- 
duced by  the  A.iM..\.  for  the  public,  to  e.xplain  the 
sendees  and  benefits  provided  by  organized  medicine. 

Following  this  there  was  a showing  of  a 16  min- 
ute sound  slidefilm  on  mechanical  quakery  prepared 
by  the  .American  Medical  .\ssociation  for  medical 
societies,  clubs  and  organizations. 

I realize  that  this  has  been  a rather  sketchy  and 
not  thoroughly  complete  or  adequate  report  of  such 
an  e.xcellent  meeting.  It  is  only  by  actual  attendance 
at  these  meetings  that  one  can  begin  to  comprehend 
the  size,  importance,  magnitude  and  the  efficient  work 
of  the  Public  Relations  Department  of  the  A.Zsl.A. 
I sincerely  urge  every  medical  society  to  begin  mak- 
ing plans  next  year  to  send  at  least  one,  if  not  two 
representatives,  to  the  1958  PR  Institute  which  ac- 
cording to  the  past,  will  be  held  at  the  Hotel  Drake 
the  last  few  days  in  .\ugust  and  based  upon  my 
experience  will  be  an  experience  that  is  equal  by  few 
and  surpassed  by  none. 

John  Wy.xtt  D.avis,  Jr.,  M.D., 
Chairman,  Public  Relations  Committee 
The  Medical  Society  of  Virginia 

The  World  Medical  Association 

The  following  resolution,  introduced  by  Dr.  Percy 
L.  Hopkins,  on  behalf  of  the  Illinois  State  Medical 
Society,  was  adopted  by  the  House  of  Delegates  of 
the  American  Medical  Association  at  its  meeting  in 
New  York,  June  3-7,  1957: 

Whereas,  The  \\’orld  Medical  .\ssociation  is 

ihe  only  international  medical  organization  rep- 
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resenting  the  practicing  profession  in  the  fields 
of  medical  economics  and  medical  education  and 
devoted  to  protection  of  the  freedom  of  the  prac- 
tice of  medicine;  and 

Whereas,  The  United  States  Committee  of 
W.M.A.  was  organized  in  1948  to  enable  all 
American  physicians  to  render  support  to  the  ob- 
jectives of  The  World  Medical  Association  and 
help  improve  the  status  of  organized  medicine 
internationally;  and 

Whereas,  After  9 years  only  5,000  U.  S.  phy- 
sicians have  become  members  of  the  U.  S.  Com- 
mittee, although  both  the  Association  and  the 
Committee  are  engaged  in  projects  of  vital  inter- 
est to  every  American  physician;  and 

Whereas,  The  House  of  Delegates  of  the  A.M.A. 
at  its  Clinical  Session  in  November  1956  de- 
clared: “It  is  difficult  ...  to  believe  that  any 
physician  in  the  United  States  ...  is  not  a mem- 
ber of  the  (U.S.  Committee)  W.M.A.  . . . Further 
expansion  of  the  U.S.  Committee  will  be  necessary 


if  the  American  viewpoint  is  to  be  continually  and 
effectively  presented  by  our  spokesmen  in  The 
World  Medical  .Association  and,  through  them 
before  other  international  bodies,  to  protect  the 
interest  and  aims  of  medicine.  . . . Surely  phy- 
sicians will  wish  to  share  in  this  international 
effort.”;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
.American  Medical  Association  reiterate  its  sup- 
port of  The  W'orld  Medical  .Association  and  rec- 
ommend that  every  member  of  the  American  Med- 
ical Association  join  the  U.S.  Committee  of  The 
World  Medical  Association;  and  be  it  further 

Resolved,  That  the  component  state  associations 
be  urged  to  support  and  give  official  recognition 
to  the  state  chairmen  and  subcommittees  of  the 
U.S.  Committee  in  order  to  achieve  the  objectives 
of  The  World  Medical  Association  in  protecting 
the  freedom  of  medical  practice  and  increasing 
the  influence  of  the  practicing  medical  profession 
at  the  international  level. 


Prevents  Neck  Injuries 


.An  automobile  seat  headrest  is  recommended  as 
a way  of  preventing  neck  injuries  when  a car  is 
struck  from  the  rear. 

Dr.  .Albert  D.  Ruedemann  Jr.,  Detroit,  said  in  the 
.August  24th  Journal  of  the  .American  Medical  As- 
sociation that  one  of  the  more  common  auto  accident 
injuries  is  the  “whiplash  injury.”  When  a car  is 
struck  from  the  rear,  it  causes  a forward  movement 
of  the  body,  followed  by  a rapid  back-snapping  of 
the  head.  This  injures  the  neck. 

These  injuries  are  becoming  more  common  be- 
cause changes  in  seat  construction  to  accommodate 
the  new  lower  models  have  made  back  seats  lower, 
allowing  a greater  area  of  the  body  to  be  above  the 
top  of  the  seat.  In  addition,  expressways  and  super 
highways  with  congestions  of  traffic  at  entrances  and 


exits  make  the  “chain  reaction  accident”  more  com- 
mon. 

.A  headrest,  six  inches  high  and  six  inches  wide, 
fitted  on  top  of  the  present  seat  back  will  help 
prevent  such  injuries.  The  headrest  is  so  constructed 
that  it  follows  the  line  of  the  seat.  This  prevents 
the  driver  from  resting  his  head  on  it  during  travel 
and  becoming  drowsy.  However,  it  does  support 
the  head  in  case  of  an  accident  by  preventing  the 
backward  movement  of  the  head. 

Dr.  Ruedemann  recommended  that  it  be  used  in 
conjunction  with  a shoulder-type  seat  belt  which 
reduces  forward  motion  of  the  body. 

The  headrest  is  screwed  to  the  seat  frame  and  is 
removable.  It  can  be  made  to  match  the  car  up- 
holstery. 
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REPORTS  FOR  1957  ANNUAL  MEETING 


Executive  Secretary-Treasurer 

The  real  value  of  a professional  organization  must 
necessarily  be  measured  in  terms  of  services  to  its  mem- 
bers. Those  who  have  been  charged  with  directing  the 
affairs  of  The  Medical  Society  of  Virginia — namely  the 
President,  members  of  Council  and  members  of  the  House 
of  Delegates — have  subscribed  to  this  philosophy  and, 
consequently,  the  Society’s  activities  have  been  planned 
with  an  eye  toward  achieving  maximum  benefits  for  its 
members  in  particular  and  the  profession  in  general.  It 
follows  naturally  that  many  activities  which  benefit  the 
profession  directly  will  also  benefit  the  public  indirectly. 
The  Committee  reports  on  the  following  pages  provide 
graphic  evidence  to  the  truth  of  this  statement. 

Although  the  auditor’s  report  is  published  each  year 
immediately  following  the  annual  meeting,  your  staff  be- 
lieves it  only  right  to  discuss,  from  time  to  time,  the 
Society’s  dues  structure,  financial  position  and  policies. 
It  is  always  gratifying  to  note  that  in  these  days  of 
ascending  costs.  The  Medical  Society  of  Virginia  has  held 
steadfastly  to  the  dues  structure  which  was  established 
in  1947.  While  the  average  state  society  requires  dues  of 
$55.00,  Virginia  operates  with  active  membership  dues 
of  $25.00  {$15.00  for  those  in  practice  5 years  or  less 
and  $7.00  for  associate  members).  This  actually  averages 
out  to  $19.36  per  member.  Annual  expenditures  average 
slightly  over  $16.00  per  member  which,  at  the  present 
time,  allows  just  the  right  margin  to  plan  for  emergencies 
and  the  proverbial  “rainy  day”. 

Your  staff  has  always  sought  to  achieve  maximum  re- 
sults at  minimum  expense.  The  number  of  full  time 
presonnel  has  been  successfully  reduced  to  four  with  the 
employment  of  part  time  assistance  during  peak  load 
periods.  Care  is  exercised  in  the  purchase  of  equipment 
and  supplies  and  a real  effort  is  made  to  reduce  waste  to  a 
minimum.  The  staff  tries  always  to  be  conscious  of  the 
“little  things”  that  save — letters  instead  of  phone  calls 
whenever  possible,  non-profit  postage  rates,  elimination 
of  window  dressing,  etc. 

It  should  be  pointed  out  that  as  membership  increases, 
the  number  of  personal  services  also  increases.  Thus,  it 
is  becoming  necessary  to  use  more  part  time  assistance 
than  formerly,  and,  of  course,  additional  supplies  are 
also  needed.  Then,  too,  the  Society  has  taken  an  active 
part  in  such  programs  as  Medicare,  Selective  Service, 
professional  liability  insurance,  etc.  All  in  all,  however, 
the  future  of  the  Society  has  never  appeared  brighter. 

Council:  The  regular  mid-winter  meeting  of  Council 
was  held  on  February  13  and  complete  minutes  may  be 
found  in  the  April  issue  of  the  Virginia  Medical  Monthly. 
A special  meeting  of  Council  took  place  on  June  20  and 
minutes  were  published  in  the  August  issue  of  the 
Monthly. 

Committees:  Forty  Committees  (12  standing  and  28 
special)  were  active  during  the  year.  Twenty-seven 


Committee  meetings  were  held  at  Society  Headquarters — 
a new  record.  This  would  seem  to  indicate  that  our  Com- 
mittees are  becoming  more  and  more  aware  of  state 
office  facilities  and  services. 

Co.MPONENT  Societies:  Eleven  component  societies  were 
visited  during  the  year.  Five  of  the  visits  were  in  con- 
nection with  the  professional  liability  insurance  program. 

A new  component  society  was  chartered  on  June  20 
and  has  been  named  the  Portsmouth  Academy  of  Medi- 
cine. This  increases  the  number  of  component  societies 
to  47. 

Membership:  It  is  indeed  a pleasure  to  report  that  your 
Society  continued  to  grow  during  1956-57.  Another  goal 
was  realized  when  the  2,700  level  was  reached.  Although 
this  figure  is  indeed  gratifying,  the  officers  and  staff  will 
not  be  satisfied  until  every  eligible  physician  in  Virginia  | 
is  enjoying  the  benefits  of  membership.  The  membership 


story  follows  in  detail: 

Members  reported  August  31,  1956 2,630 

New  Members  154 

Reinstated  7 

161 

Deaths  38 

Resignations  21 

Dropped 19- 


78 

Increase 83 


Total  membership  as  of  August  31,  1957 2,713  | 

I 

Americ.an  Medic.al  Associ.ation  Me.mbership:  You  will 
be  pleased  to  learn  that  The  Medical  Society  of  Virginia  | 
is  now  authorized  three  delegates  to  the  American  Medi- 
cal Association.  As  this  report  goes  to  press,  the  Society 
can  point  to  2,091  members  who  belong  to  AMA.  This 
represents  an  increase  of  123  during  the  year. 

Meetings  and  Conventions:  The  State  Office  was  rep- 
resented at  both  sessions  of  the  AMA,  the  Medical  Ex- 
hibitors Conference,  AMA  Public  Relations  Institute, 

AMA  Regional  Legislative  Conference,  Annual  Meeting 
of  the  Southern  Medical  Association,  and  the  Annual 
Meeting  of  the  Virginia  Academy  of  General  Practice. 

A number  of  special  state  meetings  were  attended,  in- 
cluding the  presentation  of  4-H  Club  Rural  Health 
Awards  during  a special  session  at  VPI. 

Selective  Service:  A revised  Doctor  Draft  Law  went 
into  effect  on  July  1 and,  as  a result,  the  activities  of  the 
state  and  local  voluntary  advisory  committees  to  Selec- 
tive Service  have  been  curtailed  considerably.  The  Com-  ! 

mittees,  however,  have  been  requested  to  remain  on  a | 

standby  basis  should  the  need  for  their  further  services  j 
arise.  It  is  difficult  to  realize  that  the  35  man  hours 
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I'  formerly  required  of  staff  personnel  each  month  can  now 
( be  utilized  for  other  purposes. 

1 These  Committees  deserve  a special  vote  of  thanks  for 
I a service  not  only  to  the  profession  and  the  armed  forces, 
j . but  to  every  Virginia  community.  It  has  been  a long  as- 
j signment  (7  years)  and  often  a most  difficult  one. 

Woman’s  Auxiliary:  One  of  the  most  pleasant  aspects 
I of  state  office  work  is  assisting  the  Woman’s  Auxiliary 
whenever  possible.  Two  Board  and  a number  of  Com- 
mittee meetings  were  held  at  Society  Headquarters  and 
all  were  well  attended.  Each  year  your  staff  becomes 
more  impressed  with  the  Auxiliary’s  various  aims  and 
projects,  and  it  is  hoped  that  you  will  give  special  at- 
tention to  Mrs.  Liggan’s  report. 

Virginia  Council  on  Health  and  Medical  Care:  Re- 
I quests  for  placement  assistance  continue  to  be  received  at 
a steady  rate,  and  36  such  requests  were  referred  to  the 
Virginia  Council  on  Health  and  Medical  Care.  At  least 
one  of  that  number  has  been  placed  in  a community 
needing  his  services. 

The  Medical  Society  of  Virginia  also  worked  with  the 
Council  in  co-sponsoring  a statewide  conference  on  the 
shortage  of  nurses,  which  was  held  in  Richmond.  Similar 
conferences  are  planned  for  other  areas  of  the  State. 

Personnel:  A study  of  office  activities  was  conducted 
and  resulted  in  a reassignment  of  duties  and  new  distri- 
bution of  work  load.  Miss  Watkins,  Miss  Tobin  and  Mr. 
Smith  have  endorsed  these  changes  enthusiastically  and 
have  worked  hard  to  develop  a smooth  and  cohesive  ad- 
ministrative unit.  They  hav'e  most  certainly  earned  a 
“well  done”  for  their  efforts. 

The  staff  looks  forward  to  the  day  when  the  Society 
will  move  into  its  new  home.  The  improved  facilities 
I will  enable  the  office  personnel  to  serve  you  better  and 
I the  expression  “service  to  our  members”  will  take  on  a 
new  meaning. 

Robert  L.  Howard 
Executive  Secretary-Treasurer 

A.M.A.  Delegates 

A number  of  important  matters  were  dealt  with  by  the 
House  of  Delegates  of  the  American  Medical  Association 
during  its  sessions  in  New  York  City  from  June  3-7. 
Although  it  is  not  feasible  to  cover  every  item  irought 
before  the  House,  your  Delegates  will  endeavor  to  touch 
briefly  on  those  considered  most  important.  Bear  in 
mind  that  the  House  considered  66  resolutions  and  man)’ 
additional  reports  from  the  Board  of  Trustees  and  the 
various  Committees  and  Councils. 

The  long  discussed  revision  of  the  principles  of  medical 
ethics  was  approved  and  the  membership  is  urged  to 
study  the  final  version  which  reads  as  follows: 

“PREAMBLE 

“These  principles  are  intended  to  aid  physicians  in- 
dividually and  collectively  in  maintaining  a high  level 
of  ethical  conduct.  They  are  not  laws  but  standards  by 
which  a physician  may  determine  the  propriety  of  his 
conduct  in  his  relationship  with  patients,  with  colleagues, 
with  members  of  allied  professions,  and  with  the  public. 

''Section  1. — The  principle  objective  of  the  medical 
profession  is  to  render  service  to  humanity  with  full 
respect  for  the  dignity  of  man.  Physicians  should  merit 


the  confidence  of  patients  entrusted  to  their  care,  render- 
ing to  each  a full  measure  of  service  and  devotion. 

"Section  2. — Physicians  should  strive  continually  to 
improve  medical  knowledge  and  skill,  and  should  make 
available  to  their  patients  and  colleagues  the  benefits  of 
their  professional  attainments. 

"Section  3. — A physician  should  practice  a method  of 
healing  founded  on  a scientific  basis;  and  he  should  not 
voluntarily  associate  professionally  with  anyone  who 
violates  this  principle. 

"Section  4. — The  medical  profession  should  safeguard 
the  public  and  itself  against  physicians  deficient  in  moral 
character  or  professional  competence.  Physicians  should 
observe  all  laws,  uphold  the  dignity  and  honor  of  the 
profession  and  accept  its  self-imposed  disciplines.  They 
should  expose,  without  hesitation,  illegal  or  unethical 
conduct  of  fellow  members  of  the  profession. 

‘‘Section  5. — A physician  may  choose  whom  he  will 
serve.  In  an  emergency,  however,  he  should  render  service 
to  the  best  of  his  ability.  Having  undertaken  the  care  of 
a patient,  he  may  not  neglect  him ; and  unless  he  has 
been  discharged  he  may  discontinue  his  services  only 
after  giving  adequate  notice.  He  should  not  solicit  pa- 
tients. 

"Section  6. — A physician  should  not  dispose  of  his 
services  under  terms  or  conditions  which  tend  to  inter- 
fere with  or  impair  the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  tend  to  cause  a deteriora- 
tion of  the  quality  of  medical  care. 

‘‘Section  7. — In  the  practice  of  medicine  a physician 
should  limit  the  source  of  his  professional  income  to 
medical  services  actually  rendered  by  him,  or  under  bis 
supervision,  to  his  patients.  His  fee  should  be  commen- 
surate with  the  services  rendered  and  the  patient’s  abili- 
ty to  pay.  He  should  neither  pay  nor  receive  a commf.- 
sion  for  referral  of  patients.  Drugs,  remedies  or  ap- 
pliances may  be  dispensed  or  supplied  by  the  physician 
provided  it  is  in  the  best  interests  of  the  patient. 

"Section  S. — A physician  should  seek  consultation  upon 
request;  in  doubtful  or  difficult  cases;  or  whenever  It  ap- 
pears that  the  quality  of  medical  service  may  be  en- 
hanced thereby. 

"Section  9. — A physician  may  not  reveal  the  confidences 
entrusted  to  him  in  the  course  of  medical  attendance,  or 
the  deficiencies  he  may  observe  in  the  character  of  pa- 
tients, unless  he  is  required  to  do  so  by  law  or  unless  it 
becomes  necessary  in  order  to  protect  the  welfare  of  the 
individual  or  of  the  community. 

"Section  70. — The  honored  ideals  of  the  medical  pro- 
fession imply  that  the  responsibilities  of  the  physician 
extend  not  only  to  the  individual,  but  also  to  society 
where  these  responsibilities  deserve  his  interest  and 
participation  in  activities  which  have  the  purpose  of  im,- 
proving  both  the  health  and  wellrbeing  of  the  individual 
and  the  community.” 

The  patient’s  right  to  free  choice  of  physician  was 
strongly  reaffirmed  when  the  House  adopted  the  “Sug- 
gested guides  to  relationships  between  state  and  county 
medical  societies  and  the  United  Mine  Workers  of  Ameri- 
ca Welfare  and  Retirement  Fund”.  It  is  understood  that 
these  guides  are  included  in  the  report  of  the  Liaison 
Committee  to  Confer  with  the  United  Mine  Workers 
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Welfare  Fund  which  appears  elsewhere  in  these  pages. 
Urging  that  the  guides  be  used  whenever  possible,  the 
House  also  recommended  that  the  Board  of  Trustees  look 
into  the  possibility  of  setting  up  similar  guides  for  rela- 
tions with  other  third  party  groups  such  as  management 
and  labor  union  plans. 

Medicare  came  in  for  its  share  of  consideration  and 
three  resolutions  which  can  be  expected  to  influence 
future  negotiations  were  considered.  One  resolution 
condemned  any  payments  under  the  program  “to  or  on 
behalf  of  any  resident,  fellow,  intern  or  other  house  of- 
ficer in  similar  status  who  is  participating  in  a training 
program.”  It  was  declared  that  Government  sanction 
of  such  payments  would  give  impetus  to  improper  cor- 
porate practice  of  medicine  by  hospitals  or  other  non- 
medical bodies. 

The  House  also  recommended  that  the  decision  on 
type  of  contract  and  whether  or  not  a fee  schedule  is 
included  in  future  contract  negotiations  should  be  left  to 
individual  state  determination.  The  House  restated  the 
AM  A contention  that;  the  Dependent  Medical  Care  Act 
as  enacted  by  Congress  does  not  require  fixed  fee  sched- 
ules; the  establishment  of  such  schedules  would  be  more 
expensive  than  permitting  physicians  to  charge  their 
normal  fees,  and  fixed  fee  schedules  would  ultimately 
disrupt  the  economics  of  medical  practice. 

It  was  also  suggested  that  the  .\MA  attempt  to  have 
existing  Medicare  regulations  amended  to  incorporate 
the  Association’s  policy  that  the  practice  of  anesthesiology, 
pathology,  radiology  and  physical  medicine  constitute  the 
practice  of  medicine,  and  that  fees  for  services  by  ph}'- 
sicians  in  these  specialties  should  be  paid  to  the  physician 
rendering  the  services. 

Social  security  for  physicians  was  handed  another  set- 
back when  two  resolutions  favoring  compulsory  inclusion 
of  physicians  in  the  Federal  Social  Security  system  and 
another  calling  for  a nationwide  referendum  of  AMA 
members  on  the  issue  were  rejected  by  the  House.  Dele- 
gates reaffirmed  their  opposition  to  compulsory  coverage 
of  physicians  under  the  Old  Age  and  Survivors  Insurance 
provisions  of  the  Social  Security  Act.  They  also  recom- 
mended a strongly  stepped  up  informational  program 
of  education  which  will  reach  every  member  of  the  As- 
sociation, explaining  the  reasons  underlying  the  position 
of  the  House.  At  the  same  time,  the  House  reaffirmed  its 
support  of  the  Jenkins-Keogh  Bills. 

A new  statement  on  medical  schools  was  adopted  to 
replace  the  “Essentials  of  an  Acceptable  Medical  School’’, 
initially  approved  by  the  House  of  Delegates  in  1910  and 
most  recently  revised  in  1951.  The  new  statement,  en- 
titled “Functions  and  Structure  of  a Modern  Medical 
School”,  was  adopted  after  a year  of  careful  study  by  the 
Council  on  Medical  Education  and  Hospitals  in  collabora- 
tion with  the  Association  of  American  Medical  Colleges. 

The  statement  provides  flexible  guides  which  will  “as- 
sist in  attaining  medical  education  of  ever  higher  stand- 
ards” and  “serve  as  general  but  not  specific  criteria  in 
the  medical  school  accreditation  program.”  The  document 
encourages  soundly  conceived  experimentations  in  medical 
education,  and  it  discourages  excessive  concern  with 
standardization. 

In  addition  to  the  above,  the  House  congratulated  the 
Board  and  the  Committee  on  Poliomyelitis  for  their 


prompt  action  in  stimulating  national  interest  in  the 
polio  immunization  program ; 

Recommended  further  study  and  a progressive  program 
of  action,  probably  including  legislation  changes,  to  solve 
the  problem  of  narcotic  addiction ; 

Urged  a more  careful  screening  of  television  and  radio 
patent  medicine  advertisements ; 

Directed  the  Board  of  Trustees  to  investigate  the  in- 
discriminate use  of  stimulants  such  as  amphetamine, 
particularly  in  relation  to  athletic  programs; 

Commended  the  Law  Department  for  its  special  report 
on  professional  liability; 

Opposed  the  establishment  of  any  further  veterans' 
facilities  for  the  care  of  non-service-connected  illnesses  of 
veterans,  and 

Condemned  the  compulsory  assessment  of  medical  men 
and  staff  members  by  hospitals  in  fund-raising  cam- 
paigns. 

Vincent  \V.  Archer,  M.D. 

W.  Linwood  Ball,  M.D. 

Rufus  Brittain,  M.D. 

Editorial  Board 

The  \ irginia  \Iedical  Monthly  continued  to  increase  in 
size  and  circulation  during  the  past  twelve  months.  The 
number  of  articles  published  and  the  advertising  both 
necessitated  extra  pagfs.  This  has  increased  the  cost  of 
publication  but  this  has  been  more  than  offset  by  the  addi- 
tional income  from  advertising. 

The  circulation  of  the  Journal  has  reached  3,145  with 
copies  directed  to  44  states  while  32  find  their  way  to 
foreign  countries. 

Members  of  the  Society  are  requested  to  send  in  as 
many  news  items  as  possible  for  this  is  probably  the  most 
widely  read  feature  of  the  journal  and  the  most  difficult 
to  maintain  in  terms  of  current  happenings. 

Harry  J.  Warthen,  M.D.,  Chairman 

Scientific  Exhibits  and  Clinics 

The  scientific  exhibit  will  this  j’ear  feature  the  utmost 
in  quality,  an  almost  perfect  location  from  the  stand- 
point of  convenience  and  a most  attractive  setting. 

All  arrangements  on  the  local  level  have  been  handled 
by  Dr.  Wyman,  who  also  served  as  a member  of  the 
Local  Committee  on  Arrangements  and  acted  as  liaison 
between  the  Committee  and  ADD,  Inc.,  the  firm  which 
is  entrusted  with  the  responsibility  of  booth  erection,  etc. 

Awards  will  again  be  presented  for  (1)  exhibits  pre- 
pared by  institutions,  and  (2)  exhibits  developed  by  in- 
dividual physicians. 

The  Committee  believes  that  an  outstanding  scientific 
exhibit  has  been  arranged  and  strongly  urges  all  members 
to  spend  as  much  time  there  as  possible. 

Frank  M.  Blanton,  M.D.,  Chairman 

Andrew  F.  Giesen,  M.D. 

Alvin  C.  Wy.man,  M.D. 

Medical  Service 

The  Medical  Service  Committee  had  one  formal  meet- 
ing during  the  year,  on  April  14,  1957.  In  addition,  mem- 
bers of  the  Medical  Service  Committee  have  had  meet- 
ings with  a Committee  of  the  V’ALC  and  with  representa- 
tives of  the  specialties  of  pathologx’,  radioing}'  and  anes- 
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I thesiology,  and  with  members  of  the  State  Insurance  Com- 
mission. From  the  information  gained  at  these  conferences 
and  the  formal  meeting,  the  Committee  would  like  to  give 
, the  following  report  and  to  include  recommendations  to 
the  House  of  Delegates. 

• 1.  Hospital-Physician  Relationships 

.\fter  extensive  study  by  the  Medical  Service  Com- 
mittee, together  with  representatives  of  the  Anesthesiolo- 
gists, Pathologists  and  Radiologists,  and  as  suggested  by 
> our  legal  advisor,  Mr.  Duval,  the  following  Statement 
of  Principles  was  approved  and  their  approval  recom- 
mended to  the  House  of  Delegates. 

State.vient  of  Pri.vciples 

I Furnishing  medical  care  to  the  public  is  the  joint  duty 
of  physicians  and  hospitals,  and  in  the  performance  of 
I that  duty  it  is  necessary  and  desirable  that  there  be  a 
I clear  and  well  defined  division  of  responsibility  between 
I the  professional  staff  and  the  hospital  administration  so 
i that  neither  will  encroach  on  the  proper  domain  of  the 
! other.  We  believe  that  the  following  principles,  fairly 
I applied  and  conscientiously  followed,  will  contribute  to 
i the  smooth  operation  of  this  joint  service. 

I 1.  Special  services  such  as  anesthesiology,  pathology 
I and  radiology  are  integral  parts  of  the  practice  of  medi- 
I cine,  and  physicians  rendering  such  services  should  have 
I the  professional  status  of  other  members  of  the  medical 
I staff. 

2.  Services  in  hospitals  in  the  fields  of  anesthesiology, 
pathology  and  radiology  are  the  joint  contribution  of 

' hospitals,  physicians  and  technicians,  as  are  similar  serv- 
ices in  other  branches  of  medicine,  but  these  services 
should  be  performed  by  or  under  the  direction  and  super- 
vision of  a physician,  and  no  hospital  should  control  or 
interfere  with  the  professional  conduct  and  duties  of  the 
physician  in  charge  of  such  services,  or  of  the  t.chnicians 
under  his  supervision. 

3.  Facilities  for  x-ray  and  laboratory  services  may  be 
owned  and  maintained  by  hospitals,  and  such  hospitals 
should  be  adequately  compensated  for  the  use  of  these 
facilities.  Compensation  to  the  hospital  may  be  in  the 
form  of  (1)  a rent  or  use  charge  paid  by  the  physician  or 
physicians  operating  or  supervising  the  operation  of  the 
facility,  (2)  an  equitable  sharing  by  the  physician  and 
the  hospital  of  the  income  from  the  facility,  or  (3)  tnay 
be  provided  under  any  other  contract  which  is  mutually 
satisfactory  to  the  physician  and  the  hospital  and  which 
conforms  to  the  principles  set  out  in  this  Statement. 

4.  Hospitals  maintaining  radiological  or  pathological 
facilities  may  render  bills  to  patients  and  others  for  the 
joint  services  furnished,  but  the  bill  or  statement  should 
show  that  the  charge  is  for  medical  services,  and  the 
name  of  the  physician  furnishing  or  supervising  such 
services  should  appear  thereon. 

5.  Fees  for  services  in  the  field  of  anesthesiology, 
radiology  and  pathology  should  be  included  in  Blue 
Shield  contracts  rather  than  under  Blue  Cross  coverage. 

6.  There  should  never  be  an  employer-employee  or 
master  and  servant  relationship  between  a physician  and 
a hospital. 

7.  We  recognize  and  reaffirm  Section  6 of  Article  VI 


of  Chapter  III  of  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association,  which  section  is  as  fol- 
lows: 

“Sec.  6.  Purveyal  of  Medical  Service — A physician 
should  not  dispose  of  his  professional  attainments  or 
services  to  any  hospital,  lay  body,  organization,  group 
or  individual,  by  whatever  name  called,  or  however 
organized,  under  terms  or  conditions  which  permit  ex- 
ploitation of  the  services  of  the  physician  for  the 
financial  profit  of  the  agency  concerned.  Such  a pro- 
cedure is  beneath  the  dignity  of  professional  practice 
and  is  harmful  alike  to  the  profession  of  medicine  and 
the  welfare  of  the  people.” 

Fhis  Statement  of  Principles  is  intended  to  set  out  in 
a general  way  a broad  working  basis  for  physicians  and 
hospitals.  It  recognizes  that  the  participation  of  each  in 
the  joint  services  rendered  may  vary  under  different 
conditions.  It  is  not  intended  to  prohibit  or  affect  any 
existing  arrangements  under  which  professional  incen- 
tiv'e  to  the  physician  and  progressive  development  of  the 
hospital  departments  is  preserved,  and  under  which  the 
independence  of  the  physician  in  the  treatment  and  care 
of  his  patients  is  recognized  and  safe-guarded. 


In  addition  to  the  approved  Statement  of  Principles, 
possible  changes  in  the  Medical  Practice  Act  were 
studied  and  brought  to  the  attention  of  the  Sub-Committee 
of  the  VALC  studying  the  problem  of  hospital-physician 
relationships.  The  members  of  that  Committee  will  doubt- 
less give  these  changes  consideration  in  the  preparation 
of  its  report. 

The  situation  in  Wise  County  where  the  United  Mine 
Workers  Health  and  Welfare  Fund  has  denied  payment 
to  a hospital  not  approved  by  the  Health  and  Welfare 
Fund  for  service  to  miners  and  their  families,  was  dis- 
cussed at  some  length.  No  conclusion  was  reached  as  to 
this  problem  which  will  continue  to  receive  further  study 
by  the  Committee. 

As  a matter  of  interest,  the  Committee  offers  the  fol- 
lowing excerpt  from  the  report  of  the  Secretary  of  the 
AMA,  covering  actions  by  the  AMA  House  of  Delegates: 

Guides  for  Relations  ‘with  UMWA  Fund 

In  a key  action  on  the  basic  issue  of  third-party  inter- 
vention, as  it  affects  the  patient’s  free  choice  of  physician 
and  the  physician's  method  of  remuneration,  the  House 
adopted  the  “Suggested  Guides  to  Relationships  Between 
State  and  County  Medical  Societies  and  the  United  Mine 
Workers  of  America  Welfare  and  Retirement  Fund,” 
which  were  submitted  by  the  A.M.A.  Committee  on 
Medical  Care  for  Industrial  Workers.  In  approving  the 
guides,  the  House  also  recommended  that  the  Board  of 
Trustees  study  the  feasibility  and  possibility  of  setting  up 
similar  guides  for  relations  with  other  third-party  groups 
such  as  management  and  labor  union  plans. 

The  statement,  which  outlines  both  medical  society  and 
UMWA  responsibilities,  contains  these  “General  Guides”: 

“1.  All  persons,  including  the  beneficiaries  of  a third- 
party  medical  program  such  as  the  UMWA  Fund,  should 
have  available  to  them  good  medical  care  and  should  be 
free  to  select  their  own  physicians  from  among  those 
willing  and  able  to  render  such  services. 


VoL.  84,  October,  1957 


517 


“2.  Free  choice  of  physician  and  hospital  by  the  pa- 
tient should  be  preserved: 

“a.  Every  physician  duly  licensed  by  the  state  to  prac- 
tice medicine  and  surgery  should  be  assumed  at  the 
outset  to  be  competent  in  the  field  in  which  he 
claims  to  be,  unless  considered  otherwise  by  his 
peers. 

“b.  A physician  should  accept  only  such  terms  or  con- 
ditions for  dispensing  his  services  as  will  insure 
his  free  and  complete  exercise  of  independent 
medical  judgment  and  skill,  insure  the  quality  of 
medical  care,  and  avoid  the  exploitation  of  his 
services  for  financial  profit. 

“c.  The  medical  professional  does  not  concede  to  a 
third-party  such  as  the  UMWA  Welfare  and  Re- 
tirement Fund  in  a medical  care  program  the  pre- 
rogative of  passing  judgment  on  the  treatment 
rendered  by  physicians,  including  the  necessity 
of  hospitalization,  length  of  stay,  and  the  like. 

“3.  A fee-for-service  method  of  payment  for  physicians 
should  be  maintained  except  under  unusual  circumstances. 
These  unusual  circumstances  shall  be  determined  to  exist 
only  after  a conference  of  the  liaison  committee  and  rep- 
resentatives of  the  Fund. 

The  qualifications  of  physicians  to  be  on  the  hos- 
pital staff  and  membership  on  the  hospital  staffs  is  to  be 
determined  solely  by  local  hospital  staffs  and  by  local 
governing  boards  of  hospitals.” 

During  the  discussions  of  the  Committee  it  was  pointed 
out  that  there  has  been  some  question  as  to  whether  a 
Medical  Society,  a component  of  the  State  Society,  could 
deny  membership  to  any  licensed  physician  in  its  area. 
It  was  the  consensus  of  the  Committee  that  any  Medical 
Society  should  be  the  sole  judge  of  its  membership.  This 
position  was  concurred  in  by  our  legal  advisor,  Mr. 
Duval. 

It  was  also  brought  out  that  a representative  of  hospital 
administrators  would  like  to  see  the  Medical  Practice  Act 
amended  in  such  a way  as  to  permit  unrestricted  em- 
ployment by  hospitals  of  physicians  to  render  medical 
care  to  the  public.  The  Committee  strongly  disapproved 
of  any  such  proposed  amendment. 

A resolution  was  proposed  by  the  Virginia  Society  of 
Pathology  and  passed  by  the  Committee  and  is  attached. 
In  addition,  the  Secretary,  Mr.  Robert  Howard,  was  in- 
structed to  write  to  the  Virginia  Society  of  Anesthesiology 
and  the  Virginia  Radiological  Society  and  ascertain 
whether  or  not  their  members  wish  to  offer  similar  reso- 
lutions. 

Whereas,  Pathology  has  been  recognized  as  an  integral 
part  of  the  practice  of  medicine  by  all  authoritative  or- 
ganized m.edical  associations,  whether  the  pathologic 
services  are  rendered  in  or  outside  of  a hospital,  and 

Whereas,  such  pathologic  services  can  be  performed 
only  by  or  under  the  supervision  of  physicians,  and 

Whereas,  The  Medical  Society  of  Virginia  has  con- 
tracted for  the  physicians  of  the  Commonwealth  of  Vir- 
ginia with  the  Department  of  Defense  to  supply  medical 
services  to  dependents  of  the  Uniformed  Forces  under 
Public  Law  569  of  the  84th  Congress  (otherwise  known 
as  the  Dependents’  Medical  Care  Act)  and 


Whereas,  certification  of  medical  services  rendered 
can  only  be  made  by  physicians. 

Be  It  Therefore  Resolved  that  The  Medical  Society 
of  Virginia  hereby  declares  that  Pathology  is  a medical 
service  and  that,  under  the  terms  of  the  contract  which 
has  been  negotiated  between  the  Medical  Society  and  the 
Department  of  Defense  and  as  set  forth  in  Contract  No. 
DA-49-007-MD-845,  dated  December  7,  1956,  issued  by 
the  Department  of  Defense  in  compliance  with  the  De- 
pendents’ Medical  Care  Act,  fees  for  such  services  wher- 
ever rendered,  are  required  to  be  paid  to  the  physicians 
rendering  the  services. 

2.  A revised  examination  fee  schedule,  which  had  been 
requested  by  the  United  States  Railroad  Retirement  Board 
was  reviewed  and  approved  by  the  Committee.  This  was 
returned  to  Dr.  Joseph  C.  Read,  who  requested  the 
schedule. 

3.  Pre-paid  hospital  insurance  was  discussed,  particular- 
ly the  pro'blem  of  “substandard”  or  low  return  policies. 
It  was  suggested  that  a sub-committee  of  the  Medical 
Service  meet  with  the  Insurance  Commissioner  of  the 
State  of  Virginia  to  discuss  the  following  possibilities: 

(a)  establishment  of  a clearing  house  by  the  Medical 
Society  to  receive  all  complaints  concerning  Health  and 
Hospital  Insurance  either  by  doctors  or  by  their  patients; 
(b)  that  co-insurance  or  deductible  insurance  features  in 
health  and  hospital  insurance  policies  be  made  mandatory 
by  the  State  Insurance  Commission;  (c)  that  considera- 
tion be  given  to  multiple  coverage  of  a patient  by  several 
insurance  policies. 

At  this  conference,  the  following  points  were  brought 
out:  (a)  In  regard  to  “substandard”  hospitalization  and 
health  policies,  the  members  of  the  Commission  felt  that 
these  policies  have  a place  in  the  Insurance  field  and  that 
they  should  not  be  eliminated.  However,  there  was  no 
objection  by  the  Commission  for  each  physician  to  write 
to  the  Medical  Society  giving  any  case  of  hardship 
brought  on  by  a “substandard”  policy  and  at  the  end  of 
a set  time,  if  sufficient  cases  were  found,  the  members  of 
the  Commission  would  be  glad  to  go  over  the  complaints, 
(b)  The  members  of  the  Insurance  Commission  them- 
selves felt  that  a deductible  or  co-insurance  feature  in  all 
health  and  hospital  policies  would  be  very  desirable  and 
would  tend  to  eliminate  many  of  the  abuses  which  now  oc- 
cur. (c)  The  members  of  the  Commission  thought  that  in 
cases  in  which  a patient  had  two  or  more  health  policies, 
the  physician  should  not  be  bound  by  any  agreement  with 
Blue  Cross  or  other  insurance  companies  to  accept  a 
minimum  figure,  but  he  could  charge  and  receive  his 
regular  fee. 

4.  The  Medical  Service  Committee  recommends  that  The 
Medical  Society  of  Virginia  join  the  National  Associa- 
tion of  Blood  Banks. 

5.  The  report  of  the  Sub-Committee  on  Rural  Health 
follows: 

Although  there  is  little  to  report  in  the  way  of  accom- 
plishments, there  has  been  some  activity  on  the  part  of 
this  Committee. 

The  grant  of  $500.00  by  the  State  Society  to  be  used 
for  the  purchase  of  Savings  Bonds  for  prizes  to  4-H  Club 
contestants  on  health  projects  has  been  acknowledged. 
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Our  Committee  has  been  retiuested  to  present  these  prizes 
at  the  proper  time.  We  are  ready  to  do  so.  We  would  be 
in  favor  of  continuing  this  policj'  another  year,  but,  this 
time  with  the  recommendation  that,  where  practical, 
some  representative  from  The  Medical  Society  of  Virginia 
have  a part  in  judging  these  contests. 

The  Chairman  of  this  Sub-Committee  attended  a work- 
shop meeting  called  by  the  AMA  Council  on  Rural  Health 
on  October  19  and  20,  1956,  at  Purdue  University.  He 
reported  on  the  activity  outlined  in  the  preceding  para- 
graph, and  considerable  favorable  comment  was  ex- 
pressed. Thirty-four  states  were  represented  and  par- 
ticipated in  round  table  discussion.  Your  chairman 
gathered  that  Virginia  was  well  ahead  of  most  states  as 
relates  to  rural  health.  AMA  suggestions  more  or  less 
closely  paralleled  the  type  of  activity  already  engaged 
in  here  by  the  Council  on  Health  and  Medical  Care. 

There  is  in  current  circulation  in  the  Southern  Planter 
a series  of  rural  health  articles  recommended  by  tbe 
AMA  Council.  Dr.  Paul  Sanders,  the  Editor  of  the 
Southern  Planter,  had  readily  and  graciously  consented 
to  run  these  articles  without  cost.  This  follows  along  the 
lines  recommended  by  the  AMA  Council  at  the  work- 
shop meeting. 

At  the  request  of  a lay  committee  from  Tappahan- 
nock,  we  met  on  December  11,  1956,  at  Warsaw  with  a 
large  group  of  practitioners  from  Essex  County  and  the 
Northern  Neck  to  discuss  the  advisability  of  a 50  bed, 
$850,000.00  general  hospital  to  be  established  at  Tap- 
pahannock.  The  lay  committee  had  carefully  studied 
the  project  and  were  now,  apparently  for  the  first  time, 
consulting  the  medical  opinion  on  the  subject.  It  was  the 
unanimous  recommendation  of  the  physicians  that  this 
be  dropped  as  a Tappahannock  project,  and  that  suitable 
study  be  gotten  under  way  on  a similar  project  probably 
smaller,  to  be  located  in  the  Warsaw  area.  Your  Chair- 
man was  in  agreement  with  this  and,  in  consequence  and 
along  with  the  local  medical  profession,  is  now  more  wel- 
come in  Warsaw  than  in  Tappahannock. 

At  the  request  of  Mr.  Fisher  of  the  Virginia  Council 
on  Health  and  Medical  Care,  your  Chairman  represented 
the  State  Society  in  assisting  a lay  group  from  Tangier 
Island  to  purchase  equipment  for  a Medical  Center  there. 
The  Center  is  now  nearing  completion.  As  usual  with 
most  of  us  it  proved  to  be  a pleasure  to  help  spend  other 
peoples  money.  Your  Chairman  was,  however,  surprised 
in  promptly  receiving  a nice  letter  of  appreciation  from 
the  Tangier  group. 

Feeling  that  the  Salk  Vaccine  program  for  adults  was 
lagging  badly  in  Middlesex  (his  home  county),  your 
Chairman  entered  into  an  eflfort,  jointly  with  the  Middle- 
sex County  Junior  Woman’s  Club  and  the  other  county 
physicians,  to  reach  this  group.  The  clinics  thus  held 
resulted  in  the  administration  of  Salk  Vaccine  to  200 
young  adults,  and  thereafter  a sharp  upsurge  in  the  num- 
ber of  Salk  injections  was  noted  in  private  practice. 
Feeling  that  this  test  run  might  warrant  further  effort, 
the  project  was  outlined  to  the  rural  health  committee- 
men, and  they  were  requested  to  consider  such  a project 
as  a committee  activity  in  their  areas.  We  are  not  yet 
ready  to  report  further  on  this  project,  reports  from  the 
committeemen  being  as  yet  incomplete. 


This  brings  this  report  up  to  date.  We  shall  call  a 
Committee  meeting  on  the  occasion  of  this  year’s  State 
Society  meeting.  We  also  hope  to  contact  at  least  some 
of  the  committeemen  at  the  V.A.G.P.  assembly  in  May. 
We  sincerely  trust  that  we  may  in  the  future  be  able  to 
submit  a report  of  more  outstanding  accomplishments  on 
the  part  of  this  Committee. 

(A.  L.  Van  Name,  Jr.,  M.D.,  Chairman) 


6.  Although  not  brought  up  at  the  meeting  of  the  en- 
tire Committee,  it  has  been  brought  to  the  attention  of 
the  Chairman  that  it  is  the  feeling  of  some  physicians  in 
parts  of  the  State  of  Virginia,  that  there  are  inequities  in 
the  method  of  payment  to  physicians  for  welfare  patients. 
It  is  the  opinion  of  the  Chairman  that  this  problem  should 
be  gone  into  carefully  either  by  the  Medical  Service  Com- 
mittee or  by  a Special  Committee  of  the  State  Society  and 
that  a definite  policy  be  worked  out  that  can  be  adopted 
by  the  various  component  societies  of  The  Medical  So- 
ciety of  Virginia. 

The  Chairman  wishes  to  take  this  opportunity  to  thank 
the  members  of  the  Committee  and  also  the  members  of 
the  various  sub-committees  and  others  who  have  given 
their  time  and  thought  to  the  many  problems  which  have 
been  considered  during  the  past  several  years.  It  is  felt 
that  progress  is  being  made  .slowly  and  that  the  best  in- 
terest of  the  patient  is  still  being  held  paramount  by  the 
physicians  of  the  State. 

The  Chairman  also  wishes  to  thank  Mr.  Robert  Howard 
and  the  members  of  the  Staff  of  The  Medical  Society  of 
Virginia  for  their  great  assistance  during  the  past  year. 

Frank  A.  Farmer,  M.D. 

jA.viES  P.  Williams,  M.D. 

Arthur  L.  Van  Name,  Jr.,  M.D. 

Richard  E.  Palmer,  M.D. 

William  Johns,  M.D. 

Charles  H.  Lupton,  M.D. 

Charles  L.  Savage,  M.D. 

Snowden  C.  Hall,  Jr.,  M.D. 

H.  B.  Holsinger,  M.D. 

Russell  Buxton,  M.D.,  Chairman 

Membership 

The  Committee  on  Membership  of  The  Medical  So- 
ciety of  Virginia  has  had  no  matters  brought  to  its  at- 
tention during  the  current  year,  and,  consequently,  no 
meetings  have  been  held. 

The  Society  has  gained  many  new  members  during  the 
year,  and  the  Committee  is  pleased  to  extend  them  a most 
cordial  welcome.  Since  the  names  of  our  new  members 
have  been  published  each  month,  we  shall  not  repeat  them 
at  this  time. 

We  are  delighted  to  have  the  honor  of  presenting  the 
name  of  our  retiring  President,  Dr.  James  D.  Hagood, 
for  honorary  membership  in  The  Medical  Society  of  Vir- 
ginia, and  take  this  opportunity  to  extend  our  congratula- 
tions on  his  outstanding  record. 

Alfred  P.  Jones,  M.D.,  Chairman 

Acors  W.  Thompson,  M.D. 

Cecil  B.  Dixon,  M.D. 
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Ethics 

There  have  been  no  matters  referred  to  the  Committee 
which  required  a meeting. 

M.  H.  H.4RRIS,  M.D.,  Chairman 

Judicial 

A number  of  changes  in  the  Constitution  and  By-Laws 
have  been  proposed  to  the  Judicial  Committee  with  the 
request  that  they  be  prepared  in  proper  form  and  pub- 
lished in  the  Virginia  Medical  Monthly  for  information 
and  to  comply  with  Article  XIII  of  the  Constitution.  Un- 
less otherwise  stated  the  Committee  makes  no  recommenda- 
tions as  to  the  wisdom  or  desirability  of  the  proposed 
changes,  matters  of  policy  being  for  the  House  of  Dele- 
gates. 

The  following  amendment  to  the  Constitution  has  been 
proposed : 

Amend  Article  VIII  to  read  as  follows: 

“Article  VIII — St.akdikg  Committees  .^kd 
Editorial  Board 

The  Standing  Committees  of  the  Society  shall  be  (1) 
Scientific  Exhibits  and  Clinics,  (2)  Legislation,  (3) 
Medical  Service,  (4)  Membership,  (5)  Ethics,  (6) 
Judicial,  (7)  Public  Relations,  (8)  NIediation,  (9) 
Program,  and  (10)  Finance.  There  shall  be  an  Editorial 
Board  for  the  official  publication  of  the  Society,  which 
board  shall  be  considered  as  one  of  the  standing  com- 
mittees of  the  Society.” 

The  purpose  of  this  amendment  is  to  eliminate  the 
Committee  on  Post-graduate  Education  as  one  of  the 
standing  committees  of  the  Society.  If  this  amendment 
to  the  Constitution  is  adopted,  then  the  following  con- 
sequential changes  in  the  By-Laws  should  be  made: 

Amend  the  first  and  second  unnumbered  paragraphs  of 
Article  IX  of  the  By-Laws  to  read  as  follows: 

“The  Standing  Committees  of  the  Society-  shall  con- 
sist of  an  Editorial  Board  for  the  official  publication  of 
the  Society',  and  additional  Committees  as  follows: 

(1)  Scientific  Exhibits  and  Clinics. 

(2)  Legislation. 

(3)  Medical  Service. 

(4)  Membership. 

(5)  Ethics. 

(6)  Judicial. 

(7)  Public  Relations. 

(8)  Mediation. 

(9)  Program. 

(10)  Finance. 

Each  of  these  Committees  with  the  exception  of  the 
Committees  on  Medical  Service,  Legislation,  Public 
Relations,  Mediation  and  Finance  shall  consist  of  three 
members,  whose  term  of  office  shall  be  three  3-ears. 
Successors  to  the  members  who  have  first  been  ap- 
pointed for  one,  two  and  three  years  shall  be  appointed 
for  three  years  bv  the  incoming  President  who  shall 
also  name  the  chairman  of  each  Committee.” 

Strike  out  the  third  unnumbered  paragraph. 

Retain  the  balance  of  the  Article. 


The  following  additional  amendments  to  the  B3--Laws 
of  the  Societt-  have  been  proposed  in  writing  and  will  be 
presented  to  the  House  of  Delegates  for  adoption  or  re- 
jection at  the  next  annual  meeting: 

Article  V. 

Section  2.  Add  the  following  as  a new  paragraph  at 
the  end  of  Section  2: 

“In  the  event  a member  of  a component  society. 


authorized  to  vote  therein,  is  also  a member  of  another 
component  society',  in  which  he  is  authorized  to  vote, 
he  may  vote  for  members  of  the  House  of  Delegates 
and  be  a candidate  for  election  to  the  House  of  Dele- 
gates, only  in  the  society  established  in  the  territorial 
area  in  which  he  resides;  and  in  the  numerical  appor- 
tionment of  membership  in  the  House  of  Delegates,  he 
shall  not  be  counted  as  a member  of  any  component 
society  except  the  one  established  in  the  territorial  area 
of  his  residence.” 

(The  purpose  of  this  amendment  is  to  recognize  mem- 
bership in  more  than  one  society-,  and  at  the  same  time 
to  limit  the  voting  rights  and  the  rights  of  representa- 
tion of  individuals  who  are  members  of  more  than  one 
society.) 

Article  V. 

Add  the  following  as  a new  Section  13  at  the  end  of 
the  Article: 

“Section  13.  If  in  the  opinion  of  the  Council  a special 
meeting  of  the  House  of  Delegates  is  necessar}'  or 
advisable,  such  meeting  may  be  called  by  the  Council. 
Written  notice  stating  the  place,  day  and  hour  of  the 
meeting  and  the  purpose  or  purposes  for  which  the 
meeting  is  called  shall  be  given  not  less  than  ten  nor 
more  than  fifty-  days  before  the  date  of  the  meeting, 
either  personalK-  or  bt'  mail,  by  or  at  the  direction  of 
the  President  or  Secretary,  to  each  member  of  the 
House  of  Delegates  serving  or  who  was  authorized  to 
serve  at  the  last  regular  meeting  of  the  House  of  Dele- 
gates. In  the  event  any  such  member  has  died  or 
otherwise  become  ineligible  to  serve,  then  another 
member  may-  be  elected  or  appointed  to  serve  in  his 
stead.  At  any  such  special  meeting  the  House  of  Dele- 
gates so  constituted  shall  have  the  same  power  and 
authority  as  to  the  matters  for  which  the  meeting  was 
called  as  if  meeting  in  annual  session.” 

(The  purpose  of  this  amendment  is  to  authorize 
special  meetings  of  the  House  of  Delegates  at  the  call 
of  the  Council,  and  to  provide  how  such  meetings  shall 
be  called  and  held.) 

At  the  last  meeting  of  the  House  of  Delegates  considera- 
tion was  given  to  a proposed  amendment  to  Section  2 of 
Article  V of  the  B3--Laws  which  would  have  deleted  from 
the  section  the  alternate  method  of  electing  delegates 
provided  bv  the  words  “or,  in  its  discretion,  a component 
society  may  elect  one  delegate  and  one  alternate  from 
each  county  and  each  citv  in  its  territorial  area.”  After 
some  discussion  a motion  was  adopted  referring  the  mat- 
ter to  an  appropriate  committee  for  consideration  and 
report  at  the  next  session,  and  the  President  designated 
this  Committee  to  study  the  problem  and  make  the  re- 
quired report.  The  Judicial  Committee  is  of  the  opinion 
that  the  alternate  method  in  the  present  By-Laws  serves 
a useful  purpose  and  should  be  retained.  It,  therefore, 
recommends  that  the  proposed  amendment  be  not  adopted. 

However,  if  the  House  of  Delegates  is  of  the  opinion 
that  the  alternate  method  should  be  eliminated,  then 
this  Committee  submits  the  following  as  an  appropriate 
amendment  for  the  purpose: 

.Article  V,  Secticn  2. 

Change  the  first  sentence  of  Section  2 to  read  as  follows: 

"Section  2.  Each  component  society-  may  elect  an- 
nually- to  membership  in  the  House  of  Delegates,  one 
delegate  and  one  alternate  for  each  thirty--five  (35)  or 
major  fraction  thereof  of  its  members  who  are  mem- 
bers of  The  Medical  Society  of  Virginia ; but  in  any 
event  each  component  society-  is  entitled  to  at  least 
one  delegate  and  one  alternate  in  the  House  of  Dele- 
gates.” 
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(Retain  the  remainder  of  the  Section.) 

J.  Morrison  Hutcheson,  M.D.,  Chairman 

Richard  P.  Beli.,  Jr.,  M.D. 

Hugh  G.  Stokes,  Jr.,  M.D. 

Public  Relations 

The  1956-57  public  relations  program  of  The  Medical 
Society  of  Virginia  followed  the  pattern  of  the  previous 
year,  and  your  Committee  is  pleased  to  report  that  once 
again  good  results  were  obtained  from  this  conservative 
approach  to  the  public  relations  problem. 

The  Committee  continued  to  work  with  as  many  radio 
stations  as  possible,  and,  at  the  present  time,  16  stations 
are  participating  in  our  program.  These  stations  have  used 
1,196  transcriptions  during  the  year,  and  certainly  de- 
serve our  appreciation  for  contributing  so  much  valuable 
public  service  time. 

There  was  only  one  large  area  of  the  State  not  covered 
by  these  broadcasts  and  that  was  the  far  southwest.  In 
order  to  correct  this  situation,  Mr.  Smith  will  shortly 
visit  10  stations  in  that  area  and  seek  to  enlist  their  aid 
in  bringing  the  voice  of  the  profession  to  our  westernmost 
citizens. 

During  the  first  half  of  the  year.  Welcome  Wagons 
across  the  State  continued  to  cooperate  with  the  Commit- 
tee by  distributing  material  to  newcomers  urging  that  they 
obtain  a family  physician  and  acquainting  them  with 
medical  progress  and  objectives.  Unfortunately,  it  has 
become  necessary  to  temporarily  discontinue  this  phase 
of  the  program  until  the  supply  of  material  can  be  re- 
plenished. A number  of  the  pamphlets  used  were  ob- 
tained from  the  American  Medical  Association,  and  their 
stock  is  now  exhausted.  The  Committee,  however,  has 
every  reason  to  believe  that  Welcome  Wagons  will  soon 
again  be  greeting  newcomers  with  helpful  advice  and 
suggestions  from  the  Society.  It  could  very  well  be  that 
family  health  record  cards  will  be  next  on  the  distribu- 
tion list,  and  with  this  thought  in  mind,  the  Committee 
has  ordered  a substantial  supply  from  the  AMA. 

Within  the  very  near  future,  a meeting  is  planned  to 
study  the  advisability  and  possibility  of  presenting  special 
“Senior  Class  Day”  programs  for  senior  medical  students. 
This  is  a project  in  which  your  Committee  has  long  been 
interested,  and  which,  judging  from  results  in  several  of 
our  western  states,  is  most  worthwhile.  The  program 
would  cover  such  important  subjects  as  medical  ethics, 
legal  aspects  of  the  practice  of  medicine,  public  relations, 
prepaid  medical  insurance,  business  side  of  medicine, 
civic  responsibilities,  etc.  New  members  would  also  be 
urged  to  attend. 

The  State  Office  continued  to  serve  as  a clearing  house 
for  public  relations  and  other  types  of  literature  of  inter- 
est to  the  profession.  Approximately  55,000  pamphlets, 
books,  stuffers,  etc.,  were  mailed  during  the  year. 

A special  folder  kit  was  designed  for  new  members 
and  has  been  in  use  for  the  past  12  months.  It  repre- 
sents another  effort  to  acquaint  new  members  with  So- 
ciety activities,  objectives  and  facilities. 

Your  Committee  would  like  to  take  this  opportunity  to 
congratulate  the  Committee  on  Rural  Health  for  its  work 
with  the  4-H  Clubs.  Dr.  Van  Name’s  Committee  repre- 
sented the  Society  during  the  presentation  of  4-H  Club 
Health  awards  and  did  a splendid  job.  This  marked 


the  first  time  that  The  Medical  Society  of  Virginia  had 
sponsored  the  health  project  awards,  and  we  cannot  think 
of  a more  worthwhile  project.  This  is  truly  public  re- 
lations at  its  best. 

The  State  Office  once  again  worked  with  medical  as- 
sistants whenever  possible,  and  programs  featuring  pub- 
lic relations  and  other  subjects  were  presented  in  Lynch- 
burg, Charlottesville,  Petersburg  and  Richmond.  It  has 
often  been  said  that  next  to  the  physician,  the  medical 
assistant  is  the  most  important  single  public  relations 
factor. 

Your  Chairman  attended  the  AMA  Public  Relations 
Institute  in  Chicago  and  was  pleased  to  note  that  two 
component  societies  were  represented.  He  can  but  wonder, 
however,  why  more  component  societies  do  not  send  repre- 
sentatives. It  seems  quite  clear  that  if  the  public  relations 
problems  of  the  profession  are  ever  to  be  solved  in  a 
manner  satisfactory  to  all,  it  is  necessary  that  every 
physician  and  every  Society  join  in  a concerted  effort 
directed  toward  that  end. 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 

Mason  C.  Andrews,  M.D. 

Harry  C.  Bates,  Jr.,  M.D. 

Ira  L.  Hancock,  M.D. 

Harry  B.  Stone,  Jr.,  M.D. 

W.  T.  Thompson,  M.D. 

Mediation 

The  Mediation  Committee  of  The  Medical  Society 
of  Virginia  has  had  a number  of  cases  referred  for  con- 
sideration during  the  year.  There  seems  to  be  developing 
a rather  definite  pattern  of  complaint  received  by  the 
Committee.  They  relate  to  a variety  of  conditions  but 
apparently  have  their  origin  in  careless,  thoughtless  re- 
marks made  by  the  attending  or  other  physicians  who  lack 
appreciation  of  the  ignorance  of  the  public  in  medical 
matters.  Consequently,  they  are  disturbed  and  misled 
by  their  lack  of  appreciation  and  misunderstanding  of  the 
facts.  It  seems  that  we  as  physicians  have  in  our  pos- 
session the  means  of  preventing  most,  if  not  all,  of  the 
grievances  which  arise. 

Only  one  meeting  was  held  by  the  Committee  during 
the  year.  That  meeting  was  for  the  purpose  of  con- 
sidering a case  which  was  satisfactorily  adjusted.  All 
other  matters  were  handled  by  correspondence,  not  all 
successfully,  but  the  nature  of  the  complaint  would  not 
seem  to  justify  a meeting  of  the  full  committee. 

Your  Committee  suggests  that  more  and  perhaps  dif- 
ferent publicity  should  be  given  to  the  existence  and 
policies  of  the  Mediation  Committee  in  order  that  the 
public  may  be  better  informed  of  its  nature  andi  functions. 

John  T.  T.  Hundley,  M.D.,  Chairman 

James  L.  Hamner,  M.D. 

Vincent  W.  Archer,  M.D. 

Carrington  Williams,  M.D. 

James  P.  King,  M.D. 

Cancer 

The  Cancer  Committee  this  year  has  been  concerned 
chiefly  with  standardizing  a method  of  reporting.  An 
adopted  form  was  used  for  annual  reports  that  proved 
to  be  satisfactory  in  many  ways  but  some  revision  is  in- 
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dicated.  Representatives  of  the  Committee  participated 
in  meetings  vrith  the  professional  service  committee  of  the 
Virginia  Division  of  the  American  Cancer  Society  in 
which  a method  of  reporting  to  the  Cancer  Society  was 
studied. 

The  Committee  recommends  recertification  of  the  fol- 
lowing Tumor  Clinics  for  the  coming  year: 

1)  McCluer  Tumor  Clinic,  Alexandria 

2)  Arlington  Hospital  Tumor  Cline,  Arlington 

3)  Kings  Mountain  Tumor  Clinic,  Bristol 

4)  Meintire  Tumor  Clinic,  Charlottesville 

5)  C & O Tumor  Clinic,  Clifton  Forge 

6)  Memorial  Hospital  Tumor  Clinic,  Danville 

7)  Lynchburg  Tumor  Clinic,  Lynchburg 

8)  Eastern  Shore  Tumor  Clinic,  Nassawadox 

9)  DePaul  Hospital  Tumor  Clinic,  Norfolk 

10)  Norfolk  General  Tumor  Clinic,  Norfolk 

11)  Riverside  Hospital  Tumor  Clinic,  Newport  News 

12)  Wise  County  Tumor  Clinic,  Norton 

13)  Portsmouth  Tumor  Clinic,  Portsmouth 

14)  Clinch  Valley  Tumor  Clinic,  Richlands 

15)  Medical  College  Tumor  Clinic,  Richmond 

16)  Lewis-Gale  Hospital  Tumor  Clinic,  Roanoke 

17)  Memorial  Hospital  Tumor  Clinic,  Roanoke 

18)  Jefferson  Hospital  Tumor  Clinic,  Roanoke 

At  our  final  meeting  to  be  held  just  prior  to  the  Annual 
Meeting  it  is  planned  to  investigate  further  the  activities 
of  one  of  the  Tumor  Clinics  and  to  restudy  the  problem 
of  reporting  to  the  various  agencies  involved  in  Cancer 
work. 

John-  R.  Kight,  M.D.,  Chairman 

George  Cooper,  Jr.,  M.D. 

William  D.  Dolan,  Jr.,  M.D. 

Joseph  W.  Houck,  M.D. 

Carrington  Willia.ms,  Jr.,  M.D. 

John  W.  Hooker,  M.D. 

Hugh  H.  Trout,  Jr.,  M.D. 

G.  J.  Carroll,  M.D. 

William  N.  Thornton,  Jr.,  M.D. 

Child  Health 

A meeting  of  the  Committee  on  Child  Health  of  The 
Medical  Society  of  Virginia  was  held  at  Society  Head- 
quarters on  August  1.  Attending  were  Dr.  Paul  Hogg, 
Chairman,  Dr.  W.  E.  Chapin,  Dr.  W.  N.  Thompson,  Dr. 
Harry  Cox,  Dr.  Robert  Cox,  Dr.  Gayle  Arnold,  Dr.  A. 
Page  Booker  and  Dr.  Bo3'd  Paj-ne. 

Dr.  Hogg  opened  the  meeting  bj'  reviewing  the  Com- 
mittee’s recommendations  of  last  year  and  reporting  the 
various  “follow  through”  actions.  In  this  connection,  he 
reported  that  a meeting  had  been  held  with  Dr.  Mack  1. 
Shanholtz  to  discuss  waj’s  and  means  of  modifying  the 
law  requiring  use  of  prophylactic  silver  nitrate  solution 
in  the  eyes  of  newborn  infants.  It  was  suggested  during 
that  meeting  that  the  two  medical  schools  establish  re- 
search programs  on  the  subject  and  submit  their  findings 
to  the  Department  of  Health.  If  the  findings  were  con- 
clusive Dr.  Shanholtz  stated  that  he  would  go  before  the 
General  Assembly  with  the  request  that  the  law  be  modi- 
fied. Both  medical  schools  were  contacted  following  the 
meeting  with  Dr.  Shanholtz,  but  no  progress  reports  have 
been  received  thus  far.  Dr.  Booker  was  requested  to 
consult  with  Dr.  McLemore  Birdsong  at  the  Universitj' 
and  Dr.  Arnold  was  asked  to  consult  Dr.  Lee  Sutton  at 
the  Medical  College  of  Virginia. 

Dr.  Hogg  also  reported  that  Dr.  Shanholtz  had  been 


consulted  on  the  question  of  deleting  the  word  “mask” 
from  the  maternal  hospital  law.  It  was  understood  that 
Dr.  Shanholtz  will  do  everything  possible  to  carry  out  the 
Committee’s  recommendation. 

It  was  then  reported  that  the  Virginia  Chapter  of  the 
American  Academy  of  Pediatrics  had  appointed  a com- 
mittee on  the  fetus  and  the  newborn.  The  committee  will 
report  its  efforts  to  the  Committee  on  Child  Health  which 
will  in  turn  transmit  all  information,  recommendations, 
etc.,  to  The  Medical  Society  of  Virginia.  It  was  men- 
tioned that,  in  all  probabilitt',  local  committees  will  be 
set  up  to  work  with  local  health  departments,  hospitals, 
obstetricians,  etc.,  in  solving  problems  of  the  newborn. 
Progress  must  necessarilj-  be  slow  since  a great  deal  of 
diplomacy  must  be  exercised  when  approaching  local 
hospital  staffs,  etc. 

Dr.  Chapin  informed  the  Committee  that  Virginia  is 
now  enjoying  its  lowest  infant  mortality  rate  (29.7  per 
1,000).  However,  he  stated  that  little  progress  had  been 
made  in  lowering  the  mortalitj-  rate  of  those  under  one 
day. 

The  proposed  modification  of  birth  certificate  forms 
was  discussed  bj'  Dr.  Robert  Cox.  He  advised  the  Com- 
mittee that  he  was  not  too  optimistic  concerning  the  pos- 
sibility of  bringing  about  the  recommended  change. 

There  followed  a discussion  concerning  the  need  of 
better  educating  parents  on  child  care.  It  was  brought  out 
that  while  certain  laws  can  be  used  as  levers  to  encourage 
parents  to  inoculate  their  children  against  polio,  etc.,  the 
best  answer  seems  to  be  arousing  and  maintaining  the 
parents’  interest. 

A question  was  then  raised  with  reference  to  recom- 
mended procedures  for  typhoid  boosters.  It  was  re- 
ported that  conflicting  information  has  been  circulated 
and  that,  apparently,  local  health  departments  over  the 
state  are  not  always  in  agreement.  It  was  the  consensus 
that  every  effort  should  be  made  to  standardize  such  in- 
formation disseminated  by  the  various  departments. 

School  health  programs  were  then  discussed  by  the 
Committee  and  it  was  reported  that  the  Virginia  Chapter 
of  the  American  Academj'  of  Pediatrics  will  soon  appoint 
a Committee  to  work  on  these  problems.  It  was  generallj- 
agreed  that  perhaps  the  Committee  on  Child  Health 
should  move  slowly  in  this  regard  until  the  American 
Academy  of  Pediatrics  has  had  the  opportunity  to  make 
some  recommendations.  It  was  also  agreed  that  many 
phases  of  school  health  are  quite  controversial  and  re- 
quire the  most  careful  study  and  consideration. 

Paul  Hogg,  M.D.,  Chairman 

Conservation  of  Sight 

The  Committee  on  Conservation  of  Sight  has  had  no 
problems  referred  to  it  and  it  has  not  met.  However,  the 
Chairman  has  been  working  on  a set  of  suggestions  for 
the  administration  of  oxj'gen  to  premature  infants  in  an 
effort  to  eliminate  the  dev'elopment  of  retrolental  fibro- 
plasia in  the  eyes  of  such  babies.  It  is  now  well  proven 
that  this  devastating  condition  develops  as  the  result  of 
being  subjected  to  too  high  a concentration  of  ox)-gen  and 
that  with  proper  control  of  oxygen,  the  disease  can  be 
eliminated.  This  list  of  suggestions  is  now  essentially 
complete  and  it  will  soon  be  sent  to  all  hospitals  in  the 
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state  to  be  posted  in  their  nurseries  where  such  a list 
does  not  already  exist. 

W.  Wickham  Taylor,  M.D.,  Chairman 

Liaison  with  the  Department  of  Public  Welfare 
Your  Committee  first  met  with  the  Department  of 
Welfare  January  24,  1957,  representing  the  Department 
of  Welfare  with  Col.  Richard  W.  Copeland,  Director, 
Dr.  Robert  A.  Abernathy,  Mrs.  Virginia  P.  Jones,  Mrs. 
Eula  Jane  Armstrong,  Mr.  John  L.  Bruner  and  Mr.  W. 
L.  Painter. 

Most  of  the  time  in  the  first  meeting  was  taken  up  in 
briefing  the  Committee  on  the  many  types  of  services 
rendered  for  the  indigents  in  the  counties  throughout  the 
State  of  Virginia.  Some  of  our  counties  have  not  even  one 
doctor  and  have  to  depend  on  doctors  in  neighboring 
counties  to  look  after  their  population.  Others  have  no 
facilities  for  treatment  of  indigents  so  they  are  required 
to  send  patients  some  distance  to  a hospital.  Frequently, 
money  of  the  localities  is  inadequate,  even  to  match  it  with 
the  State’s,  so  there  is  overmatching  and  undermatching, 
depending  upon  the  financial  status  of  the  individual 
county. 

We  next  discussed  the  Medical  Report  Form  which  is 
used  by  the  Department  of  Welfare  and  Institutions  to 
ascertain  the  status  of  a patient  requesting  permanent 
and  total  disability  for  gainful  occupation.  Several  mem- 
bers of  the  Committee  worked  on  this  form  and  it  was 
revised  several  times  and  finally  presented  in  a form 
which  seemed  to  be  agreeable  to  all  those  concerned. 

The  third  item  of  the  meeting  was  discussion  of  the 
Medical  Care  Programs  under  Public  Assistance.  Medical 
Care  is  defined  officially  as  follows: 

“Medical  care  for  public  assistance  recipients  is  de- 
fined as  including  medical,  surgical,  dental  and  nursing 
services  in  the  home,  office,  hospital,  clinic,  or  other 
suitable  place,  provided  or  prescribed  by  persons 
authorized  by  State  law  to  give  such  services;  such 
services  to  include  drugs  and  medical  supplies,  ap- 
pliances, laboratory,  diagnostic  and  therapeutic  serv- 
ices; nursing  home  and  convalescent  care,  and  such 
other  medical  services  and  supplies  as  may  be  pre- 
scribed by  such  authorized  persons.  (In-patient  care 
in  a general  hospital  is  not  included  in  this  definition 
as  medical  care.) 

It  seems  that  in  order  for  Virginia  to  be  eligible  for 
Federal  funds  to  assist  in  medical  care  of  indigent  pa- 
tients, certain  criteria  are  demanded  by  the  Federal 
Government,  one  of  which  is  a uniformity  of  methods  of 
payment  throughout  the  State.  It  was  brought  out  that 
Virginia  now  receives  between  $400,000  and  $500,000  from 
the  Federal  Government  for  indigent  care.  It  was  also 
brought  out  that  it  is  possible  for  money  payments  to  be 
made  to  indigents  for  medical  care  without  any  assurance 
that  the  money  will  be  so  spent  by  the  client.  Dr.  Mul- 
holland  brought  out  the  seriousness  of  the  effect  of  the 
state  and  local  hospital  program  upon  the  teaching  of 
medical  students.  He  pointed  out  that  indigent  patients 
have  been  used  from  the  beginning  of  medical  education 
for  teaching  medical  students  and  there  is  some  danger 
that  too  much  local  paid  medical  assistance  has,  and  might 
further,  affect  the  number  of  patients  reaching  the  two 
medical  schools. 

The  second  meeting  occurred  June  15,  1957,  at  the  of- 


fice of  the  Department  of  Welfare  and  Institutions.  There 
was  a thorough  discussion  of  the  draft  report  on  the 
medical  care  of  indigent  persons.  A comprehensive  study 
had  been  made  of  the  indigent  need  of  this  State  and  it 
was  brought  out  that  in  the  first  four  initial  programs, 
that  is.  The  Old  Age  Assistance,  The  Aid  to  Dependent 
Children,  The  Aid  to  Permanently  and  Totally  Disabled 
and  The  Aid  to  the  Blind  that  about  75%  of  the  monev 
was  Federal  money,  about  16%  of  the  money  was  State 
money  and  about  9%  local  money.  It  was  brought  out 
that  the  money  payment  to  recipients  of  various  services 
had  been  changed  by  the  Federal  Law  of  1950  and  by 
the  State  Law  of  1956  to  make  sure  that  more  of  the 
money  was  channelled  through  what  is  known  as  “Vendor 
Payment’’  thus  controlling  the  expenditure  more  effective- 
ly. We  learned  that  the  “floor”  upon  which  subsistence 
was  based  for  single,  inactive  male  or  female  is  only  $68.90 
per  month.  This  includes  food,  clothing,  personal  care 
and  housing.  This  means  that  the  maximum  subsistence 
given  to  people  in  this  category  for  these  services  is  only 
$68.90  per  month. 

Other  interesting  facts  brought  out  was  that  optome- 
trists and  chiropractors  are  eligible  in  this  state  to  par- 
ticipate under  the  remuneration  for  vendor’s  services. 

We  also  discussed  the  payment  of  physicians  for  pa- 
tients hospitalized  as  indigents  by  the  State.  It  was  the 
consensus  of  the  physicians  on  the  Committee  that  the 
matter  should  be  very  carefully  considered  and  it  was 
pointed  out  that  physicians  from  time  immemorial  have 
always  looked  after  the  poor  and  needy  without  re- 
muneration, and  that  we  saw  no  reason  to  change  that 
position  at  this  time.  It  was  again  pointed  out  by  Dr. 
Mulholland  that  if  patients  were  hospitalized  in  smaller 
hospitals  throughout  the  State,  and  physicians  paid  to 
look  after  them,  the  number  of  patients  coming  to  the 
medical  schools  would  be  seriously  reduced  and  thereby 
seriously  impair  the  teaching  program  in  these  institu- 
tions. 

It  would  seem  wise  that  this  matter  of  payment  by  the 
Welfare  Department  to  the  physicians  in  the  State  for 
the  care  of  indigent  patients  be  referred  to  the  Council 
and  to  the  House  of  Delegates  of  The  Medical  Society  of 
Virginia  at  this  next  meeting  and  that  the  Society  should 
establish  thereby  a policy  which  could  be  interpreted  to 
the  Department  of  Welfare. 

The  members  of  the  Committee  felt  that  much  more 
study  should  be  made  before  we  could  come  to  any  con- 
clusion about  fee  schedules  to  be  set  up  by  the  Department 
of  Welfare  and  Institutions  for  medical  service.  It  was 
felt  that  this  trend  toward  further  medical  coverage  for 
indigent  patients  followed  the  national  trends  toward 
socialization  of  medical  service  and,  hence,  should  be  ap- 
proached with  caution.  We  appreciate  the  position  of  the 
Department  of  Welfare  and  Institutions  and  found  their 
problem  a difficult  one  to  solve  and  we  believe  by  con- 
tinued conversation  such  as  we  have  had  with  them, 
that  a solution  which  is  agreeable  and  mutually  satisfac- 
tory to  both  the  State  of  Virginia  and  the  Medical  Pro- 
fession can  be,  and  should  be,  worked  out.  It  is  hoped 
that  a further  meeting  can  be  held  prior  to  the  meeting 
of  The  Medical  Society  of  Virginia  in  late  October  so 
that  a definite  policy  can  be  requested  by  the  Department 
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of  Welfare  and  Institutions  and  then  acted  upon  by  the 
House  of  Delegates  at  the  annual  meeting. 

Malcolm  H.  Harris,  M.D.,  Chairman 

G.  B.  Setzler,  M.D. 

A.  L.  Carson,  Jr.,  M.D. 

H.  B.  Mulholland,  M.D. 

John  P.  Lynch,  M.D. 

Kinloch  Nelson,  M.D. 

Walter  Reed  Commission 

A little  over  two  years  ago,  the  Walter  Reed  Commis- 
sion began  to  try  to  find  a way  to  have  “Belroi”,  the 
birthplace  of  Dr.  Walter  Reed,  taken  care  of  in  a satis- 
factory manner  and  to  relieve  The  Medical  Society  of 
Virginia  of  the  responsibility. 

It  is,  therefore,  the  recommendation  of  this  Commis- 
to  Council  that  “Belroi”  be  leased  to  the  Walter  Reed 
Improvement  Betterment  League  of  Gloucester,  Virginia, 
with  certain  restrictions  which  were  to  be  included  in  the 
lease.  The  lease  was  prepared  and  signed  by  members  of 
the  Commission  for  The  Medical  Society  of  Virginia  in 
the  spring  of  1957.  How’ever,  it  is  now  learned  that  the 
Walter  Reed  Community  Betterment  League  has  rejected 
this  plan  so  that  we  are  now  right  back  where  we  were 
before. 

It  is,  therefore,  the  recommendation  of  this  Commis- 
sion that  the  matter  be  returned  to  the  Council  of  The 
Medical  Society  of  Virginia  with  the  suggestion  that  the 
Walter  Reed  Commission  be  given  sufficient  funds  for  the 
repair  and  upkeep  of  the  property. 

Raymond  S.  Brown,  M.D. 

John  R.  Gill,  M.D. 

Richard  B.  Bowles,  M.D.,  Chairman 

To  Confer  with  the  United  Mine  Workers 
Welfare  Fund 

The  Liaison  Committee  has  not  been  called  on  to  attend 
an  area  meeting  of  the  states  during  the  last  year.  The 
last  one  was  held  in  May  of  1956  in  Charleston,  West 
Virginia. 

Since  the  formation  of  this  Committee  in  1952,  the  State 
Committee  was  not  called  on  for  any  questions  until  dur- 
ing the  past  year  when,  due  to  the  fact  that  one  of  the 
hospitals  in  Virginia  was  cut  off  from  benefits  of  the 
UMWS  Fund  on  April  1,  1957,  after  having  been  ap- 
proved by  the  Joint  Commission  on  Hospital  Accredita- 
tion, the  hospital  called  on  this  Committee  for  help  in  de- 
ciding why  they  had  been  removed  from  the  approved 
list  of  the  UMWA  Fund. 

A meeting  was  held  on  May  24,  1957,  in  Roanoke  with 
all  members  of  the  Committee  present.  After  hearing  the 
complaints  of  the  above  mentioned  hospital,  which  were 
very  illuminating,  the  area  medical  director  of  the 
UMWA  had  nothing  to  say  and  it  was  decided  that  we 
would  carry  on  and  ask  for  more  specific  complaints  and 
an  explanation  for  action  which  had  been  taken. 

Another  meeting  of  the  Committee  was  held  in  Rich- 
mond on  July  22,  in  which  it  was  decided,  after  much 
discussion,  that  a Medical  Audit  Committee  be  appointed 
composed  of  Dr.  W.  C.  Caudill,  Pearisburg,  Dr.  Stuart 
Catron,  Abingdon,  and  Dr.  Kinloch  Nelson,  Richmond, 


to  go  to  Norton  and  review  the  hospital  status  and  see  if 
this  could  be  settled  on  a state  basis. 

This  meeting  in  Richmond  was  also  held  to  discuss 
the  action  of  the  House  of  Delegates  of  the  A.  M.  A. 
which  was  held  in  New  York  in  June  at  which  time  a 
guide  was  drawn  up  to  aid  the  medical  societies  and  also 
establish  Fund  responsibilities  in  carrying  out  this  pro- 
gram. The  following  is  a copy  of  this  guide. 

Medical  Society  Responsibilities: 

1.  The  members  of  the  medical  profession  have  the 
responsibility  for  rendering  good  medical  care  to  all 
people,  including  beneficiaries  of  the  UMWA  Wel- 
fare and  Retirement  Fund. 

2.  Each  local  medical  society,  in  light  of  the  needs  of 
the  community,  should  develop  a mechanism  for 
supplying  the  Fund  Area  Medical  Administrator  with 
the  names  of  physicians  desiring  to  participate  in 
the  Fund’s  medical  care  program,  indicating  the  field 
in  which  each  physician  wishes  to  practice. 

3.  The  medical  society  should  create  active  liaison  com- 
mittees with  periodic  and  established  times  for  meet- 
ings. Medical  societies  should  appoint  physicians  on 
these  committees  who  are  interested  in  the  problems 
and  w’illing  to  devote  time  to  them. 

4.  The  liaison  committees  should  be  established  on  a 
county,  regional,  or  state  level  as  maybe  necessary. 
Local  problems  should  be  handled  locally  and,  if  not 
resolved  there,  referred  to  successively  higher  levels 
until  they  have  been  resolved. 

5.  The  liaison  committee  should  be  charged  with  the 
prompt  and  energetic  handling  of  any  problem  pre- 
sented to  it  which  has  to  do  with  relationships  or 
dealings  between  the  medical  profession  and  the  Fund. 
Success  in  the  implementation  of  these  Suggested 
Guides  depends  in  a large  part  upon  the  performance 
society  should  institute,  through  the  liaison  commit- 

6.  To  protect  the  Fund  and  its  beneficiaries,  the  medical 
society  should  institute,  through  the  liaison  commit- 
tee, measures  to  correct  any  confirmed  abuses  called 
to  its  attention. 

7.  A medical  society  and  a liaison  committee  should  not 
engage  in  unilateral  action  in  any  matter  which  af- 
fects the  relationships  between  the  medical  profes- 
sion and  the  Fund  without  prior  consultation  with 
the  Fund  representatives. 

8.  When  an  agreement  is-  drawn  up  between  a medical 
society  and  the  Fund,  it  should  include  a provision 
which  would  permit  any  portion  (s)  to  be  referred  to 
higher  levels  without  nullifying  the  entire  agreement. 

9.  All  controversial  matters  arising  between  the  UMWA 
Welfare  and  Retirement  Fund  and  the  participating 
physicians  which  cannot  be  reconciled  at  the  local  or 
state  level  should  be  promptly  referred  to  the  Com- 
mittee on  Medical  Care  for  Industrial  Workers.  This 
appeal  mechanism  is  available  to  any  party  concerned. 

Fund  Responsibilities: 

1.  The  Fund  should  keep  statistical  data  on  medical 
care  provided  to  the  beneficiaries  by  the  physicians. 
The  Fund  should  present  to  the  liaison  committee  any 
claims  such  as  poor  medical  care,  overcharges,  and 
unnecessary  surgery,  with  substantiating  evidence. 

2.  The  Fund  should  utilize  the  medical  society  liaison 
committees  on  medical  questions  relating  to  the  opera- 
tion of  the  program.  Success  in  the  implementation 
of  these  Suggested  Guides  depends  largely  upon  the 
utilization  of  the  liaison  committees. 

3.  Representatives  of  the  Fund  should  not  engage  in 
unilateral  action  in  any  matter  which  affects  the  re- 
lationships between  the  Fund  and  the  medical  pro- 
fession without  prior  consultation  with  the  liaison 
committee. 

4.  Every  physician  duly  licensed  by  the  state  to  practice 
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medicine  and  surgery  should  be  assumed  at  the  out- 
set to  be  competent  in  the  field  in  which  he  claims  to 
be,  unless  considered  otherwise  by  his  peers. 

5.  When  an  agreement  is  drawn  up  between  a medical 
society  and  the  Fund,  it  should  include  a provision 
which  would  permit  any  portion (s)  to  be  referred 
to  higher  levels  without  nullifying  the  entire  agree- 
ment. 

6.  All  controversial  matters  arising  between  the  UMWA 

' Welfare  and  Retirement  Fund  and  the  participating 
physicians  which  cannot  be  reconciled  at  the  local  or 
state  level  should  be  promptly  referred  to  the  Com- 
mittee on  Medical  Care  for  Industrial  Workers.  This 
appeal  mechanism  is  available  to  any  party  concerned. 

We  in  the  State  feel  that  due  to  the  fact  there  are  only 
six  counties  in  the  coal  producing  area,  that  we  do  not 
need  a county  liaison  committee  and  that  the  State 

1 1 Liaison  Committee  would  be  able  to  handle  all  the  prob- 

1 lems  for  this  area.  Furthermore,  we  believe  that  a work- 

I ing  agreement  should  be  worked  out  with  the  Area 

( Medical  Director  and  the  Liaison  Committee  from  the 
actions  of  this  guide  which  was  produced  in  the  House  of 
Delegates  of  the  A.  M.  A. 

James  P.  Williams,  M.D.,  Chairman 

H.  B.  Mulholland,  M.D. 

Thomas  Hunter,  M.D. 

Mack  I.  Shanhoi.tz,  M.D. 

John  O.  Boyd,  M.D. 

William  B.  Barton,  M.D. 

I Rufus  Brittain,  M.D. 

[ William  F.  Maloney,  M.D. 

Kinloch  Nelson,  M.D. 

Blue  Shield  Relationships 

! At  a meeting  of  Council  on  February  13,  1957,  at  The 
|i  Medical  Society  of  Virginia  Headquarters,  Dr.  Benjamin 
[ W.  Rawles,  Jr.,  a member  of  Council  and  President  of 
I'  the  Virginia  Medical  Service  Association,  advised  that  the 
|i  Richmond  Blue  Shield  Plan  was  anxious  to  cooperate  with 
I the  Society  in  furthering  good  relationships  with  physi- 
cians. Dr.  Rawles  suggested  that  the  Society  accept  the 
proffered  invitation  to  nominate  a certain  number  of 
physicians  to  the  Board  of  Directors  of  the  Richmond 
I Blue  Shield  Plan. 

A motion  was  made  that  the  President  appoint  a special 
committee  to  serve  with  a similar  committee  of  the 
I Richmond  Blue  Shield  Plan  to  discuss  this  suggestion.  An 
amendment  was  offered  which  would  have  the  committee 
work  with  all  State  Blue  Shield  plans.  The  motion  as 
amended  was  adopted. 

In  response  to  Dr.  Rawles’  observation  and  motion  that 
was  subsequently  passed.  President  Dr.  James  Hagood 
appointed  a special  committee  of  The  Medical  Society  of 
Virginia  to  work  toward  better  Blue  Shield-Physician 
relationships.  Members  of  this  special  committee  ap- 
pointed by  Dr.  Hagood  were:  Dr.  Carl  W.  Meador, 
Richmond ; Dr.  Charles  M.  Caravati,  Richmond ; Dr. 
William  H.  Barney,  Lynchburg;  Dr.  Reverdy  H.  Jones, 
Jr.,  Roanoke;  Dr.  Harold  W.  Miller,  Woodstock — Chair- 
man. Due  to  a very  busy  schedule  and  previous  commit- 
ments, Dr.  Caravati  regretfully  found  it  necessary  to 
decline  acceptance  of  the  appointment. 

This  special  committee,  known  as  the  Liaison  Commit- 
tee of  The  Medical  Society  of  Virginia,  was  charged  with 


the  responsibility  of  seeking  ways  and  means  whereby 
more  harmony  and  better  relationships  between  the  phy- 
sicians and  Blue  Shield  would  become  a reality. 

A review  of  the  record  of  actions  previously  taken  by 
the  House  of  Delegates  of  The  Medical  Society  of  Vir- 
ginia brings  into  clear  focus  the  following  observations: 

(1)  That  the  Blue  Shield  Plan  is  the  Doctor’s  Plan; 

(2)  That  the  principle  of  a pre-payment  plan  for  medical 
services  would  be  a step  in  the  right  direction  in  pre- 
venting Socialized  Medicine;  (3)  1 hat  the  Plan  was  not 
perfect  and  it  would  have  to  be  improved  over  the  years 
as  unforeseen  problems  and  difficulties  arose;  (4)  That 
a spirit  of  cooperation  and  tolerance  and  understanding 
and  even  sacrifice  would  not  only  be  desirable  but  neces- 
sary during  the  difficult  and  trying  times  that  are  almost 
certain  to  be  encountered  during  the  developmental  period. 

Our  committee  feels  that  it  would  be  proper  at  this 
time  and  in  this  manner  to  pay  tribute  to  the  fine  work 
that  has  been  done  by  those  charged  with  the  responsi- 
bility of  administering  Virginia  Medical  Service  Asso- 
ciation, the  Plan  inaugurated  by  the  Society,  and  also  the 
Roanoke  Plan.  Thrir  problems  have  been  complicated 
and  are  becoming  more  difficult  and  acute.  Currently  the 
Medicare  Program  with  its  larger  fee  schedule  is  recog- 
nized as  the  cause  of  some  dissatisfaction  with  Blue 
Shields’  payments  to  physicians. 

The  Liaison  Committee  has  met  twice  with  duly  ap- 
pointed representatives  of  the  Board  of  Directors  of  Vir- 
ginia Medical  Service  Association  and  with  Mr.  Leonard 
O.  Key,  Executive  Director  of  Surgical  Care,  Inc.,  of 
Roanoke,  and  his  committee.  The  object  of  these  meet- 
ings was  to  find  in  what  way  our  Committee  could  work 
with  Virginia  Medical  Service  Association  of  Richmond 
and  with  Surgical  Care,  Inc.,  of  Roanoke  in  establishing 
more  harmony  and  better  relationships  between  the  phy- 
sicians and  the  two  Blue  Shield  Plans. 

A factual  survey  is  of  interest.  There  are  approximate- 
ly 3,300  physicians  in  Virginia,  2,700  of  whom  are  mem- 
bers of  The  Medical  Society  of  Virginia.  The  V'irginia 
Medical  Service  Association  services  68  counties  and  has 
1,520  participating  physicians,  approximately  75%  of  the 
physicians  practicing  in  the  area.  Arlington  County  and 
-Mexandria  City  are  not  included  within  the  area  served 
by  Virginia  Medical  Service  Association;  they  are  serv- 
iced by  the  Washington,  D.  C.  Blue  Shield  Plan.  Surgical 
Care  Inc.  of  Roanoke  services  26  counties  and  has  44  6 
participating  physicians,  which  number  does  not  include 
some  of  the  physicians  in  the  southwest  area,  which  is 
serviced  by  one  of  the  West  Virginia  Plans.  It  is  esti- 
mated by  the  Roanoke  group  that  there  are  between  700 
and  800  physicians  practicing  in  the  counties  serviced  by 
Surgical  Care,  Inc. 

At  our  meetings  with  the  Virginia  Medical  Service 
Association  and  Surgical  Care,  Inc.  it  was  pointed  out 
that  those  who  are  charged  with  the  responsibility  of 
administering  the  plans  are  working  with  the  physicians 
in  an  endeavor  to  remove  as  rapidly  as  possible  the 
causes  for  lack  of  harmony  and  dissatisfaction  among  the 
physicians  and  at  the  same  time,  remain  solvent.  Dr. 
Richard  J.  Ackart,  Executive  Director  of  the  Virginia 
Medical  Service  Association  of  Richmond,  pointed  out 
that  he  and  Board  members  of  the  Richmond  Plan  are 
meeting  with  committees  of  each  specialty  group  to  obtain 
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their  criticisms  and  suggestions  as  to  how  the  Virginia 
Medical  Service  Association  can  better  serve  phj’sicians 
and  their  patients.  Thus  far  meetings  have  been  held 
with  nine  of  the  specialty  groups  and  a second  meeting 
with  the  Virginia  Surgical  Society's  Council  is  scheduled 
for  September.  Dr.  Ackart  reported  that  the  meetings 
have  been  harm.onious  and  much  mutual  good  has  been 
derived  from  these  meetings. 

The  Liaison  Committee  feels  that  this  is  an  important 
step  in  the  right  direction  and  at  the  same  time  will 
serve  to  bring  about  better  relationships  between  the  phy- 
sicians and  the  Blue  Shield  Plans  and  it  is  hoped  that  as 
a result  of  these  meetings  that  more  of  the  non-partici- 
pating physicians  will  become  participating  phj'sicians. 

The  Board  of  Directors  of  Virginia  Medical  Service 
Association  feels  verj-  strongly  that  since  the  Blue  Shield 
Plan  is  the  Doctor’s  Plan,  that  a more  active  sponsor- 
ship by  The  Medical  Society  of  Virginia  would  be  very 
helpful  and  has  requested  that  the  Society  appoint  a cer- 
tain number  of  physicians  to  the  Virginia  Medical  Service 
Association  Board,  the  appointments  to  be  made  bj"  the 
Council  of  The  Medical  Society  of  Virginia  subject  to 
the  approval  of  the  House  of  Delegates.  It  was  suggested 
that  the  Council  of  The  Medical  Society-  of  Virginia  with 
the  approval  of  the  House  of  Delegates  appoint  twelve 
physicians  to  the  Board.  These  appointments  would  con- 
stitute the  active  sponsorship  of  the  Plan  by  the  Society 
which  is  deemed  mutually  desirable.  It  was  felt  also 
that  the  Council-appointed  physician  members  of  the 
Board  as  representatives  of  the  Society,  should  make  a 
report  to  the  Council  once  or  twice  yearly. 

In  the  light  of  the  data  obtained  from  a surve)'  of 
one  of  the  Districts  and  meetings  with  the  Virginia 
Medical  Service  Association  and  Surgical  Care,  Inc.  of 
Roanoke,  the  Liaison  Committee  feels  it  proper  to  make 
the  following  general  recommendations: 

(1)  That  those  who  are  charged  with  the  responsibility 
of  administering  the  Blue  Shield  Plans,  continue  their 
meetings  with  the  specialty  groups  in  an  endeavor  to 
arrive  at  an  understanding  that  will  be  mutually  ad- 
vantageous to  ph3-sicians,  patients  and  plan. 

(2)  That  the  Blue  Shield  Plans  be  more  actively 
sponsored  by  The  Medical  Society-  of  Virginia  officially 
and  by  participating  physicians,  personalh-. 

(3)  That  the  participating  physicians  cooperate  in 
every  way  possible  with  those  having  the  difficult  job  of 
servicing  the  Plan  for  us.  There  will  be  times  when  we 
will  be  called  to  manifest  a spirit  of  tolerance,  under- 
standing and  sacrifice. 

(4)  That  more  of  the  non-participating  phj-sicians  try 
to  see  their  way  clear  to  becoming  participating  physi- 
cians, remembering  that  the  Plan  is  our  Plan  and  is  the 
best  Plan  thus  far  to  take  care  of  the  low  income  group 
of  patients.  Our  Blue  Shield  Plan  is  undoubtedlj-  the 
most  potent  weapon  that  the  phj-sicians  have  in  the  fight 
against  Socialized  Medicine.  We  should  do  everything 
in  our  power  to  keep  the  Plan  solvent  and  make  the  Plan 
strong. 

(5)  That  the  request  of  the  Board  of  Virginia  Medical 
Service  Association  that  twelve  of  the  phj-sician  members 


of  the  Board  be  appointed  by  Council  with  the  approval  I 
of  the  House  of  Delegates,  be  complied  with.  I 

Carl  W.  Meador,  M.D.  i 

William  H.  Barney,  M.D.  ! 

Reverdy  H.  Jones,  Jr.,  M.D.  ' 

Harold  W.  Miller,  M.D.,  Chairman 

Mental  Hygiene  , 

Two  meetings  of  the  Mental  Hj-giene  Committee  were  j 
held,  the  first  on  March  19,  1957,  and  the  second  on  June  i 
25,  1957. 

It  is  regretted  that  due  to  illness  the  Chairman  of  the 
Mental  Hygiene  Committee  was  prevented  from  attending 
the  Third  Annual  Conference  of  Mental  Health  Repre- 
sentatives of  the  State  Medical  Associations.  Dr.  Leo  H. 
Bartemeier,  the  Chairman  of  the  Council  on  Mental 
Health  of  the  American  Medical  Association,  has  been 
most  cooperative  in  furnishing  the  Mental  Hj-giene  Com- 
mittee with  informative  literature  and  valuable  sug- 
gestions. Our  committee  has  secured  a place  on  the  pro- 
gram of  the  annual  meeting  of  The  Medical  Society  of 
Virginia.  Dr.  Lea  Bartemeier  has  accepted  our  invita- 
tion to  address  this  meeting  on  October  30  at  10  a.  m.,  his 
subject  being  Specific  Suggestions  for  the  Care  of  Pa- 
tients Suffering  from  Emotional  Disorders. 

During  our  first  meeting  it  was  the  unanimous  opinion 
that  the  Sub-committee  on  Alcoholism  should  assume  the 
status  of  a separate  and  distinct  committee.  It  was  voted 
to  recommend  to  the  President  of  The  Medical  Society 
of  Virginia  that  a Committee  on  Alcoholism  be  appointed 
as  soon  as  possible.  The  chairman  w-as  later  notified  that 
a committee  was  appointed  by  the  president. 

Two  items  were  of  major  interest  to  the  Mental  Hy- 
giene Committee,  namel)-,  adequate  Blue  Cross  and  Blue 
Shield  coverage  for  psj-chiatric  conditions  and  proper 
care  of  psychiatric  cases  in  nursing  homes  throughout 
the  State  of  Virginia. 

The  Executive  Director  of  the  Virginia  Hospital  Service 
Association  met  with  our  committee,  and  a detailed  dis- 
cussion with  him  of  Blue  Cross  and  Blue  Shield  coverage 
of  psychiatric  patients  was  informative  and  encouraging. 
The  Roanoke  office  of  Blue  Cross-Blue  Shield  was  also 
contacted. 

After  discussion  and  correspondence  with  the  officials 
of  these  organizations,  it  appears  that  the  prospects  are 
encouraging  for  eventual  coverage  of  psychiatric  con- 
ditions on  the  same  basis  as  medical  conditions.  We  were 
advised  that  it  may  be  possible  to  increase  during  1958 
the  ten-day  limit  on  psychiatric  hospitalization  under  the 
Richmond  Blue  Cross  to  perhaps  twenty  or  thirty  days. 

The  Roanoke  Blue  Cross  for  some  time  has  had  no  limit 
under  the  full  coverage  days  for  psy-chiatric  conditions 
in  a general  hospital,  no  distinction  being  made  between 
psychiatric,  medical  and  surgical  coverage.  They-  are 
hopeful  that  their  new  contract  will  also  provide  for 
nervous  and  mental  conditions  up  to  seventy  day-s  in 
special  institutions  for  such  care  for  any  one  case.  The 
Roanoke  organization  excludes  alcoholic  and  drug  ad- 
diction cases,  while  the  Richmond  Blue  Cross  does  in- 
clude alcoholism  for  ten  days.  The  Roanoke  officials  in- 
dicated the  hope  that  alcoholism  and  drug  addiction 
might  be  included  some  time  in  the  future,  but  there  are 
no  immediate  plans  for  this. 
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The  Roanoke  Blue  Shield  plan,  however,  does  not  pro- 
ride general  medical  care  fees,  theirs  being  limited  to 
surgery,  orthopedics  and  obstetrics.  Thus  there  appears 
o be  no  discrimination  against  the  psychiatric  patient 
,n  the  Roanoke  Blue  Shield,  since  it  does  not  cover 
iTiedical  fees  either. 

: The  Richmond  Blue  Shield  is  hopeful  that  some  time 
in  1958  electroshock  therapy  in  the  hospital  will  provide 
a physician  a fee  of  $10.00  per  treatment  up  to  a maxi- 
mum plan  payment  of  $150.00  per  contract  year. 

' The  Mental  Hygiene  Committee  is  concerned  that  pro- 
vision for  psychiatric  cases  under  the  Medicare  Program 
jis  quite  inadequate.  We  urge  The  Medical  Society  of 
Virginia  to  look  into  this  matter  and  use  whatever  re- 
sources possible  to  bring  about  a change  in  this  situation. 

I It  is  the  feeling  of  the  committee  that  there  is  a need 
for  closer  supervision  of  nursing  homes,  especially  those 
I having  psychiatric  patients. 

! Dr.  David  M.  Wayne,  a member  of  the  Mental  Hy- 
'giene  Committee  in  1956,  made  an  interesting  and  com- 
; prehensive  survey  of  nursing  homes  in  the  State  of 
i Virginia.  In  his  survey  he  found  that  approximately  35 
I per  cent  of  patients  in  nursing  homes  had  mental  in- 
!l  firmities  and  one-third  of  the  patients  were  in  need  of 
psychiatric  supervision. 

l|  It  was  brought  out  that  the  Medical  Service  Committee 
of  The  Medical  Society  of  Virginia  had  been  interested 
in  this  subject  for  a number  of  years  and  had  held  meet- 
I ings  with  representatives  of  the  State  Department  of 
' Health  and  the  Virginia  Nursing  Home  Association.  It 
; was  the  consensus  that  the  Mental  Hygiene  Committee 
should  offer  assistance  to  the  Medical  Service  Committee 
I and  also  offer  psychiatric  advice  to  the  State  Department 
of  Health. 

The  Committee  feels  that  any  institution,  hospital  or 
home  for  the  care  and  treatment  of  the  mentally  ill, 

I epileptic,  mentally  deficient  persons,  or  persons  addicted 
! to  the  intemperate  use  of  narcotic  drugs,  alcohol  or  other 
stimulants  should  be  licensed  and  adequately  inspected 
from  a psychiatric  standpoint.  We  hope  this  can  be 
! brought  to  the  attention  of  the  Virginia  Advisory  Legis- 
1 iative  Council  which  at  present  is  studying  statutes  and 
problems  referring  to  the  care  of  the  mentally  ill. 

A representative  of  the  Virginia  Advisory  Legislative 
Council  met  with  the  Committee  and  gave  a report  on 
some  of  the  proposed  changes  in  laws  pertaining  to  the 
[ commitment  of  mentally  ill  patients,  as  well  as  other  laws 
pertaining  to  this  type  of  patient. 

The  Mental  Hygiene  Committee  would  like  to  recom- 
; mend : 

j 1.  That  the  question  of  restoration  of  driver’s  license 
without  penalty  for  the  patients  who  have  been 
treated  for  mental  or  emotional  illness  be  given 
favorable  consideration. 

2.  That  medical  facilities  in  general  hospitals  be  the 
places  of  custody  for  mental  or  emotional  illness 
pending  transfer  to  a psychiatric  hospital. 

The  Council  on  Mental  Health  of  the  American  Medical 
' Association  is  strongly  urging  that  a mental  hygiene 
committee  be  formed  in  the  Woman’s  Auxiliary  of  the 
I State  Medical  Societies  and  that  the  chairman  of  their 
' committee  be  invited  to  sit  in  as  a permanent  guest  mem- 
' ber  at  each  of  the  meetings  of  the  Mental  Hygiene  Com- 


mittee. We  hope  this  can  be  carried  out,  because  it  is  felt 
that  such  a liaison  would  help  not  only  the  Woman’s 
Auxiliary  program  but  would  be  of  extreme  help  to  us 
in  getting  our  own  goals  accomplished. 

The  Committee  would  like  to  recommend  and  urge  the 
further  study  and  consideration  of  the  problem  of  pro- 
fessional education  to  widen  the  profession's  under- 
standing of  problems  relating  to  mental  hygiene.  We 
hope  this  will  take  a high  place  in  any  future  mental 
hygiene  program. 

The  use  of  tranquilizing  drugs  by  physicians  in  general 
practice  has  increased  to  a considerable  extent,  and  it 
is  felt  by  some  that  they  may  be  used  excessively  in 
occasional  instances.  It  is  felt  wise  to  issue  a note  of 
caution,  realizing  that  these  drugs  have  not  been  in  use 
long  and  that  careful  observation  should  be  made  as  to 
the  appearance  of  side  effects. 

The  state  hospitals  are  using  these  tranquilizing  drugs 
extensively,  but  because  of  the  high  cost  and  unavailable 
funds  they  have  not  been  able  to  furnish  them  for  more 
than  a brief  period  to  patients  who  have  left  the  hos- 
pital. It  is  hoped  that  some  means  can  be  worked  out 
so  that  such  medicine  will  be  furnished  to  the  indigent. 
The  sending  of  clinical  reports  to  physicians  and  treat- 
ment-recommendations to  the  family  physician  on  release 
of  a patient  from  a mental  hospital  are  to  be  encouraged, 
and  to  a limited  extent  this  is  being  done  now  by  our 
mental  hospitals. 

The  Chairman  wishes  to  express  to  the  remainder  of 
this  committee  and  to  Mr.  Robert  I.  Howard,  Executive 
Secretary-Treasurer  of  The  Medical  Society  of  Virginia, 
his  appreciation  for  their  cooperation  and  assistance  in 
the  formulation  of  this  report. 

J.  Rudolph  Saunders,  M.D.,  Chairman 

Joseph  R.  Blalock,  M.D. 

Thomas  S.  Edwards,  M.D. 

John  T.  T.  Hundley,  M.D. 

R.  Coleman  Longan,  Jr.,  M.D. 

John  B.  McKee,  M.D. 

G.  Edmund  Stone,  M.D. 

Conservation  of  Hearing 

Your  committee  on  the  conservation  of  hearing  is  proud 
to  report  substantial  activity  in  this  field  during  the  past 
year.  Under  the  able  direction  of  Drs.  Peter  Pastore  and 
G.  S.  Fitz-Hugh,  the  Departments  of  Otology  in  Virginia’s 
two  medical  schools  have  conducted  a broad  program  of 
detecting  and  treating  hearing  disorders.  With  the  acquisi- 
tion of  a mobile  unit,  the  Virginia  Hearing  Foundation, 
under  the  leadership  of  Dr.  Fletcher  Woodward  and  the 
University  of  Virginia  Speech  and  Hearing  Clinic  (Dr. 
James  Mullendore,  Director)  has  conducted  an  extended 
study  of  hearing  defects  in  school  children  of  Virginia, 
especially  in  rural  areas. 

The  Medical  College  of  Virginia  Hearing  Center  (S. 
James  Cutler,  Audiologist)  has  not  only  provided  services 
to  over  three  thousand  patients  in  all  areas  of  audiology, 
but  also  has  opened  a pre-school  class  for  deaf  children 
and  a group  adult  program  of  lip  reading  instruction. 

In  the  Eastern  part  of  the  State  the  Kiwanis  Club  of 
Portsmouth  has  sponsored  a workshop  for  those  children 
found  deficient  in  hearing  and  speech.  In  Norfolk  work 
is  progressing  toward  the  establishment  of  a Speech  and 
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Hearing  Center  to  broaden  the  present  efforts  in  detecting 
hearing  problems  in  the  school  population. 

Your  committee  has  encouraged  a program  of  training 
teachers  and  clinicians  in  hearing  problems  and  establish- 
ing centers  for  the  testing  and  treating  of  hearing  dis- 
orders. There  is  need  in  the  state  of  a program  of  fun- 
damental research  in  Otology.  It  is  heart  warming  to 
hear  of  the  enthusiasm  marking  the  activity  in  the  con- 
servation of  hearing  with  increased  vigor  each  year. 

Francis  H.  McGovern,  M.D.,  Chairman 

Cary  N.  Moon,  Jr.,  M.D. 

Gordon  Harrell,  M.D. 

Fletcher  D.  Woodward,  M.D. 

Neil  Callahan,  M.D. 

James  R.  Gorman,  M.D. 

Cal  T.  Burton,  M.D. 

National  Legislation 

This  committee  has  worked  very  closely  with  the 
Washington  Office  of  the  A.M.A.  The  A.M.A.  Office 
screens  all  bills  introduced  in  Congress  for  possible  med- 
ical implications.  It  is  surprising  how  many  such 
“mousetraps”  are  hidden  in  the  maze  of  bills,  amend- 
ments, riders,  etc.  The  Washington  Office  keeps  your 
committee  informed  concerning  these  bills. 

Your  committee  chairman  in  turn  notifies  the  other 
members  of  the  committee  (one  in  each  Congressional 
District),  and  they  in  turn  contact  their  legislators. 

This  seems  to  he  working  quite  well  in  informing  both 
doctors  and  legislators.  I'his  is  important  for  in  many 
instances  a superficial  reading  of  proposed  legislation 
will  not  reveal  the  possible  consequences  of  which  the 
legislators  would  really  like  to  be  informed.  With  the 
great  mass  of  bills  introduced  it  is  impossible  for  our 
Senators  and  Representatives  to  study  each  one  in  de- 
tail, hence,  it  is  up  to  us  to  keep  them  informed.  The 
cooperation  of  the  members  of  The  Medical  Society  of 
Virginia  is  earnestly  retjuested  when  they  are  called  on 
for  help. 

Vincent  W.  Archer,  M.D.,  Chairman 

National  Emergency  Medical  Service 

We  are  pleased  to  report  considerable  progress  in  our 
efforts  to  prepare  the  state  and  the  medical  and  allied 
professions  for  service  should  disaster  occur.  This  was 
evidenced  in  the  prompt  mobilization  of  forces  last  Feb- 
ruary when  Southwest  Virginia  was  flooded.  Civil  De- 
fense workers,  the  local  and  state  health  departments,  and 
private  physicians  and  nurses  responded  immediately 
and  soon  had  the  situation  well  in  hand,  including  im- 
munization against  typhoid. 

A full-time  public  health  nurse  is  now  assigned  to  the 
office  of  Civil  Defense -and  covers  the  entire  state.  Three 
excellent  conferences  for  nurses  have  been  held  with  a 
total  attendance  of  about  1053,  on  mass  care  of  casual- 
ties as  regards  nursing.  This  same  nurse  has,  with  the 
cooperation  of  the  Home  Demonstration  agents,  insti- 
tuted conferences  for  non-professional  women,  at  which 
time  they  study  Home  Protective  Exercises. 

All  local  health  directors  now  have  definite  plans  for 
disaster  preparedness,  and  a manual  is  being  compiled 
which  should  be  a good  source  of  reference  should  dis- 
aster occur.  Certain  classes  in  sanitation  and  sanitary 
engineering  are  still  being  given  at  the  Robert  P.  Taft 


Sanitary  Engineering  Center  in  Cincinnati  by  the  U.  S. 
Public  Health  Service. 

There  are  at  present  four  complete  200-bed  emergency  b 
hospitals  in  the  state  with  sites  for  three  more  to  be  ap- 
proved. The  present  four  are  located  at  Winchester,  ji 
Roanoke,  Charlottesville  and  Richmond.  There  are  107  . 
First  Aid  Stations  on  hand  and  IS  on  order.  We  have 
45  tons  of  replacement  medical  supplies  in  the  Richmond  !a 
Quartermaster  Depot  and  a like  amount  at  the  Cheatham  ji* 
Annex,  Naval  Mine  Depot  in  Yorktown.  F.C.D.A.  has  i? 
stockpiled  medical  equipment  and  supplies  to  last  three  t) 
weeks  and  take  care  of  three  and  a half  million  casualties. 

A detailed  study  of  evacuatipn  of  the  critical  target  n 
areas  of  the  District  of  Columbia  and  Hampton  Roads  is  | 
under  way  and  plans  are  being  made  to  care  for  ap-  ( 
proximately  750,000  to  1,000,000  evacuees. 

Although  there  is  much  to  be  done,  particularly  in  the 
support  areas  which  comprise  the  greater  part  of  the 
state,  we  feel  gratified  with  the  years  accomplishments. 

W.  Ross  Southward,  Jr.,  M.D.,  Chairman 

Thomas  Smith,  M.D. 

Walter  P.  Adams,  M.D. 

E.  Cato  Drash,  M.D. 

James  L.  Hamner,  M.D. 

Alexander  McCausland,  M.D. 

Advisory  to  Woman’s  Auxiliary 

This  committee,  as  always,  has  been  ready  to  help  with 
any  of  the  problems  presented  to  it  from  the  Auxiliary. 

Your  chairman  and  vice-chairman  have  had  several 
meetings  with  members  of  the  executive  committee.  This 
has  been  mainly  for  the  purpose  of  helping  to  re-arrange  I 
their  budget.  In  addition,  we  have  been  asked  to  approve 
several  new  projects. 

Your  chairman  was  privileged  to  attend  their  board 
meeting.  He  was  impressed  with  the  reports  from  the 
component  groups.  Each  member  of  The  Medical  Society 
of  Virginia  should  realize  just  what  is  being  done  by 
the  Auxiliary,  and  should  in  every  way  uphold  and  en- 
courage them  in  the  valuable  work  they  are  doing  for 
good  medicine  in  our  State. 

It  is  a real  privilege  to  work  with  this  group. 

Charles  L.  Outland,  M.D.,  Chairman 

Donald  S.  Daniel,  M.D. 

William  V.  Rucker,  M.D. 

Paul  C.  Pearson,  M.D. 

Advisory  Heart 

Our  Committee  has  had  no  problems  presented  to  it 
and  has  had  no  meetings  and,  hence,  has  no  report  for 
this  year. 

Reno  R.  Porter,  M.D.,  Chairman 

C.  D.  Nofsinger,  M.D. 

Julian  R.  Beckwtth,  M.D. 

George  B.  Craddock,  M.D. 

Walter  Nalls,  M.D. 

Tuberculosis 

The  Committee  has  not  met  formally  this  year,  prima- 
rily due  to  the  fact  that  the  State  Legislature  did  not  meet 
and  there  was  no  Tuberculosis  Legislation  pending. 

The  Committee  has  served  in  an  advisory  capacity  for 
several  projects  of  the  Virginia  Trudeau  Society  with 
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particular  reference  to  case  fact  finding  studies  and  death 
certificate  reports  of  tuberculosis. 

William  H.  Barney,  M.D.,  Chairman 

WiLLiA.vi  E.  Apperson,  M.D. 

L.  R.  Broome,  M.D. 

Thomas  Hunnicutt,  Jr.,  M.D. 

John  A.  Sims,  M.D. 

Venereal  Disease  Control 

At  the  re<iuest  of  this  committee,  the  Venereal  Disease 
Control  Program  of  the  Virginia  State  Department  of 
Health  undertook  a survey  and  study  of  the  venereal 
disease  problem  in  an  attempt  to  more  clearly  delineate 
its  current  status  and  establish  guide  posts  for  continued 
effort  in  eventually  bringing  about  a maintained  control 
of  these  infections. 

The  first  problem  facing  those  engaged  in  this  activity 
was  to  determine  as  nearly  as  possible  the  accuracy  of 
morbidity  reporting  in  presenting  the  actual  incidence 
and  prevalence  of  the  diseases.  It  was  assumed  that  all 
public  health  clinics  were  reporting  all  infections  coming 
under  their  observation.  The  factor  needed  to  be  de- 
termined in  this  problem  was  how  complete  was  the  re- 
porting by  private  physicians.  A schedule  was  designed 
and  the  month  of  July  1956  was  selected  for  attempting 
to  ascertain  this  information.  During  the  month  of  June 
1956,  survey  schedules  were  sent  to  all  physicians,  hos- 
pitals, clinics,  and  institutions  in  the  State  of  Virginia. 
These  survey  schedules  constituted  a request  for  the 
physician  to  list  all  persons  seen  during  the  month  of 
July  1956  who  had  a venereal  disease.  Enough  informa- 
tion was  requested  to  determine  duration  of  the  disease 
and  for  nonduplications.  Reports  were  returned  from 
75%  of  the  physicians  and  hospitals  and  100%  of  the 
clinics  and  institutions.  The  tabulated  results,  with  no 
attempt  to  compensate  for  the  25%  of  the  physicians  and 
hospitals  who  failed  to  return  the  forms,  indicated  tliat 
+3%  of  the  syphilitic  infections  seen  by  all  four  of  these 
responsible  sources  were  not  reported  through  the  regular 
legally  established  morbidity  reporting  systems,  and  that 
85%  of  gonorrhea  infections  seen  were  not  reported. 

Assuming  this  discrepancy  between  infections  reported 
and  those  actually  seen  by  physicians,  hospitals,  etc.,  the 
prevalence  rate  for  Virginia  for  the  month  of  July  1956 
would  be  127.2  cases  per  100,000  population,  rather  than 
87.6  as  reported  through  established  morbidity  reporting 
procedures.  This  same  application  to  the  gonorrheal  in- 
fections would  change  the  rate  from  the  reported  183.6 
to  356.4  per  100,000  population. 

Originally,  the  survey  and  study  were  planned  to  show 
a comparison  between  the  month  of  July  1955  and  July 
1956,  and  such  a tabulation  gives  us  the  following: 


Rates  Per  100,000  Population 


Syphilis 

Reported  Morbidity 

July  1955  106.8 

July  1956  87.6 

G onorrhca 

Reported  Morbidity 

July  1955  224.4 

July  1956  183.6 


Adjusted  Morbidity 

145.2 

127.2 


Adjusted  Morbidity 
352.8 
356.4 


This  tabulation  indicates  that  there  was  a real  decrease 


in  syphilitic  infections,  but  that  there  was  a real  increase 
in  gonorrheal  infections,  although,  the  reported  rate  de- 
creased more  than  did  the  reported  rate  of  syphilitic  in- 
fections. If  we  applied  the  adaptation  to  the  July  1957 
figures,  we  would  show  a considerable  increase  of  the 
rate  per  population  unit  in  both  diseases,  but,  perhaps 
the  routine  morbidity  reporting  has  improved  since  the 
survey. 

What  is  the  venereal  disease  problem  in  Virginia  in 
1957?  During  the  six-month  period  ending  June  30,  1957, 
we  have  experienced  a 30%  increase  of  verified  lesion 
syphilis  over  the  two  prior  six-month  periods.  This  in- 
crease is  largely  due  to  several  small  epidemics  in  three 
widely  separated  areas  of  the  State — Franklin,  Greens- 
ville, and  Arlington-Fairfax  Counties.  These  three  chains 
of  infection  have  already  led  to  37  cases  of  lesion  syphilis 
and  20  cases  of  early  latent  syphilis.  Epidemiology  has 
been  thwarted  in  sev'eral  instances  by  lateness  of  report 
and  unwillingness  to  permit  interviewing  by  trained  pub- 
lic health  personnel.  Either  the  attack  rate  of  syphilis 
has  been  pushed  down  to  the  level  where  it  may  remain 
stationary  with  slight  fluctuations  or  our  complacency  re- 
sulting in  less  appropriations  and  program  has  haltered 
our  march  to  complete  control,  or  even  eventual  eradica- 
tion. For  the  past  three  fiscal  years,  the  rate  per  popula- 
tion unit  of  lesion  syphilis  has  remained  fairly  static. 

If  only  15%  of  the  diagnosed  cases  of  gonorrhea  seen 
in  private  practice,  have  been  reported  as  indicated  by 
the  survey  study,  how  many  cases  have  been  treated 
without  diagnosis?  The  total  number  of  gonorrheal  in- 
fections reported  has  been  continually  decreasing  since 
fiscal  year  1946,  but  there  were  still  743  cases  of  diag- 
nosed gonorrhea  reported  during  the  one  month  of  July 
1957.  For  fiscal  1956-57  there  were  800  cases  of  reported 
early  syphilis  and  6,751  cases  of  reported  gonorrhea  in 
the  State  of  Virginia. 

Thomas  W.  Murrell,  Jr.,  M.D.,  Chairman 
James  W.  Love,  M.D. 

Edward  P.  Cawley,  M.D. 

O.  H.  McCi.ung,  M.D. 

Jethro  H.  Irby,  M.D. 

Medicare  Advisory 

Your  Medicare  Advisory  Committee  has  had  three 
meetings  since  its  inception  and  has  considered  70  cases, 
62  of  which  have  been  completed  to  the  satisfaction  of 
the  physician  and  patient  concerned.  However,  due  to 
insufficient  information,  it  has  been  impossible  to  com- 
plete some  claims,  which  are  now  pending. 

The  physician  must  realize  that  the  fees  scheduled  in 
“Medicare  Schedules  of  Fees”  are  the  maximurns  and  the 
physician  is  not  obligated  to  charge  these  fees.  1 he 
physician  should  charge  his  regular  fee. 

When  the  charge  for  treatment  is  not  listed  in  “Medi- 
care Fees’’,  your  v'oucher  is  referred  to  the  Committee 
for  consideration.  We  attempt  to  find  similar  or  com- 
parable operations  or  treatment  in  “Medicare  Fee  Sched- 
ule’’ and  attempt  to  reach  an  agreeable  settlement  on  this 
basis. 

We  trust  you  will  help  us,  and  in  any  unusual  operation 
or  treatment,  send  us  a letter  of  explanation  to  enable  the 
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Committee  to  handle  your  claim  to  an  earlier  conclusion. 

W.  Linwood  Ball,  M.D.,  Chairman 

Guy  W.  Horsley,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

Mason  C.  Andrews,  M.D. 

Fletcher  J.  Wright,  Jr.,  M.D 

Maternal  Health 

The  Committee  on  Maternal  Health  met  at  the  Ro- 
tunda Club  in  the  Jefferson  Hotel,  Richmond,  July  31, 
1957,  with  Dr.  A.  Tyree  Finch  presiding.  All  members 
were  present. 

Dr.  Finch  stated  that  Dr.  Betty  Whitehead  and  Dr. 
Cary  Whitehead  accepted  an  invitation  to  appear  before 
the  Committee  to  state  their  reasons  for  wishing  to  have 
changes  made  in  the  Maternitj'  Hospital  Law. 

The  secretary  brought  to  the  attention  of  the  Com- 
mittee that  the  Attorney  General’s  office  was  not  able  to 
render  an  opinion  in  regard  to  the  interpretation  of  the 
Maternity  Hospital  Law  as  it  is  written.  Drs.  Finch, 
Ware  and  Shamburger  were  appointed  as  a committee 
to  meet  with  Mr.  Duval,  Lawyer,  State  Medical  Society, 
for  the  purpose  of  restating  the  present  law  for  clarifi- 
cation. The  report  of  the  conference  will  then  be  presented 
to  the  Committee  on  Maternal  Health  for  further  con- 
sideration. 

On  motion  of  Dr.  Groseclose,  seconded  by  Dr.  Ware, 
the  following  statement  was  unanimously  approved:  The 
Maternal  Health  Committee  of  The  Medical  Societj’  of 
Virginia  approves  that  all  facilities  in  the  State  of  Vir- 
ginia in  which  obstetrical  deliveries  occur  should  be 
governed  by  all  the  rules  and  regulations  and  meet  all 
the  standards  of  the  State  Maternity  Hospital  Law  in 
order  that  the  standards  of  obstetrical  practice  in  the  State 
of  Virginia  will  be  maintained  at  the  present  high  level 
and  be  improved  in  the  future.  The  present  Maternitv 
Hospital  Law,  in  the  opinion  of  this  Committee,  should 
be  clarified  to  meet  the  above  objective. 

The  program  for  the  section  on  obstetrics  and  g>’ne- 
cology  for  the  State  Medical  Society  meeting  in  Wash- 
ington, D.  C.,  in  October  was  reviewed.  Drs.  Finch,  Lat- 
ven,  Groseclose,  Hurt  and  Dunne  will  be  members  of  a 
panel  for  the  presentation  of  maternal  mortality  cases  at 
the  meeting.  The  panel  will  meet  at  breakfast  on  the 
day  of  the  program  to  complete  the  final  arrangements. 
Four  cases  were  chosen  for  possible  use  by  the  panel. 
Each  member  of  the  panel  is  to  have  a copy  of  each  case 
to  be  presented.  The  suggestion  was  made  that  each 
committee  member  be  prepared  for  discussion  of  the  case 
from  the  floor. 

Following  the  luncheon  hour  the  cases  of  maternal 
deaths  were  reviewed.  Four  slides  are  to  be  used  at  the 
State  meeting  showing:  (1)  Maternal  death  rate  for  the 
State  through  the  years  1928-1956.  (2)  The  total  deliveries 
and  deliveries  in  hospitals,  1936-1956.  (3)  Percentage 
deliveries  by  physicians  and  by  midwives,  1936-1956.  (4) 
Deaths  from  puerperal,  sepsis,  toxemia  and  hemorrhage, 
1931-1956. 

Dr.  Finch  suggested  that  the  Committee  members  con- 
sider changes  in  the  classification  now  used  for  maternal 
deaths  particularly  regarding  the  responsibility  of  the 
physician,  patient  and/or  community. 

Mason  C.  Andrews,  M.D. 


Garrett  Dalton,  M.D. 

James  J.  Dunne,  M.D. 

E.  S.  Groseclose,  M.D. 

W.  J.  Hagood,  M.D. 

George  S.  Hurt,  M.D. 

K.  Charles  Latven,  M.D. 

Walter  L.  McMann,  M.D. 

L.  L.  Shamburger,  M.D. 

W.  N.  Thornton,  M.D. 

H.  H.  Ware,  Jr.,  M.D. 

A.  Tyree  Finch,  M.D.,  Chairman 

American  Medical  Education  Foundation 

While  it  is  a bit  early  to  predict  just  how  successful  our 
1957  campaign  will  be,  your  Committee  can  report  that  a 
definite  improvement  was  shown  in  1956.  This  can  be  at- 
tributed to  the  excellent  ground  work  done  by  last  year’s 
Committee  and  also  an  improved  reporting  procedure 
adopted  by  Foundation  officials.  It  is  now  possible  to  secure 
an  accurate  breakdown  on  physicians  who  contributed  di- 
rectly through  the  American  Medical  Education  Founda- 
tion and  those  who  routed  their  contributions  through 
their  alumni  associations. 

During  1956,  722  Virginia  physicians  contributed  a 
total  of  $29,044.96  to  our  medical  schools,  and  even 
though  we  are  proud  of  this  achievement,  it  still  falls 
short  of  our  goal.  Your  Committee  wishes  to  point  out 
that  our  two  Virginia  medical  schools  received  grants 
last  year  from  the  Foundation  and  the  National  Fund  for 
Medical  Education  totaling  $97,510.50. 

Your  Chairman  attended  the  AMEF  Annual  Meeting 
of  State  Committee  Chairmen  in  Chicago  and  received 
a behind  the  scenes  look  at  the  tremendous  battle  being 
waged  to  keep  our  medical  schools  free.  A complete  re- 
port was  made  to  the  President  of  the  Society  and  mem- 
bers of  the  Committee. 

This  is  a continuing  battle,  and  if  we  are  to  success- 
fully prevent  government  encroachment  in  the  field  of 
medical  education,  it  is  necessary  that  each  member  of 
The  Medical  Society  of  Virginia  do  his  part.  Your  con- 
tribution is  needed  now ! 

Robert  Keeling,  M.D.,  Chairman 

House 

Your  House  Committee  is  pleased  to  report  that  the  ap- 
propriation of  $2,100.00  for  maintenance  of  the  Headquar- 
ters Building  during  the  current  year  has  not  been  ex- 
ceeded and  $897.39  remains  unexpended  after  subtracting 
the  $1,210.00  contributed  by  the  three  organizations  which 


share  office  space  with  The  Medical  Society  of  Virginia. 
Expenses  were  as  follows: 

Janitor  $1,044.00 

Janitor  Supplies 133.31 

Utilities  400.03 

Fuel  Oil  370.91 

Taxes  464.36 


Total  Cost $2,412.67 

Minus  Income  from  3 Offices 1,210.00 


Total  Cost  to  Medical  Society  of  Va $1,202.61 


Fortunately  there  were  no  expenses  for  Building  Re- 
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pairs  and  the  $500.00  budgeted  for  this  item  was  not 
needed  during  the  current  year. 

Fletcher  Wright,  M.D. 

Don  Daniel,  M.D. 

Harry  J.  Warthen,  M.D.,  Chairman 

State  Board  of  Nurse  Examiners 

The  Committee  to  Confer  with  the  State  Board  of 
Nurse  Examiners,  appointed  by  Dr.  James  D.  Hagood, 
President  of  The  Medical  Society  of  Virginia,  1956-1957, 
has,  at  the  time  of  this  writing,  had  no  formal  meetings 
and  no  requests,  either  from  physicians  or  nurses,  to 
consult. 

James  M.  Habel,  Jr.,  M.D.,  Chairman 

Andrew  D.  Hart,  M.D. 

John  R.  Mapp,  M.D. 

Frank  S.  Johns,  M.D. 

John  E.  Gardner,  M.D. 

Poliomyelitis 

The  development  of  an  effective  vaccine  for  the  pre- 
vention of  paralytic  poliomyelitis  during  the  past  two 
vears  was  greeted  by  the  public  with  great  interest  and 
enthusiasm — an  enthusiasm  which  the  medical  profession 
shared.  The  production  of  large  amounts  of  vaccine  by 
several  manufacturers  and  the  large  scale  inoculation 
programs  all  over  the  country  offered  at  last  a reasonable 
hope  that  paralytic  poliomyelitis  was  under  control. 
Everyone  wished  protection  from  this  disease. 

Last  year  the  unfortunate  experience  of  one  large 
vaccine-producing  firm  on  the  West  Coast  was  a sober- 
ing influence  that  slowed  down  the  programs  then  develop- 
ing. However,  the  Federal  Government  had  by  this  time 
entered  the  picture  with  a large  appropriation  for  vac- 
cine and  most  of  the  states  began  extensive  inoculation 
drives  with  the  new  vaccine.  Virginia  was  one  of  the 
first  states  to  start. 

The  Medical  Society  of  Virginia  was  called  on  to  assist 
the  State  Health  Department  in  determining  how  the 
vaccine  should  be  given.  No  state  funds  were  available 
at  the  time  from  any  source  for  the  purchase  of  vaccine. 
We  are  informed  by  the  State  Health  Officer  that  during 
the  period  in  which  the  Poliomyelitis  Vaccination  Assist- 
ance Act  of  1955  was  in  operation  the  State  of  Virginia 
requested  all  of  the  vaccine  allotted  to  the  State  under 
the  Act.  During  the  operation  of  the  Act  up  to  December, 
1956,  1,583,993  cc.  of  vaccine  had  been  given.  On  January 
16,  1957,  only  6,120  cc.  of  allocated  but  unrequested  vac- 
cine remained  in  the  state  health  agency. 

In  the  initial  stages  of  the  Poliomyelitis  Assistance  Act 
the  Special  Committee  of  The  Medical  Society  of  Virginia 
advised  the  State  Health  Officer  that  the  entire  amount 
of  vaccine  should  be  distributed  for  the  vaccination  of 
the  five  to  nine  year  old  age  group  which  were  declared 
at  that  time,  to  be  most  in  need  of  protection.  The  Com- 
mittee also  advised  that  no  vaccine  should  be  allocated 
for  commercial  distribution.  Later,  other  age  groups  and 
pregnant  women  were  added  to  the  priority  groups.  All 
these  groups  were  provided  vaccine  at  mass  clinics  under 
the  sponsorship  and  direction  of  the  State  and  local  health 
departments.  Every  county,  city  and  town  in  Virginia 
save  one  small  county  participated  in  the  program  in 
various  degrees.  During  the  summer  of  1956  the  pro- 


duction of  vaccine  proceeded  in  good  volume.  In  the  early 
fall  and  winter  of  1956,  however,  interest  and  enthusiasm 
in  poliomyelitis  protection  rapidly  subsided  and  consider- 
able stocks  of  the  vaccine  began  to  accumulate  in  the 
health  departments.  At  the  end  of  1956  production  was 
then  about  equal  to  demand. 

Because  of  the  rapid  loss  of  interest  in  the  prevention 
of  paralytic  poliomyelitis  after  the  summer  season  of  1956, 
the  American  Medical  Association  called  a meeting  of 
State  Medical  Society  representatives  in  Chicago,  January 
26,  1957.  The  Chairman  of  the  Virginia  Poliomyelitis  Com- 
mittee attended.  After  receiving  reports  from  Dr.  Jonas 
Salk,  the  U.  S.  Public  Health  Service  and  many  state  and 
local  medical  societies,  the  conference  recommended  that 
all  state  and  local  medical  societies  should  start  at  once  to 
organize  state  wide  immunization  drives  before  the  sum- 
mer of  1957. 

The  Virginia  Poliomyelitis  Committee  met  soon  there- 
after and  devised  plans  for  a state-wide  drive  to  start 
in  April,  1957.  At  the  same  time  the  Virginia  state  office 
of  the  National  Foundation  for  Infantile  Paralysis,  desir- 
ing to  promote  more  widespread  inoculations,  advised 
local  chapters  that  they  could  use  a portion  of  their  local 
funds  for  the  purchase  of  vaccine.  These  local  funds 
when  deposited  with  official  agencies  could  buy  vaccine 
at  a greatly  reduced  figure.  This  fiscal  arrangement  made 
it  possible  for  a large  number  of  persons  to  obtain  pro- 
tection at  little  or  no  cost. 

Many  local  communities  took  advantage  of  this  pro- 
posal and  have  carried  on  extensive  programs  in  which 
large  numbers  of  persons  of  all  ages  have  been  vaccinated. 
In  this  connection,  the  Norfolk  and  Roanoke  County 
Medical  Societies,  the  Richmond  Academy  of  Medicine, 
physician  groups  in  Middlesex  County  and  in  the  Bowling 
Green  area,  conducted  drives  in  cooperation  with  the 
local  health  departments  and  lay  organizations.  This 
large  demand  left  little  vaccine  available  for  programs  to 
be  sponsored  by  the  local  medical  societies.  For  this 
reason,  many  of  the  local  programs  were  abandoned  or 
postponed  until  supplies  were  adequate.  Vaccine  through 
commercial  channels  has  only  become  available  in  good 
quantity  in  the  past  month. 

Much  remains  to  be  done  in  a continuing  drive  to  com- 
plete the  program  of  inoculation  that  has  been  started 
and  to  encourage  physicians  to  give  Salk  vaccine  as  a 
routine  procedure  to  all  children  as  well  as  young  adults 
who  are  now  most  in  need  of  protection. 

Now  that  the  vaccine  is  available  in  unlimited  amounts 
it  is  hoped  that  local  medical  societies  will  reshape  their 
plans  for  an  inoculation  drive  during  the  coming  year 
until  all  age  groups  throughout  the  State  are  protected. 

J.  D.  Beale,  Jr.,  M.D. 

Charles  B.  Bray,  Jr.,  M.D. 

McLe.more  Birdsong,  M.D. 

E.  A.  Harper,  M.D. 

Mason  Ro.maine,  M.D. 

Lee  Sutton,  M.D. 

R.  C.  Hood,  M.D.,  Chairman 

Federal  Medical  Services 

Your  Committee  on  Federal  Medical  Services  has,  this 
year,  devoted  most  of  its  time  to  a review  of  the  Veterans 
Medical  Care  Program  and  its  attending  schedule  of 
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fees.  With  few  exceptions,  the  schedule  has  remained 
basically  unchanged  since  its  approval  in  1947. 

The  Washington  Office  of  the  Veterans  Administration 
has  been  most  cooperative  and,  as  a result,  the  Commit- 
tee has  negotiated  what  it  believes  to  be  a much  more 
realistic  schedule.  This  schedule  went  into  effect  on 
September  1 and,  in  all  probability,  each  participating 
physician  now  has  a copy.  In  this  connection,  members 
are  urged  to  advise  the  Committee  of  any  changes  which 
they  feel  are  in  order.  This  information  will  prove  most 
helpful  during  future  negotiations. 

The  Committee  continues  to  watch  developments  with 
reference  to  Medicare.  A careful  review  of  the  program 
would  seem  to  be  in  order  before  the  Society  undertakes  to 
negotiate  a new  contract  in  1958. 

John  T.  Hazel,  M.D.,  Chairmiin 

Society  Headquarters  Building 

The  Society  Headquarters  Building  Committee  of  The 
Medical  Society  of  Virginia  has  met  three  times  during 
the  year  and  can  report  the  successful  completion  of  all 
ground  work  necessary  before  actual  construction  of  the 
new  building  begins. 

An  attractive  and  spacious  lot  has  lieen  obtained  in  one 
of  the  prettiest  sections  of  Richmond's  West  End  and 
will  serve  as  the  perfect  setting  for  a building  which 
will  offer  a blend  of  beauty  and  dignity. 

Vour  Committee  has  approved  the  architect’s  final 
plans  for  the  building  and  construction  bids  will  have 
been  received  by  the  time  of  the  annual  meeting.  Costs, 
thus  far,  have  remained  well  within  the  budget  authorized 
by  the  House  of  Delegates  and  the  Committee  will  con- 
tinue to  exercise  the  utmost  care  in  this  respect. 

The  plans  have  been  drawn  with  service  as  the  fore- 
most consideration,  and  the  headquarters  will  contain 
those  features  so  necessary  for  dependable  efficient  opera- 
tion. It  will  serve  not  only  as  the  center  of  Society 
activities,  but  also  as  a workshop  for  Committees,  special- 
ty groups  and  individual  members. 

The  ground  level  will  contain  offices,  work  and  storage 
rooms,  a v'ault  for  old  and  priceless  records,  visitors’ 
waiting  room  and  a conference  room  which  will  seat 
55  comfortably. 

Immediately  over  the  conference  room  will  be  the  of- 
fices of  the  Virginia  Academy  of  General  Practice  and 
other  allied  groups.  Thus,  the  new  headquarters  will, 
in  fact,  become  the  center  of  much  of  the  medical  organi- 
zational work  in  Virginia. 

Spacious  parking  facilities  will  be  available  in  the 
special  off  street  parking  area  in  front  of  the  building — 
a feature  sorely  needed  in  these  days  of  “modern  living’’. 

Vour  Committee  sincerely  believes  that  the  new  head- 
quarters will  be  a building  in  which  each  member  can 
take  great  pride. 

James  P.  King,  M.D.,  Chairman 

W.  Linwood  Ball,  M.D. 

Guy  W.  Horsley,  M.D. 

Fletcher  J.  Wright,  Jr.,  M.D. 

Louis  P.  Bailey,  M.D. 

Insurance 

The  Insurance  Committee  had  its  final  meeting  on 
August  7,  and  received  the  annual  report  of  the  Saint 


Paul-Mercury  Company  on  the  professional  liability  pro- 
gram. The  original  agreement  between  the  carrier  and 
the  Society  called  for  a report  at  least  once  a year.  A 
progress  report  cn  the  sickness  and  accident  program 
was  also  received  from  the  Loyalty  Group. 

Mr.  Andrew  Sale,  State  Agent  for  Saint  Paul,  pre- 
sented the  liability  insurance  report.  Since  February  of 
this  year  two  hundred  new  subscribers  have  been  en- 
rolled, bringing  the  total  members  covered  under  the 
program  to  five  hundred  and  thirty.  If  we  deduct  the 
doctors  in  the  small  towns  and  those  working  for  the 
State  who  have  never  carried  any  form  of  liability  cov- 
erage, this  represents  better  than  one-fifth,  probably  nearer 
one-fourth  of  the  insurable  membership.  The  premium 
volume  for  the  first  six  months  of  1957  was  more  than 
that  of  the  entire  year  of  1956. 

Although  a number  of  claims  were  reported,  the  Com- 
mittee was  pleased  to  learn  that  the  cost  and  the  reserve 
involved  was  comparatively  small,  only  one  claim  of  any 
magnitude  being  reported.  It  was  learned  that  this 
case  had  been  reviewed  by  the  local  insurance  commit- 
tee, and  that  the  physician  concerned  had  agreed  to 
abide  by  its  recommendation.  As  a result,  the  case  will 
be  defended. 

The  thought  was  expressed  in  Committee  that  per 
haps  the  opinion  of  local  Committees  could  actually  prove 
a disadvantage  in  court.  The  opinion  of  Mr.  Duval  was 
requested  and  he  sees  no  reason  why  local  committees 
should  not  continue  to  assist  carriers  to  determine  whether 
or  not  a claim  should  be  settled  or  defended.  Since  this 
is  a state  program,  the  appointment  of  Committees  would 
seem  a proper  action. 

It  was  reported  that  the  State  Insurance  Commissioner 
had  raised  certain  objections  to  a letter  which  was  sent 
out  to  the  members  over  the  Committee’s  signature.  This 
letter  informed  the  membership  that  the  Society’s  plan 
had  not  raised  its  premium  rates,  although  those  com- 
panies belonging  to  the  National  Bureau  of  Casualty 
Underwriters  had  actually  increased  their  surgical 
premiums  by  17.2%  (in  Virginia).  Another  letter  of 
clarification  to  the  membership  has  been  suggested  by  the 
Saint  Paul  Company  and  approved  by  the  Insurance  Com- 
mittee. This  letter  is  being  processed  for  mailing. 

Mr.  George  McDowell  reported  for  the  Loyalty  Group, 
which  now  has  1,400  members  covered  for  sickness  and 
accident  benefits.  The  carrier  is  satisfied  with  the  ex- 
perience of  the  plan.  Mr.  McDowell  mentioned  that 
within  the  past  two  years  the  plan  has  been  improved, 
especially  with  reference  to  aviation  provisions.  Any 
members  of  the  Society  who  have  not  been  in  practice 
more  than  five  years,  may  avail  themselves  of  this  cov- 
erage without  underwriting  restrictions  if  they  apply 
within  forty  days. 

The  question  of  paying  insurance  claims  from  the  home 
office  was  brought  up,  and  it  was  explained  that  this 
method  has  proven  much  more  satisfactory,  and  avoids 
any  possibility  of  delay.  It  was  emphasized,  however, 
that  the  Loyalty  Group  Plan  was  adopted  by  the  Society 
with  the  understanding  that  administration  and  payment 
of  claims  would  be  at  the  local  level. 

Mr.  Howard  has  had  correspondence  with  several  new 
members  who  had  tried  to  get  this  insurance  and  were 
unable  to  obtain  the  coverage  that  they  requested.  This, 
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too,  will  be  brought  to  the  attention  of  the  home  office. 

A number  of  insurance  companies  have  presented  pro- 
posals for  other  types  of  insurance  such  as  (1)  major 
hospital  coverage,  (2)  business  expense  and  (3)  group 
life.  However,  it  was  the  opinion  of  your  Committee  that 
until  such  time  that  a definite  need  is  shown,  it  might  be 
best  for  such  programs  to  be  by-passed — at  least  tempo- 
rarily. 

The  Committee  urges  that  an  effort  be  made  to  follow 


through  on  the  promotion  of  the  sickness  and  accident  and 
the  professional  liability  programs  at  the  local  level. 

Frank  A.  Farmer,  M.D.,  Chairman 
W.  D.  Lewis,  M.D. 

Guy  VV.  Horsley,  M.D. 

James  L.  Chitwood,  M.D. 

Charles  V.  Amole,  M.D. 

VV.  Cai.i.ier  Salley,  M.D. 

Louis  F.  Bailey,  M.D. 


DELEGATES  TO  1957  MEETING 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 

VV'here  no  name  is  listed  it  is  indicative  that  no  delegate  Delegates 


or  alternate  was  reported. 
Delegates 


' Accomack 

Dr.  Donald  F.  Fletcher,  Jr. 

' Albemarle 

Dr.  C.  G.  Pearson 
Dr.  M.  D.  Foster 
Dr.  G.  D.  Spence 
Dr.  T.  S.  Edwards 
Dr.  Cary  Moon,  Jr. 

Alexandria 
Dr.  Ben  C.  Jones 
Dr.  Richard  E.  Palmer 

Alleghany-Bath 

Amherst-Nelson 

!.  Arlington 

Dr.  Lloyd  B.  Burk,  Jr. 

I,  Dr.  VV^illiam  D.  Dolan 

Augusta 

Dr.  Edward  VV^atkins 
Dr.  Thomas  G.  Bell 
Dr.  Charles  L.  Savage 

Bedford 
Dr.  V\'.  V.  Rucker 

Botetourt 

Buchanan-Dickenson 
Dr.  J.  C.  Moore 
Dr.  T.  C.  Sutherland 

Charlotte 

Culpeper 
Dr.  C.  G.  Finney 

Danville-Pittsylvania 
Dr.  Snowden  C.  Hall,  Jr. 
Dr.  J.  J.  Neal 


Alternates 

Dr.  W.  A.  Eskridge 

Dr.  R.  S.  Blackman 
Dr.  H.  L.  Smith,  J r. 
Dr.  J.  B.  Twyman 
Dr.  J.  R.  Morris,  Jr. 
Dr.  James  Andrews 

Dr.  John  A.  Sims 
Dr.  John  C.  Watson 


Dr.  Edmund  P.  Naccash 
Dr.  Stephen  J.  Slieehy 
Dr.  Joseph  Stein 

Dr.  G.  C.  Campbell 
Dr.  Treacy  O’Hanlan 
Dr.  VV^m.  G.  Painter 

Dr.  O.  B.  Darden 


Dr.  J.  S.  Richardson 
Dr.  J.  P.  Sutherland 


Dr.  J.  Bernard  Jones 

Dr.  F.  M.  McGovern 
Dr.  D.  L.  Arey 


Fairfax 

Dr.  I'homas  E.  Haggerty 
Fauquier 

Dr.  James  L.  Dellinger 
Dr.  William  R.  Pretlow 

Floyd 

Fourth  District 
Dr.  W.  B.  Bishop 
Dr.  K.  S.  Freeman 
Dr.  W.  J.  Ozlin 
Dr.  Chas.  \V\  Scott 

Fredericksburg 

Halifax 

Dr.  W.  Lloyd  Eastlack 

James  River 
Dr.  J.  H.  Yeatman 
Dr.  W.  A.  Pennington 
Dr.  Russell  Snead 

Lee 

Dr.  tL  B.  Setzler 
Loudoun 
Louisa 

Lynchburg  Academy 
Dr.  R.  F.  Hawkins 
Dr.  John  Morris,  Jr. 

Dr.  B.  Kyle  Mundy 

Mid-Tidewater 
Dr.  J.  VV'.  Chinn 
Dr.  A.  L.  Van  Name,  Jr. 
Dr.  Carl  Broaddus 
Dr.  Thomas  Smith 
Dr.  R.  B.  Bowles 
Dr.  J.  R.  Parker 
Dr.  A.  W.  Lewis,  Sr. 

Dr.  E.  A.  Lewis 


A Iternales 


Dr.  John  Prominski 


Dr.  Paul  K.  Candler 
Dr.  Martin  B.  Hiden 


Dr.  E.  M.  Bane 
Dr.  Dan  Baugh 
Dr.  R.  D.  Keeling 
Dr.  Eppes  Harris 


Dr.  W.  D.  R.  Driscoll 


Dr.  A.  C.  Whitley 
Dr.  Garland  Dyches 


Dr.  T.  S.  Ely 


Dr.  Edward  Calvert 
Dr.  Carol  Rice 
Dr.  Edwin  Warren 
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Delegates 


Alternates 


Alternates 


Norfolk 

Dr.  William  L.  Taliaferro 
Dr.  Harry  Frieden 
Dr.  Mallory  S.  Andrews 
Dr.  Karl  K nneth  Wallace 
Dr.  Samuel  M.  McDaniel 
Dr.  Mason  C.  Andrews 
Dr.  W.  Callier  Salley 
Dr.  Bernard  Lidman 


Dr.  Bernard  L.  Parrish 
Dr.  Marvin  S.  Herrington 
Dr.  John  Alexander  Cocke 
Dr.  Lemuel  E.  Mavo 
Dr.  Cullen  M.  McCoy 
Dr.  H.  C.  Meredith,  jr. 

Dr.  Donald  T.  Faulkner 
Dr.  R.  M.  Reynolds 


Northampton 
Dr.  John  R.  Mapp 

Northern  Neck 
Dr.  Horace  Kerr 
Dr.  Melvin  B.  Lambertli 
Dr.  J.  M.  Booker 
Dr.  Paul  C.  Pearson 
Dr.  Charles  Y.  Griffith 

Northern  Virginia 
Dr.  James  Holsinger 
Dr.  H.  P.  Maccubin 
Dr.  D nnis  P.  McCarty 
Dr.  Harold  D.  Miller 
Dr.  John  Snead 
Dr.  Frank  Tappan 

Orange 

Patrick-Henry 
Dr.  W.  N.  Thompson 
Dr.  H.  C.  Foster,  J r. 

Portsmouth  Academy 
Dr.  Russell  M.  Cox 
Dr.  Kalford  W . Howard 

Princess  Anne 
Dr.  Ira  Hancock 

Richmond  Academy 

Dr.  Elam  C.  Toone,  Jr. 
Dr.  William  A.  Young 
Dr.  Daniel  D.  Talley,  HI 
Dr.  James  B.  Stone 
Dr.  Webster  P.  Barne.s 
Dr.  M.  M.  Pinckney 
Dr.  W.  Linwood  Ball 
Dr.  Stuart  Ragland,  Jr. 
Dr.  Reuben  Simms 


Dr.  John  R.  Hamilton 


Dr.  Norman  R Tingie 
Dr.  Martel  J.  Dailey 
Dr.  Harold  E.  Sisson 
Dr.  C.  Harper  M'ard 


Dr.  Fred  Maphis,  Jr 
Dr.  M.  J.  W.  White 
Dr.  E.  B.  Sherman 
Dr.  George  Murphy 
Dr.  C.  L.  Riley 
Dr.  Carrol  Iden 


Dr.  E.  T.  McNamee 
Dr.  L.  A.  Faudree 
Dr.  H.  H.  Price 


Dr.  M.  H.  Hood 
Dr.  George  H.  Carr 


Dr.  Robert  Venner 


Dr.  John  W.  Powell 

Dr.  Carl  Meador 

Dr.  Willard  Fitch 

Dr.  F.  P.  Moore,  II 

Dr.  J.  Robert  Massie,  Jr 

Dr.  \\'.  B.  Blanton,  Jr 

Dr.  Leslie  Rose 

Dr.  William  H.  Higgins,  Jr 

Dr.  William  Hill 


Delegates 

Dr.  John  P.  Lynch 
Dr.  Rex  Blankinship 
Dr.  Wellford  C.  Reed 
Dr.  A.  G.  Brown,  III 
Dr.  Charles  M.  Nelson 

Roanoke  Academy 
Dr.  M.  A.  Johnson,  III 
Dr.  William  H.  Kaufman 
Dr.  Alexander  McCausland 
Dr.  Charles  H.  Peterson 
Dr.  Harry  B.  Stone,  Jr. 

Dr.  Philip  C.  Trout 

Rockbridge 
Dr.  Brooke  B.  Mallory 

Rockingham 
Dr.  N.  M.  Canter,  Jr. 

Dr.  B.  W.  Nash 

Russell 

Scott 

Southwestern  Virginia 
Dr.  W.  E.  Malin 
Dr.  George  B.  Kegley 
Dr.  Moir  G.  Martin 
Dr.  W.  Fred  Delp 
Dr.  J.  Scott  Shaffer 
Dr.  Charles  R.  Duncan 
Dr.  Joseph  J.  Eller 
Dr.  Seab  A.  Tuck 
Dr.  Virgil  O.  Choate 

Tazewell 

Dr.  Dorris  A.  Cunningham 

Tri-County 
Dr.  W.  H.  Chapman,  Jr. 

Dr.  Henry  Gardner 
Dr.  F.  Ivan  Steele 
Dr.  Lawrence  J.  Stetson 

Warwick-Newport  News 
Dr.  R.  V.  Buxton 
Dr.  J.  W.  Carney 
Dr.  E.  V.  Siegel 

Williamsburg-James  City 
Dr.  Ben  1.  Painter 

Wise 

Dr.  Thomas  J.  Tudor 
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Dr.  William  H.  Harris,  Jr. 
Dr.  Thomas  F.  Coates,  Jr. 
Dr.  Robley  D.  Bates,  Jr. 
Dr.  John  D.  Call 
Dr.  A.  1.  Dodson,  Jr. 

Dr.  David  S.  Garner 
Dr.  K.  D.  Graves 
Dr.  George  Hurt 
Dr.  Charles  I rvin 
Dr.  Daniel  Leavitt 
Dr.  E.  B.  Neal 

Dr.  L.  A.  Micou 

Dr.  C.  F.  Armentrout 


Dr.  S.  W.  Huddle 
Dr.  Rufus  Brittain 
Dr.  J.  G.  Cox 
Dr.  H.  B.  Brown,  Jr. 
Dr.  H.  C.  Spencer 
Dr.  Ray  H.  Grubbs 
Dr.  C.  C.  Hatfield 
Dr.  E.  L.  Bagby 
Dr.  J.  B.  Spinks 

Dr.  Mary  E.  Johnston 

Dr.  M.  A.  Michael 
Dr.  J.  W.  Lambdin 
Dr.  Hugh  Warren 
Dr.  Philip  Thomas 

Dr.  F.  A.  Carmines 
Dr.  F.  N.  Thompson 
Dr.  J.  W.  Tankard 

Dr.  Herman  Bailey 

Dr.  W.  B.  Barton 


ViRGINI.A  MeDIC.AL  MONTHLY 


SCIENTIFIC  EXHIBITS 


Office  Treatment  of  Common  Foot  Conditions — Forrest 
M.  Swisher,  M.D.,  and  James  M.  Masterson,  M.D., 
Arlington 

Episio  perineorrhaphy — Williams  Bickers,  M.D.,  Rich- 
mond 

Carbon  Dioxide  for  Retro  peritoneal  Pneumography — 
Robert  McLelland,  M.D.,  Ralph  R.  Landes,  M.D.,  and 
Charles  L.  Ransom,  M.D.,  Danville 

Treatment  of  Viral  Diseases  ‘with  a Lipo-Protein-Nucleic 
Acid  Complex  (Reticulose) — Robert  H.  Anderson,  M.D., 
William  B.  Wilkins,  M.D.,  and  Ralph  M.  Thompson, 
M.D.,  Alexandria. 

Hip  Disease  in  Children — Virgil  R.  May,  Jr.,  M.D.,  and 
William  Minor  Deyerle,  M.D.,  Richmond 

Reconstructive  Surgery  of  the  Hand — C.  C.  Coleman,  Jr., 
M.D.,  Richmond 

The  Hands  in  Arthritis — Joseph  A.  Kiesel,  M.D.,  Wash- 
ington, D.  C. 

Bladder  Neck  Obstruction  in  Infants — Joseph  W.  Hooper, 
Jr.,  M.D.,  and  R.  Bryant  Hare,  Jr.,  M.D.,  Wilming- 
ton, N.  C. 

N crw  Concepts  of  Sex  Differentiation — Guy  Hollifield, 

M. D.,  K.  R.  Crispell,  M.D.,  William  Parson,  M.D.,  W. 

N.  Thornton,  Jr.,  M.D.,  and  G.  A.  Williams,  M.  D., 
Charlottesville 

Joint  and  Bone  Disease  Due  to  Mycotic  Infection — Elam 
C.  Tcone,  Jr.,  M.D.,  and  John  J.  Kelly,  III,  M.D., 
Richmond 

Steroid  Therapy  of  Rheumatic  Fever — Carolyn  Moore  Mc- 
Cue,  M.D.,  Richmond 


Safety  in  Operations  for  Mitral  Stenosis — William  L. 
Jamison,  M.D.,  Washington,  D.  C. 

Operative  Cholangiography — John  D.  Adams,  M.  D., 
George  N.  Chucker,  M.D.,  and  Thomas  N.  Warren, 
M.D.,  Clifton  Forge 

The  Cardiac  Silhouette  in  Ne<wborn  Infants — IV hat  Sig- 
nificance— George  Cooper,  Jr.,  M.D.,  and  James  Carter, 
M.D.,  Charlottesville 

Otosclerosis — Diagnosis  and  Treatment — Cary  N.  Moon, 
Jr.,  and  Fletcher  D.  Woodward,  M.D.,  Charlottesville 

The  Intestinal  Obstruction:  Tape  Recordings  of  Peristaltic 
Sounds  and  Other  Advances  in  the  Diagnosis  and 
Treatment — John  W.  Devine,  M.D.,  and  John  W.  De- 
vine,  Jr.,  M.D.,  Lynchburg 

Total  Right  Hepatic  Lobectomy  for  Cancer  {Motion 
Picture) — George  T.  Pack,  M.D.,  and  Richard  Bras- 
field,  M.D.,  New  York,  N.  Y. 

Tobacco  and  Health — Research  Program  of  the  Tobacco 
Industry  Research  Committee,  New  York,  N.  Y. 

Time  to  Test — Virginia  Tuberculosis  Association,  Rich- 
mond 

Planned  Parenthood  Clinic  Locations  in  Virginia — John 
M.  Nokes,  M.D.,  Charlottesville 

A County  Medical  Society  N e’ws  Bulletin — Arlington 
County  Medical  Society  in  collaboration  with  the  Alex- 
andria Medical  Society  and  the  Fairfax  County  Medical 
Society 

Blue  Shield — Virginia  Medical  Service  Association,  Rich- 
mond 
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Presidents  of  The  Medical  Society  of  Virginia 


President  Year  of  Meeting 

•Dr.  James  McClurg,  Richmond 1821 

•Dr.  William  Foushee,  Richmond 1822 

•Dr.  William  Foushee,  Richmond 1823 

•Dr.  James  Henderson,  Richmond 1824 

Meetings  Discontinued 

•Dr.  Robert  William  Haxall,  Richmond 1841 

•Dr.  Robert  William  Haxall,  Richmond 1842 

•Dr.  Frederick  Marx,  Richmond 1843 

*Dr.  Thomas  Nelson,  Richmond 1844 

•Dr.  William  A.  Patteson,  Richmond 1845 

•Dr.  William  A.  Patteson,  Richmond 1846 

•Dr.  John  A.  Cunningham,  Richmond 1847 

•Dr.  William  A.  Patteson,  Richmond 1848 

1849 

•Dr.  Robert  William  Haxall,  Richmond 1850 

*Dr.  Beverley  R.  Wellford,  Fredericksburg 1851 

•Dr.  James  Beale,  Richmond 1852 

•Dr.  Thomas  P.  Atkinson,  Danville 1853 

•Dr.  Carter  P.  Johnson,  Richmond 1854 

•Dr.  H.  C.  Worsham,  Dinwiddle 1855 

•Dr.  H.  C.  Worsham,  Dinwiddle — 1856 

•Dr.  James  Bolton,  Richmond 1857 

•Dr.  Levin  S.  Joynes,  Richmond 1858 

Meetings  Discontinued 

•Dr.  R.  S.  Payne,  Lynchburg 1870 

♦Dr.  R.  S.  Payne,  Lynchburg. 1871 

•Dr.  A.  M.  Fauntleroy,  Staunton 1872 

•Dr.  Harvey  Black,  Blacksburg 1873 

•Dr.  A.  G.  Tebault,  London  Bridge 1874 

•Dr.  S.  C.  Cleaves,  Wytheville 1875 

•Dr.  F.  D.  Cunningham,  Richmond 1876 

•Dr.  J.  L.  Cabell,  University 1877 

•Dr.  J.  H.  Claiborne,  Petersburg 1878 

•Dr.  L.  S.  Joynes,  Richmond 1879 

•Dr.  Henry  Latham,  Lynchburg 1880 

•Dr.  Hunter  McGuire,  Richmond 1881 

•Dr.  G.  W.  Semple,  Hampton 1882 

•Dr.  W.  D.  Cooper,  Morrisville 1883 

•Dr.  J.  E.  Chancellor,  Charlottesville 1884 

•Dr.  S.  K.  Jackson,  Norfolk 1885 

•Dr.  Rawley  W.  Martin,  Chatham 1886 

•Dr.  Bedford  Brown,  Alexandria 1887 

•Dr.  Benjamin  Blackford,  Lynchburg 1888 

•Dr.  E.  W.  Row,  Orange  C.  H 1889 

•Dr.  Oscar  Wiley,  Salem 1890 

•Dr.  W.  W.  Parker,  Richmond 1891 

•Dr.  H.  Grey  Latham,  Lynchburg 1892 

•Dr.  Herbert  M.  Nash,  Norfolk 1893 

•Dr.  Wm.  P.  McGuire,  Winchester 1894 

•Dr.  Robt.  J.  Preston,  Abingdon  1895 

•Dr.  Wm.  L.  Robinson,  Danville 1896 

•Dr.  Geo.  Ben  Johnston,  Richmond 1897 

•Dr.  Lewis  E.  Harvie,  Danville ^ 1898 

•Dr.  Jacob  Michaux,  Richmond 1899 

•Dr.  Hugh  T.  Nelson,  Charlottesville 1900 

•Dr.  J.  R.  Gildersleeve,  Tazewell 1901 

*Dr.  R.  S.  Martin,  Stuart 1902 


President  Year  of  Meeting 

•Dr.  J.  N.  Upshur,  Richmond 1903 

•Dr.  Joseph  A.  Gale,  Roanoke 1904 

•Dr.  Wm.  S.  Christian,  Urbanna 1905 

•Dr.  Lomax  Gwathmey,  Norfolk 1906 

•Dr.  Paul  B.  Barringer,  Charlottesville 1907 

•Dr.  Wm.  F.  Drewry,  Petersburg 1908 

•Dr.  Stuart  McGuire,  Richmond 1909 

•Dr.  E.  T.  Brady,  Abingdon  1910 

•Dr.  O.  C.  Wright,  Jarratt 1911 

•Dr.  Hugh  M.  Taylor,  Richmond 1912 

•Dr.  Southgate  Leigh,  Norfolk 1913 

•Dr.  Stephen  Harnsberger,  Catlett 1914 

•Dr.  Samuel  Lile,  Lynchburg 1915 

•Dr.  Joseph  A.  White,  Richmond 1916 

•Dr.  Geo.  A.  Stover,  South  Boston 1917 

•Dr.  Ennion  G.  Williams,  Richmond 1918t 

•Dr.  Ennion  G.  Williams,  Richmond 1919 

•Dr.  Paulus  A.  Irving,  Farmville 1920 

•Dr.  Alfred  L.  Gray,  Richmond 1921 

•Dr.  E.  C.  S.  Taliaferro,  Norfolk 1922 

•Dr.  John  Staige  Davis,  University 1923 

•Dr.  W.  W.  Chaffin,  Pulaski 1924 

•Dr.  Hunter  H.  McGuire,  Winchester 1925 

Dr.  W.  L.  Harris,  Norfolk 1926 

•Dr.  J.  Shelton  Horsley,  Richmond 1927 

•Dr.  J.  W.  Preston,  Roanoke 1928 

•Dr.  J.  Bolling  Jones,  Petersburg 1929 

•Dr.  Charles  R.  Grandy,  Norfolk 1930 

•Dr.  J.  Allison  Hodges,  Richmond 1931 

•Dr.  1.  C.  Harrison,  Danville 1932 

•Dr.  J.  C.  Flippin,  University 1933 

•Dr.  R.  D.  Bates,  Newtown  1934 

•Dr.  F.  H.  Smith,  Abingdon 1935 

•Dr.  P.  St.  L.  Moncure,  Norfolk 1936 

Dr.  J.  M.  Hutcheson,  Richmond 1937 

•Dr.  G.  F.  Simpson,  Purcellville 1938 

Dr.  A.  F.  Robertson,  Jr.,  Staunton 1939 

•Dr.  H.  H.  Trout,  Roanoke 1940 

Dr.  W.  B.  Martin,  Norfolk 1941 

•Dr.  Roshier  W.  Miller,  Richmond 1942 

Dr.  J.  M.  Emmett,  Clifton  Forge 1943 

•Dr.  C.  B.  Bowyer,  Stonega 1944 

Dr.  H.  B.  Mulholland,  Charlottesville 1945 

*Dr.  Julian  L.  Rawls,  Norfolk 1946 

•Dr.  W.  L.  Powell,  Roanoke - 1947 

•Dr.  Guy  R.  Fisher,  Staunton  1948 

•Dr.  M.  Pierce  Rucker,  Richmond 1949 

Dr.  W.  C.  Caudill,  Pearisburg 1950 

Dr.  C.  Lydon  Harrell,  Norfolk 1951 

Dr.  John  T.  T.  Hundley,  Lynchburg 1952 

Dr.  James  L.  Hamner,  Mannboro 1953 

Dr.  V.  W.  Archer,  Charlottesville 1954 

Dr.  Carrington  Williams,  Richmond 1955 

Dr.  James  P.  King,  Radford 1956 

Dr.  James  D.  Hagood,  Clover 1957 

♦Deceased. 

tOwing  to  influenza  epidemic  during  World  War  I,  the  coun- 


cil met  in  1918,  and  Dr.  Williams  was  continued  as  President. 
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Book  Announcements 


Books  received  for  review  are  promptly  acknowl- 
edged in  this  column.  In  most  cases,  reviews  will 
be  published  shortly  after  the  acknowledgment  of 
receipt.  However,  we  assume  no  obligation  in  return 
for  the  courtesy  of  those  sending  us  same. 

Goepp’s  Medical  Medical  State  Board  Questions  and 
Answers.  By  HARRISON  F.  FLIPPIN,  M.D.,  Pro- 
fessor of  Clinical  Microbiology,  The  Graduate 
School  of  Medicine,  The  University  of  Pennsyl- 
vania. Ninth  Edition.  W.  B.  Saunders  Company, 
Philadelphia.  1957.  569  pages.  Cloth.  Price  $8.00. 

Ciba  Foundation  Colloquia  on  Endocrinology.  Vol- 
ume 10.  Regulation  and  Mode  of  Action  of  Thyroid 
Hormones.  Editors  for  the  Ciba  Foundation,  G. 
E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B.,  B.  Ch., 
and  Elaine  C.  P.  Millar,  A.H.-W.C.,  A.R.I.C.  Little, 
Brown  and  Company,  Boston.  1957.  xii-311  pages. 
With  114  Illustrations.  Cloth.  Price  $8.50. 

Ciba  Foundation  Symposium  on  the  Chemistry  and 
Biology  of  Purines.  Editors  for  the  Ciba  Founda- 
tion, G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
B.Ch.,  and  Cecilia  M.  O’Connor,  B.Sc.  Little, 
Brown  and  Company,  Boston.  1957.  xii-327  pages. 
With  124  Illustrations  and  structural  formulae. 
Cloth.  Price  $9.00. 

William  Harvey.  His  Life  and  Times:  His  Discov- 
eries: His  Methods.  By  LOUIS  CHAUVOIS.  Fore- 
word by  Sir  Zachary  Cope.  Philosophical  Library, 
New  York.  1957.  271  pages.  Illustrated.  Cloth. 

Price  $7.50. 

Vegetable  Oils  in  Nutrition.  With  special  reference 
to  unsaturated  fatty  acids.  By  DOROTHY  M. 
RATHMANN,  Ph.D.,  Multiple  Fellowship  of  Corn 
Products  Refining  Company,  Mellon  Institute,  Pitts- 
burgh. Published  by  the  Corn  Products  Refining 
Company,  New  York.  1957.  70  pages. 

The  Chancing  Patient-Doctor  Relationship.  By 
MARTIN  G.  VORHAUS,  M.D.,  F.A.C.P.  Drawings 
by  A.  Birnhaum.  Horizon  Press,  New  York.  1957. 
310  pages.  Price  $3.95. 

A Woman  Doctor  Looks  At  Love  and  Life.  By  DR. 
MARION  HILLIARD,  Chief  of  Obstetrics  and 
Gynecology,  Women’s  College  Hospital,  Toronto. 
Doubleday  & Company,  Inc.,  Garden  City,  New 
York.  1957.  190  pages.  Price  $2.95. 

Foot  Troubles.  By  T.  T.  STAMM,  F.R.C.S.  Philo- 
sophical Library,  Inc.,  New  York.  1957.  viii-122 
pages.  Illustrated.  Cloth.  Price  $4.76. 

Surgeons  All.  By  HARVEY  GRAHAM,  M.  D.  Foreword 
by  Oliver  St.  John  Gogarty.  Philosophical  Library, 
New  York.  1957.  459  pages.  With  29  Illustrations. 
Cloth.  Price  $10.00. 

Science  Looks  At  Smoking.  A New  Inquiry  into  the 
Effects  of  Smoking  on  your  Health.  By  ERIC 
NORTHRUP.  Introduction  by  Dr.  Harry  S.  N. 
Greene,  Chairman,  Department  of  Pathology,  Yale 
University.  Coward-McCann,  Inc.,  New  York.  1957. 
190  pages.  Cloth.  Price  $3.00. 

General  Surgery.  Volume  II.  Surgery  in  World  War 
II,  Medical  Department,  United  States  Army.  Editor 
in  Chief,  Colonel  John  Boyd  Coates,  Jr.,  M.  D.; 
Editor  for  General  Surgery,  Michael  E.  DeBakey, 
M.  D.;  Associate  Editors,  W.  Philip  Biddings, 


M.  D.,  and  Elizabeth  M.  McFetridge,  M.  D.  Office 
of  the  Surgeon  General,  Department  of  the  Army, 
Washington,  D.  C.,  1955.  xxiv-417  pages.  Illustrated. 
For  sale  by  the  Superintendent  of  Documents,  U.  S. 
Government  Printing  Office,  Washington  25,  D.  C., 
Price  $4.25. 

Orthopedic  Surgery  In  The  European  Theater  of 
Operations.  Surgery  in  World  War  II,  Medical  De- 
partment, United  States  Army.  Editor  in  Chief, 
Colonel  John  Boyd  Coates,  Jr.,  M.  C. ; Editor  of 
Orthopedic  Surgery,  Mather  Cleveland,  M.  D. ; As- 
sociate Editor,  Elizabeth  M.  McFetridge,  M.  A. 
Office  of  the  Surgeon  General,  Department  of  the 
Army,  Washington,  D.  C.,  1956.  xv-397  pages.  Il- 
lustrated. For  sale  by  the  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office,  Washing- 
ton 25,  D.  C.,  Price  $4.00. 

The  Riddle  of  Stuttering.  By  C.  S.  BLUBMEL,  M.D., 
The  Interstate  Publishing  Company,  Danville,  Il- 
linois. 1957.  142  pages.  Hard  bound  $3.50  and 

paper  bound  $1.50. 

The  author,  a Colorado  physician  and  a Fellow 
of  the  American  Speech  and  Hearing  Association, 
published  his  first  work  on  this  subject  44  years  ago. 
His  long  experience,  his  historical  sense  and  his 
willingness  to  consider  the  various  etiologies  and 
therapies  involved  in  this  “riddle”— all  of  these 
qualify  Dr.  Bluemel  eminently  to  write  on  stuttering. 

His  approach  is  that  of  a psychiatrist,  yet  he  rec- 
ognizes that  stuttering  begins  in  childhood  as  non- 
fluency and  that  much  of  the  neurotic  riddle  appears 
in  later  years — quite  possibly  and  largely  as  a result 
of  unhap])y  speech  experiences  between  the  ages  of 
3 and  7.  He  feels,  with  Wendell  Johnson,  another 
national  authority,  that  much  stammering  could  be 
prevented  by  proper  handling  of  normal  non-fluency 
in  childhood.  For  the  adult  stammerer  he  advocates 
a method  he  labels  “verbal  thinking”. 

Magnanimously,  Dr.  Bluemel  is  donating  pro- 
ceeds from  this  book  to  the  American  Speech  and 

Hearing  Foundation.  ^ 

John  Collison 

Gynecologic  Therapy.  By  WILLIAM  BICKERS,  M.D., 
Attending  Gynecologist  to  Richmond  Memorial, 
Retreat  for  the  Sick,  Sheltering  Arms,  Richmond 
Community  and  Evangeline  Booth  Hospitals,  Rich- 
mond, Virginia.  Charles  C.  Thomas,  Springfield, 
Illinois.  1957.  xiii-158  pages.  Cloth.  Price  $4.25. 

On  the  jacket  we  read,  “Gynecologic  therapy  is 
born  out  of  the  apparent  need  of  interns  and  resi- 
dents who  are  confronted  for  the  first  time  with  the 
responsibility  for  clinical  diagnosis  and  treatment 
of  gynecologic  patients.”  In  this  respect.  Bickers’ 
monograph  admirably  fills  the  need.  Because  of  the 
decline  in  the  number  of  clinic  patients  available, 
the  young  men  are  not  becoming  familiar  with  the 
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day  to  day  problems  that  confront  the  gynecologist 
and  the  general  practitioner.  This  book,  in  a logical 
sequence,  takes  up  these  problems;  discusses  the 
etiolog}’  and,  where  necessary,  the  pathology;  and  the 
treatment  of  the  various  gynecological  disorders. 

There  is  no  attempt,  and  rightly  so,  to  discuss  each 
entity  comprehensively.  Because  of  this,  most  of 
the  book  is  rather  dogmatic.  However,  therapy  ad- 
vised seems  to  be  that  recognized  by  the  leaders 
in  the  field.  The  chapter  on  leukorrhea,  in  a later 
edition,  will  most  certainly  be  revised  to  take  into 
consideration  the  newer  techniques  of  treatment, 
particularly  the  oral  treatment  of  trichomoniasis. 

The  book  is  not  illustrated.  A few  line  drawings 
might  have  helped  to  a clearer  understanding  of 
anatomical  and  mechanical  principles.  Also,  not 
every  fledgling  physician  is  familiar  with  office 
g)’necic  apparatus;  no  doubt  the  instrument  sales- 
man will  soon  add  to  his  knowledge. 

Gynecologic  Therapy  is  a w’orthwhile  book  and 
should  prove  useful,  not  only  to  the  resident  and 
intern,  but  also  to  the  practicing  physician. 

— W.McM. 

Rypin's  Med'cal  Licensure  Examinations.  By  WAL- 
TER L.  BIERRING,  M.D.  Eighth  Edition.  J.  B. 
Lippincott  Company,  Philadelphia.  1357.  364  pages. 

Epil  epsy.  Grand  Mai,  Petit  Mai,  Convulsions.  By 
LETITIA  FAIRFIELD,  C.B.E.,  M.D.,  D.P.H.  Philo- 
sophical Library,  Inc.,  New  York.  1957.  159  pages. 
Price  $4.75. 

Orthopedic  Surgery  in  the  Mediterranean  Theater 
of  Operations.  Surgery  in  World  War  II.  Medical 
Department,  United  States  Army.  Editor  in  Chief, 
Colonel  John  Boyd  Coates,  Jr.,  M.  D.;  Editor  for 
Orthopedic  SurgerJ^  Mather  Cleveland,  M.  D. ; 
Associate  Editor,  Elizabeth  M.  McFetridge,  M.  A. 
Office  of  the  Surgeon  General,  Department  of  the 
Army,  Washington,  D.  C.,  1957.  xx-368  pages.  Il- 
lustrated. For  sale  by  the  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office,  Washing- 
ton 25,  D.  C.,  Price  $4.00. 

Liver,  Biliary  Tract  and  Pancreas.  By  FRANK  H. 
NETTER,  M.D.  EdAed  by  Ernst  Oppenheimer,  M.D. 
The  Ciba  Collection  of  Medical  Illustrations.  Volume 
3.  A Compilation  of  Paintings  on  the  Normal  and 
Pathologic  Anatomy  of  the  Digestive  System.  Com- 
missioned and  published  by  Ciba.  1957.  ix-165  pages. 
133  Full-Color  Plates.  Price  $10.50. 

Ciba  Pharmaceutical  Company  began  sending  out 
full  color  illustrations  of  normal  and  pathologic 
anatomy,  painted  by  Dr.  Frank  H.  Netter,  more 
than  ten  years  ago,  and  these  were  well  received. 
This  volume  is  an  outgrowth  of  these  earlier  draw- 
ings and  comprises  a nice  collection  of  colored  draw- 
ings illustrating  the  development  of  the  liver  and 
its  circulation  through  normal  and  pathophysio- 
logical states  as  well  as  that  of  the  gall  bladder,  bile 
ducts  and  pancreas. 

There  is  a tendency  toward  oversimplification  in 


the  drawings  and  accompanying  text,  but  this  is  not 
a severe  criticism  as  a book  of  this  t>pe  perhaps 
w’ould  find  difficulty  expressing  differing  concepts. 

The  contributions  and  consultants  to  this  volume, 
Drs.  Bodansky,  Cliffton,  Kozoll,  Popper,  and  Sboror 
are  all  well  known  in  their  respective  fields  and  have 
collaborated  nicely  on  this  volume,  which  is,  in 
actuality,  a color  atlas  of  gastro-enterolog}'. 

Robert  Edgar  Mitchell,  Jr.,  M.D. 

William  Harvey.  His  Life  and  Times:  His  Dis- 
coveries: His  Methods.  By  LOUIS  CHAUVOIS. 

Foreword  by  Sir  Zachary  Cope.  Philosophical 

Library,  New  York.  1957.  271  pages.  Illustrated. 

Cloth.  Price  $7.50. 

In  his  preface,  M.  Chavois  states  that  in  the  ex- 
amination of  the  life  and  work  of  William  Harvey, 
who  “appears  before  us  intensely  human,  a man 
serene  in  his  science,  .so  honest  and  upright,  so 
enthusiastic  for  truth,  so  incomparably  sure  in  judg- 
ment and  in  scientific  method,  no  finer  model  can  be 
offered  to  those  who  would  go  forward  with  unfalter- 
ing steps  in  the  pursuit  of  scientific  knowledge  or 
in  the  achievement  of  discovery.  Such  a story  as 
is  told  in  this  book  must  also  inspire,  guide  and 
sustain  those  who  would  taste  the  intense  satisfac- 
tion of  a life  inspired  by  a dream  and  informed  with 
great  accomplishment.” 

.\fter  reading  these  eloquent  remarks,  I eagerly 
looked  forward  to  w'hat  I thought  would  be  an 
inspiring  and  informative  biography  of  the  discov- 
erer of  the  circulation.  I couldn’t  have  been  more 
disappointed.  Harvey  is  certainly  not  made  “in- 
tensely human”;  in  fact,  he  doesn’t  come  to  life  at 
all.  If  he  is  “a  man  serene  in  his  science,  so  honest 
and — etc.,”  the  reader  must  take  the  author’s  word 
for  it.  Certainly  no  evidence  is  presented  to  prove 
him  right.  M.  Chavois  purports  to  describe  the 
life,  times,  discoveries,  and  methods  of  Harvey  and 
to  convey  inspiration  to  the  reader  by  so  doing. 
Unfortunately,  the  work  is  sadly  deficient  in  describ- 
ing these  topics  and  in  inciting  inspiration. 

This  really  is  a curious  work,  and  one  wonders 
just  what  the  author’s  purpose  was  in  writing  it.  It 
is  difficult  to  believe  that  he  intended  this  work  to 
be  read  by  the  general  public,  for  he  seems  to  take 
for  granted  that  the  reader  is  already  familiar  with 
the  life,  times,  discoveries,  and  methods  of  Harvey, 
and  that  they  need  be  only  briefly  mentioned  (if 
mentioned  at  all).  IM.  Chavois  concerns  himself 
mainlv  with  points  that  could  only  be  academic 
interest:  discussion  of  disputed  historical  facts  and 
interpretations  and  the  introduction  of  new  data 
which  all  but  the  historian  would  consider  insig- 
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I nificant.  I have  no  objection  to  this  as  such,  hut,  in 
confining  himself  solely  to  this  material,  I feel  that 
M.  Chavois,  has,  in  reality,  written  a long  essay  and 
I not  the  all  embracing  biography  the  title  would  lead 
us  to  believe.  I doubt,  however,  if  many  scholars 
I will  be  satisfied  with  this  work,  for  there  are  very 
few  footnotes  to  indicate  the  reference  sources. 

A few  examples  will  suffice  to  indicate  my  objec- 
tions. Two  sentences  are  all  that  is  devoted  to 
Harvev’s  married  life.  The  first  states  to  whom  he 
was  married  and  when  and  where.  The  next  gives 
the  date  it  ended  (but  not  how).  Harvey  was  mar- 
ried forty-one  years,  years  during  which  all  his 
great  work  was  done.  Certainly  ignoring  this  phase 
of  Harvey’s  life  dees  in  no  way  aid  the  reader  in 
obtaining  a picture  of  the  whole  man.  In  contrast, 
almost  three  pages  are  devoted  to  a discussion  of 
the  probable  origin  of  Harvey’s  coat  of  arms.  There 
is  little  said  of  Harvey’s  friends  and  teachers,  but 
two  pages  are  devoted  to  the  possibility  of  Harvey’s 
ever  meeting  William  Shakespeare.  Of  Harvey’s 
intellectual  development  and  religious  views,  nothing 
is  said.  We  are  told  of  Harvey’s  incomparable 
scientific  method  in  the  preface,  yet  there  is  no  men- 
tion of  it  in  the  text.  What  was  medicine  like  in 
the  “times”  of  Harvey?  Did  the  way  Harvey  prac- 
tice medicine  differ  in  any  way  from  the  established 
practices  of  the  day?  If  so,  did  his  knowledge  of 
the  circulation  of  the  blood  influence  these  differ- 
ences? And  so  it  goes  throughout  the  text. 

In  the  chapter,  “Harvey’s  Work  and  the  Texts”, 
M.  Chavois  shows  that  those  who  have  interpreted 
Harvey  as  saying  that  the  heart  is  the  starting  point 
of  the  circulation  are  in  error.  Harvey  “placed  the 
‘fermentative’  and  regenerating  process  of  the  blood 
in  the  vena  cava,  and  he  considered,  therefore,  that 
the  vena  cava  was  the  starting-point  of  his  circula- 
tion of  the  blood.  I think  I am  right  in  stating 
that  no  one,  up  to  now,  has  pointed  out  or  noted 
this  final  expression  of  Harvey’s  views.” 

As  it  happens,  M.  Chavois  has  a theory  about  the 
circulation  of  the  blood,  himself,  and  he  uses  this 
particular  point  as  a springboard  for  presenting 
his  own  views.  “The  system  of  the  circulation  as 
universally  taught  today  locates  the  starting-point 
of  the  blood-stream  in  the  ‘motor’  of  the  right 
auricle,”  writes  Chavois.  “This  system  is  honestly 
but  erroneously  attributed  to  Harvey.”  He  (Cha- 


vois) Ijelieves  that  the  origin  is  “in  the  venous  exits 
of  all  the  organs — that  is  to  say,  in  the  thousand 
little  rivulets  that  carry  away  the  matter  produced 
by  the  process  of  digestion  or  convey  venous  blood 
out  of  the  organs  themselves.  . . . We  need  not  spend 
much  time  in  examining  the  first  contention,  that 
of  the  closed  ( !)  blood  circuit,  without  any  starting- 
I)oint.  Obviously  the  blood  which  continually  ex- 
hausts itself  by  nourishing  the  organs  must — if  it 
is  not  to  dry  ujj — receive  constant  supplies  from 
without  in  order  to  make  up  for  what  it  loses  in  the 
tissues.”  The  heart,  M.  Chavois,  explains,  is  simply 
a pump  in  midstream  into  which  flows  blood  from 
the  veins  of  all  the  active  organs,  “blood  that  has 
been  utilized  and  much  that  is  not  and  is  therefore 
‘recujjerable.’  ” I'his  blood  and  the  “new  blood 
entering  from  the  intestines — commingle  at  the  cavo- 
hepatic  confluence.  . . . This  is  no  mere  logical 
quibble,  nor  a dispute  about  terms,  but  a reorienta- 
tion of  our  view  of  the  circulation  which  is  of  vital 
importance  in  its  therapeutic  implications.”  For 
example,  “consider  what  is  called  a cardio-pul- 
monary  oedema  crisis,  that  dreadful  and  sudden  suf- 
focation caused  by  an  oedematous  condition  of  the 
lungs.”  This,  he  states,  is  caused  by  a sudden 
constriction  of  “peripheric  venous  circulation.  , , . 
This  contraction  (which  might  be  compared  with  the 
wringing  out  of  a sponge)  forces  a stream  of  blood 
towards  the  heart  and  lungs  with  great  violence.” 
Treatment  of  this  condition,  therefore,  should  not 
be  directed  toward  the  heart,  but  to  “the  peripheric 
field  which  should  be  dilated  and  decongested  (by 
morphine,  for  instance.)”  Possibly  this  last  quo- 
tation will  in  part  explain  the  author’s  purpose  in 
writing  this  biography.  “The  conception  of  the 
blood-stream  as  a stream,  with  a recognizable  source, 
is  the  relevant  and  important  point  of  it  in  this 
present  work.” 

I will  not  deny  that  the  above  may  be  the  relevant 
point  in  the  text,  but  I question  whether  it  is  rele- 
vant in  appearing  in  a biography  of  William  Har- 
vey. It  is  not  a theory  which  is  in  anyway  directly 
connected  with  Harvey’s  work,  and  it  is  stretching 
the  imagination  even  to  relate  them  indirectly.  They 
have  in  common  that  both  theories  concern  the  blood, 
and  that  both  met  with  opposition  when  first  pre- 
sented. 

Michael  K.  Rees. 
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President Mrs.  Lee  S.  Liggan,  Irvington 

President-Elect Mrs.  John  R.  St.  George,  Portsmouth 

First  Vice-President Mrs.  Maurice  Bray,  Suffolk 

Second  Vice-President Mrs.  J.  R.  McGriff,  McLean 

Third  Vice-President Mrs.  H.  H.  Howze,  Norton 

Recording  Secretary Mrs.  J.  R.  Grinels,  Richmond 

Corresponding  Secretary 

Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Treasurer Mrs.  Robert  H.  Detwiler,  Arlington 

Parliamentarian NIrs.  Maynard  R.  Emlaw,  Richmond 

TENTATIVE  PROGRAM 
of  the 

Thirty-fifth  Annual  Convention 
Washington,  D.  C.  October  27-30,  1957 

Headquarters  — Shoreham  Hotel 
A most  cordial  invitation  is  extended  to  all  members  of 
the  Woman’s  Auxiliary  to  The  Medical  Society  of  Vir- 
ginia, their  guests  and  the  guests  of  physicians  attending 
the  Convention,  to  participate  in  all  social  functions  and 
attend  the  general  meetings  of  the  Auxiliary. 

Luncheon  tickets  will  be  available  at  the  registration 
desk  in  the  main  lobby  of  the  hotel.  Luncheon  reserva- 
tions will  close  at  10:00  A.  M.,  Tuesday,  October  29. 
Please  register  early  and  obtain  your  tickets,  program 
and  badge. 

Those  who  wish  to  take  the  Tour  of  the  City  of  Wash- 
ington will  register  at  the  registration  desk.  A Hospitality 
Room  will  be  provided  for  the  members  and  guests. 

Registration  Hours 

Sunday  October  27  4:00  P.  M.  to  S :00  P.M. 

Main  Lobby 

Monday  October  28  10:00  A.  M.  to  4:00  P.M. 

Lower  Main  Lobby 

Tuesday October  29  9:00  A.M.  to  10:00  A.  M. 

Lower  Main  Lobby 

Monday,  October  28 

10:00  to  11:00  A.M.  Coffee  Hour — Bird  Cage  Walk, 
Shoreham  Hotel,  for  all  members  and  guests 
Transportation  will  be  furnished  to  Alexandria  for 
those  who  wish  to  plat'  golf. 

2:30  P.M.  Pre-Convention  Board  Meeting  — North 
Room,  Shoreham  Hotel 
Mrs.  Lee  S.  Liggan,  President,  presiding 
All  State  officers,  chairmen,  County  Auxiliary  presidents 
and  presidents-elect  are  expected  to  attend.  All 
Members-at-Large  are  invited  to  attend. 

Tuesday,  October  29 

9:15  A.M.  Formal  Opening  of  the  Thirty-fifth  -Annual 
Convention  of  the  Woman's  Auxiliary  to  The  Medical 
Societx’  of  Virginia — Palladian  Room,  Shoreham 
Hotel 

Mrs.  Lee  S.  Liggan,  President,  presiding 
Invocation — Mrs.  Hawes  Campbell 
Pledge  of  Allegiance  to  our  National  Flag 
Pledge  of  Loyaltt' — “I  pledge  my  loyalty  and  devotion 
to  the  Woman’s  Auxiliary  to  the  American  Medical 


-Association.  I will  support  its  activities,  protect  its  H 
reputation,  and  ever  sustain  its  high  ideals.”  fl 

-Address  of  Welcome — Mrs.  James  -M.  Moss,  Alexandria  I 
-Auxiliary  I 

Response — -Mrs.  Henry  R.  Bourne,  President,  Danville-  I 
Pittsylvania  Auxiliary  I 

Convention  -Announcements — -Mrs.  James  B.  Gilbert,  I 
Alexandria  -Auxiliary  I 

Resolutions  for  -Mrs.  Fletcher  J.  Wright,  Sr. — Mrs.  J.  I 
F.  Hamner,  Petersburg  -Auxiliary  i 

In  -Memoriam — Mrs.  Maynard  R.  Emlaw  I 

Roll  Call — .Mrs.  James  R.  Grinels,  Recording  Secretary  ,| 
Minutes  of  Thirty-fourth  -Annual  Convention — Mrs.  i 

James  R.  Grinels  ] 

Presentation  of  Honored  Guests — -Mrs.  Paul  C.  Craig.  I 
President  of  the  Woman’s  -Auxiliary  to  the  -American  1 
Medical  -Association  and  Mrs.  Oscar  W.  Robinson,  ; 
President  of  the  Woman’s  -Auxiliary  to  the  Southern 
Medical  -Association. 

President’s  Report — Mrs.  Lee  S.  Liggan 
Reports  of  Officers 

Reports  of  Chairmen  of  Standing  Committees 
Reports  of  Chairmen  of  Special  Committees 
Reports  of  County  -Auxiliary  Presidents 

(Please  limit  above  reports  to  two  minutes) 

Report  of  -Annual  Convention  of  the  Woman’s  -Auxiliary 
to  -A.  -M.  -A.  held  in  New  A'ork,  N.  A’.,  June  3-7,  1957 
— -Mrs.  W.  F.  Schmidt,  Wise  County  -Auxiliary 
Report  of  Registration — Mrs.  Emanuel  Newman,  Fair- 
fax -Auxiliary 
Unfinished  Business 
New  Business 

Recommendations  from  the  Board 

Report  of  Revisions  Committee — Mrs.  Richard  Reynolds, 
Chairman 

Courtesy  Resolutions — Mrs.  Rufus  Brittain 
Report  of  Nomination  Committee — Mrs.  \Ialcolm  H. 
Harris 

Election  of  Officers 
-Adjournment 

Luncheon 

1:00  P.M.  Blue  Room,  Shoreham  Hotel 
Mrs.  Lee  S.  Liggan,  President,  presiding 
Invocation — Mrs.  Hawes  Campbell 
Luncheon 
Guest  Speakers 

-M  rs.  Paul  C.  Craig,  President,  Woman’s  -Auxiliary 
to  the  -A.  M.  -A. 

Mrs.  Oscar  W.  Robinson,  President,  Woman’s  Auxili- 
ary to  the  Southern  Medical  -Association 
Installation  of  Officers — Mrs.  Paul  C.  Craig 
Presentation  of  President’s  pin  and  gavel — Mrs.  Lee  S. 
Liggan 

Inaugural  Remarks — Mrs.  John  R.  St.  George 
Presentation  of  Past  President’s  pin — Mrs.  Mervin  W. 
Glover 

Fashion  Show 
-Adjournment 
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3:30  P.  M.  Post-Convention  Board  Meeting,  Palladian 
Room,  Shoreham  Hotel 

I Mrs.  John  R.  St.  George,  President,  presiding 

All  State  officers  and  chairmen,  County  Auxiliary  Presi- 
dents and  Presidents-elect  are  expected  to  attend.  All 
Members-at-Large  are  invited  to  attend. 

Wednesday,  October  30 

! 8:30  A.  M.  Past  Presidents’  Breakfast — Mrs.  Mervin 
W.  Glover,  Chairman 

Committee  on  Local  Arrangements 

General  Chairmen Mrs.  James  B.  Gilbert 

Mrs.  Thomas  A.  McGavin 

Registration Mrs.  Emanuel  Newman 

Mrs.  Thomas  Haggerty 


Credentials .Mrs. 

Mrs. 

Secretary-Treasurer  Mrs. 

Hospitality  Mrs. 

Printing  Mrs. 

Transportation  for  golf Mrs. 

Press  and  Publicity . Mrs. 

Flowers  and  Decorations Mrs. 

Sight-Seeing  Tour  Mrs. 

Mrs. 

Luncheon  Mrs. 

Mrs. 

Fashion  Show Mrs. 

Mrs. 

Timekeeper  Mrs. 


H.  T.  Kulesher 

G.  A.  Zimmerman 
J.  R.  McGriff 
Lee  Martin 

D.  C.  McCollum 
Thomas  A.  McGaviu 
Robert  Mitchell 
C.  J.  Murphy,  Jr. 
Milton  B.  Stein 
F.  Preston  Titus 
James  B.  Gilbert 

H.  G.  Thompson 
A.  J.  Orlosky 
Henry  Bastien 
Sigmund  Newman 


Asian  Flu  Preparedness 


For  the  first  time  in  history,  the  medical  profes- 
sion is  “ahead  of  an  impending  epidemic  of  in- 
fluenza,” according  to  Dr.  Leroy  E.  Burney,  surgeon 
general  of  the  U.S.  Public  Health  Service. 

In  fact,  even  before  the  first  cases  of  Asian  flu 
were  reported,  the  profession  was  expecting  a new 
strain  of  flu  virus  to  appear,  according  to  Keith  E. 
Jensen,  Ph.D.,  chief  of  the  respiratory  disease  unit 
in  the  USPHS  virus  and  rickettsia  section  at  Mont- 
. gomery,  Ala.  Their  statements  appeared  in  the  Au- 
I gust  31st  Journal  of  the  American  Medical  .\sso- 
i elation. 

Dr.  Jensen  said,  however,  that  while  scientists 
were  expecting  a new  type  of  flu  virus,  they  could 
not  develop  a vaccine  against  it  until  it  actually 
emerged  and  had  been  analyzed.  Careful  study  of 
past  epidemics,  which  had  made  it  possible  to  pre- 
i diet  appearance  of  a new  strain,  also  made  it  possible 
I to  develop  vaccine  quickly. 

Dr.  Jensen  explained  that  four  major  types  of 
virus  (A,B,C,  and  D)  are  known  to  cause  influenza. 

I Each  type  is  divided  into  several  sets  or  families 
of  strains.  Type  .\ — the  one  involved  in  the  cur- 
rent epidemic — had  produced  three  strains  Ijefore 
1957,  including  the  one  which  apparently  caused  the 
1918  pandemic  (a  world-wide  epidemic). 

Each  strain  had  ajipeared  and  vanished,  and  this 
pattern  had  occurred  often  enough  for  investigators 
to  expect  it  again.  It  appeared  in  May  of  1957 
when  samples  of  what  is  now  called  Far  East  virus 
A were  brought  here  from  flu  victims  in  Singapore. 

The  Far  East  virus  is  similar  to  the  older  strains 
but  differs  enough  from  all  other  types  to  require 
an  entirely  new  vaccine.  This  has  been  made  from 
viruses  collected  in  early  outbreaks  of  Asian  flu. 

Three  different  production  methods  have  been 
worked  out,  and  Army  tests  have  shovm  the  vaccine 


to  be  about  70  per  cent  effective.  Dr.  Burney  noted. 

He  credited  much  of  the  profession’s  preparedness 
to  the  alertness  of  laborator}-  workers  in  the  Far 
East  who  isolated  the  new  virus,  and  to  the  world- 
wide influenza  study  program  of  the  W’orld  Health 
Organization. 

Dr.  Burney  said  there  is  no  doubt  of  the  likelihood 
of  an  epidemic  this  winter,  but  at  the  moment  there 
is  no  reason  to  expect  it  to  be  severe.  The  major 
danger  is  that — as  probably  happened  in  1918 — 
the  virus  may  mutate,  producing  new  strains  dif- 
ferent from  the  “parent”  virus. 

For  this  reason,  even  though  the  epidemic  thus 
far  has  been  “mild  in  terms  of  fatality,”  it  cannot 
be  taken  lightly. 

“Illness  usually  are  prostrating  for  two  or  more 
days  and  are  often  followed  by  a period  of  lassitude 
and  weakness.  In  an  epidemic,  medical  care  facili- 
ties may  be  temporarily  overtaxed,  attendance  in 
school  interrupted,  and  the  entire  economy  disrupted 
by  absenteeism  in  all  types  of  industries,  some  of 
which  are  in  critical  areas.” 

The  vaccine  is  “the  only  preventive  tool  at  our 
command.”  Therefore,  the  USPHS,  the  A.M.A. 
and  the  .Association  of  State  and  Territorial  Health 
Officers  are  developing  a plan  for  voluntary  vaccina- 
tion of  as  many  persons  as  possible.  The  .A.M..A. 
has  asked  its  state  and  county  societies  to  organize 
local  programs  to  meet  any  possible  outbreak.  The 
A.AI.A.  program  also  is  designed  to  relieve  the  strain 
on  medical  personnel  which  occurs  “when  so  man}- 
people  suddenly  become  ill.” 

“.Any  such  campaign  must  be  conducted  in  an 
orderly  fashion  to  avoid  confusion  and  hysteria  in 
the  public  and  will  call  for  the  combined  efforts 
of  all  of  us.” 
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Editorial . . . . 


Forms . . . Forms  . . . Forms 


NTIL  RECENT  YEARS  a physician  or  surgeon  who  was  inclined  to  confine 


his  work  to  the  practice  of  medicine  was  able  to  do  so  with  a minimum  of  outside 
interference.  That  happy  state  no  longer  holds.  He  now  finds  himself  playing  the 
role  of  a captive  and  unpaid  employee  of  countless  insurance  companies. 

Today  each  mail  and  a goodly  number  of  the  patients  who  come  to  the  office  bring 
forms  of  ever}'  conceivable  size,  shape  and  color,  each  of  which  must  be  filled  out 
carefully  from  top  to  bottom  else  the  patient  will  not  be  reimbursed  for  his  hospital 
or  medical  expenses,  or  the  time  lost  during  his  illness,  or  he  may  be  in  danger  of 
not  having  an  insurance  ]X)licy  renewed,  or  a new  p>olicy  issued,  as  the  case  may  Ije. 
.\11  of  this  means  the  physician  finds  his  desk  littered  with  insurance  blanks  every 
time  he  returns  to  his  office  and  a considerable  amount  of  time  and  attention  is  diverted 
from  the  patient  and  directed  to  filling  out  these  interminable  forms. 

It  is  true  that  for  many  patients  a health  and  accident  policy  of  some  t}'pe  is  the 
only  form  of  medical  security  available.  The  fault  lies  not  in  the  policy  but  in  the 
antiquated,  wordy,  unnecessarily  long  and  repjetitious  forms  the  physician  or  surgeon 
is  called  upon  to  complete.  Some  of  the  insurance  blanks  obviously  were  prepared 
before  hospitals  had  come  into  general  use,  for  there  is  no  provision  for  indicating 
that  the  patient  is  or  has  been  hospitalized.  Other  forms  make  no  reference  to  pos- 
sible surgery.  These  shortcomings  are  not  so  surprising  when  encountered  in  a weekly 
pay  policy  but  it  is  discouraging  to  find  the  same  type  of  forms  adopted  by  some  of 
the  established  insurance  companies  which  have  branched  out  recently  into  this  type 
of  medical  coverage. 

The  most  irksome  policies  require  a weekly  recapitulation  of  the  entire  dreary  set 
of  questions,  many  of  which  overshoot  or  fall  short  of  the  mark  which  they  obviously 
were  designed  to  attain.  The  fact  that  a patient  patently  is  going  to  be  incapacitated 
for  a period  of  weeks  or  months  does  not  permit  the  by-passing  of  a single  answer  for 
a single  week  lest  the  patient  lose  the  benefit  of  the  policy. 

The  blandness  with  which  the  insurance  company  assumes  that  the  most  over- 
worked physician  will  answer  in  detail  each  question,  regardless  as  to  how  irrevelant 
it  may  be  from  the  standpoint  of  the  patient’s  physical  status,  is  epitomized  by  the 
quer}'  as  to  whether  this  is  the  only  insurance  company  from  which  the  patient  is 
receiving  payments  and  if  not,  to  enumerate  the  other  companies.  For  unmitigated 
nerve  this  is  one  for  the  record.  Does  anyone  ever  answer  that  question  ? 

The  difficulties  encountered  by  the  physician  frequently  are  compounded  by  an  in- 
ability or  disinclination  on  the  part  of  the  patient  to  fill  out  his  part  of  the  form.  This 
means  that  just  as  the  physician  completes  his  part  and  as  he  turns  to  resume  the 
work  for  which  he  spent  many  years  preparing  himself,  the  patient  will  say  “Doc,  I 
don’t  understand  these  things.  Won’t  you  fill  out  my  part  too?” 

There  are  some  outstanding  and  refreshing  exceptions  to  the  rule  that  a prepaid  medical 
j)olicy  must  be  stupidly  worded.  The  pink  sheet  of  the  Blue  Shield  Plan  is  a pleasure 
to  behold.  Even  the  Medicare  blank,  which  of  necessity  must  be  detailed,  is  simple 
compared  to  most  of  the  insurance  forms.  These,  however,  are  exceptional. 

^ledicine  is  extending  its  boundaries  in  all  directions  and  has  made  more  progress 
in  the  past  half  centur}'  than  in  all  of  preceding  recorded  history  but  each  day  phy- 
sicians waste  valuable  tim.e  filling  out  health  and  accident  forms,  which  were  out- 
moded before  they  were  adopted  fifty  years  ago.  A reform  in  this  matter  is  long  over- 
due but  unless  the  physicians  demand  it  we  will  continue  to  be  imposed  upon  just  as 
we  have  been  in  the  past.  H.J.W. 
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News  Notes 


• • • • 


New  Members. 

Since  the  list  published  in  the  September  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Virginia: 
William  W.  S.  Butler,  III,  M.D.,  Roanoke 
Leonard  Leslie  Davis,  Jr.,  M.D.,  Buena  Vista 
Patrick  C.  Devine,  M.D.,  Norfolk 
James  Barrett  Jones,  M.D.,  Lynchburg 
Thomas  Edward  O’Brien,  M.D.,  Falls  Church 
Glenn  Brady  Updike,  Jr.,  M.D.,  Charlottesville 

Neuropsychiatric  Society  of  Virginia. 

This  Society,  a district  branch  of  the  American 
Psychiatric  Association,  will  hold  its  meeting  at  the 
Shoreham  Hotel,  Washington,  D.  C.,  on  Sunday, 
October  27th.  Cocktails  will  be  at  5:30,  followed 
by  dinner. 

The  guest  speaker  will  be  Dr.  Ian  Stevenson, 
Professor  and  Head  of  the  Department  of  Neurology 
and  Psychiatry  of  the  University  of  Virginia,  School 
of  Medicine.  His  subject  will  be  “The  Experimental 
Psychoses”. 

Members  and  guests  of  The  Medical  Society  of 
Virginia  are  invited  to  hear  the  paper  by  Dr.  Steven- 
son. 

Headquarters  Building. 

Final  plans  for  the  new  headquarters  building  of 
The  Medical  Society  of  Virginia  have  been  ap- 
proved. Bid  are  now  being  made  for  the  construc- 
tion and  it  is  our  hope  that  by  the  next  issue  of  the 
Monthly,  we  will  be  able  to  report  that  the  “digging 
has  begun”. 

Diagnosis  of  Poisonings. 

Beginning  with  this  issue,  the  Monthly  will  run 
a series  of  “Chemical  Tests  Useful  in  the  Diagnosis 
of  Poisonings”.  This  information  is  being  furnished 
by  the  Richmond  Poison  Information  Center  and  we 
hope  will  be  very  useful  to  our  readers.  The  first 
one  is  found  on  page  504. 

Dr.  Brewery  H.  Mason, 

Ridgeway,  was  honored  with  a party  on  August 
' 31st  commemorating  his  50th  year  of  service  to 
Henry  County.  Dr.  T.  H.  Dickerson,  president  of 
the  Patrick-Henry  Medical  Society  presented  him 
with  a plaque  in  behalf  of  the  Ridgeway  citizens. 

Dr.  Fred  Maphis, 

Strasburg,  has  been  named  vice-president  of  the 
Shenandoah  County  Tuberculosis  Association. 


Williamsburg-James  City  Medical  Society. 

This  Society  met  at  the  home  of  Dr.  Turnage  in 
Yorktown  on  September  11th  for  refreshments.  Din- 
ner was  served  at  the  Ranch  House.  Dr.  W.  T. 
Thompson,  Jr.,  Chief  of  Medical  Service,  McGuire 
VA  Hospital,  Richmond,  spoke  on  Problems  of 
h'unctional  and/or  Organic  Disease. 

Dr.  Joseph  T.  Byrne, 

A Richmond  general  practitioner,  has  been  ap- 
pointed medical  director  of  the  city  service  clinic 
at  the  Medical  College  of  Virginia. 

Virginias  Seniors. 

Dr.  Allen  T.  Hawthorne,  Winchester,  was  re- 
cently elected  president  of  this  organization  which 
is  composed  of  golfers  from  Virginia  and  West  Vir- 
ginia. The  annual  golf  tournament  was  held  at  the 
Greenbrier,  White  Sulphur  Springs. 

Dr.  E.  G.  Gill,  Roanoke,  .was  named  a member  of 
the  Board  of  Governors  from  Virginia. 

Statue  of  Poe  Presented. 

Dr.  George  Barksdale,  Richmond,  has  presented 
to  the  State  of  Virginia  a life-size  bronze  statue  of 
Edgar  Allen  Poe.  The  statue  is  of  Poe  seated  in 
a chair  with  a pen  and  paper  in  his  hands  and  it 
weighs  810  pounds. 

Virginia  State  Board  of  Medical  Examiners. 

At  the  meeting  of  the  Board,  June  13-15,  the  fol- 
lowing physicians  were  licensed  by  examination: 
Salvador  Alatorre-Mercado,  Hamilton,  Ohio 
Jack  Preston  Andrews,  Richmond 
Burness  Ferdinand  Ansell,  Jr.,  Richmond 
Edward  Joseph  Armbruster,  Jr.,  Speedway,  Ind. 

Nushet  Osman  Atuk,  Charlottesville 
Loretto  M.  R.  Anvil,  Beaverdam 
Bruce  A.  Baber,  Roanoke 
John  Thomas  Baggerly,  Richmond 
S.  Joseph  Bailey,  Jacksonville,  Fla. 

Chari'S  Lewis  Baird,  Jr.,  Hampden-Sydney 
Robert  Edward  Barrett,  Williamsburg 
George  W.  Basany,  West  Trenton,  N.  J. 

Hampton  Robert  Bates,  Jr.,  Roanoke 
Robert  Francis  Baxter,  Charlottesville 
Hans  Ekkehard  Berger,  New  York,  N.  V. 

John  Mason  Bishop,  Jr.,  Richmond 
Wilbur  Jordan  Blechman,  Arlington 
John  Iverson  Bosw  II,  Jr.,  Charlottesville 
Douglas  Estes  Bragdon,  Baltimore,  Md. 

L'oyd  Clarence  Brannon,  Charlottesville 
Joachim  Hermann  Buchholz,  Washington,  1).  C. 

Teddy  Fuqua  Burton,  Vinton 
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Charles  Jackson  Buswell,  ^^'arwick 
Ronald  H.  G.  Butcher,  Colony 
Donald  Raymond  Cagle,  Charlottesville 
Antonio  Lucio  Canadas,  Arlington 
Francis  John  Carbonara,  Hampton 
Joseph  Hess  Caricofe,  Lancaster,  Pa. 

Elizabeth  Randolph  Carmichael,  Fredericksburg 
Caspar  Carrasquer,  Louisville,  Ky. 

William  Thomas  Carter,  Charlottesville 

John  Roger  Casey,  Boyce 

Rodolfo  Cejas-Rosas,  New  York,  N.  Y. 

Charles  Richard  Chamberlain,  Jr.,  Covington 
John  Loomis  Chamberlain,  III,  Washington,  D.  C. 
Hugh  Guasco  Chavez,  Mt.  Vernon,  N.  Y. 

Bao-jen  Chern,  Brooklyn,  N.  Y. 

Roman  Czerny  Cherny,  Ft.  Eustis 
Joseph  Chomicki,  Beckley,  W.  Va. 

Laurence  Glenn  Christie,  Jr.,  Richmond 
William  Turkington  Clarke,  Richmond 
Joseph  Emory  Coleman,  Boston,  Mass. 

Luke  Combs,  Springfield,  Ohio 
Mark  Henderson  Congdon,  Charlottesville 
Julius  Conn,  Charlottesville 
Evangelos  Constantaras,  Reading,  Pa. 

Macon  Smiley  Couk,  Richmond 

James  Parker  Cross,  Jr.,  Ft.  Lewis,  Wash. 

Hector  Jose  Curiel,  Monticello,  N.  Y. 

Frederick  Carr  Davis,  Jr.,  Warwick 
Thomas  Dewey  Davis,  Jr.,  Richmond 
Leonidas  J.  DeAlbuquerque,  Pittsburgh,  Pa. 
Mauricio  Joao  DeAlmeida,  Beckley,  W.  Va. 

John  Richard  Deem,  Clarksburg,  W.  Va. 

Barbara  A.  H.  DeHaven,  Akron,  Ohio 
Edward  Ralph  DeRamon,  New  York,  N.  Y. 
Ludovic  Jules  DeVocht,  Alexandria 
Oscar  Diaz,  Cape  May  Court  House,  N.  J. 

Eugene  Charles  Divita,  Montgomery,  W.  Va. 
Allan  Lee  Drash,  St.  Petersburg,  Fla. 

James  Wayland  Dunn,  Capron 
John  Wesley  Emerick,  Winchester 
Robert  Keiji  Emy,  Richmond 
Freeman  Epes,  Decatur,  Ga. 

William  Swadley  Erwin,  Charlottesville 
Russell  Dougherty  Evett,  Norfolk 
Walter  P.  E.  Exelbj',  Petersburg 
Luigi  Farano,  Orangeburg,  N.  Y. 

George  Allan  Ferre,  Great  Lakes,  111. 

Joseph  Hodges  Fitzgerald,  New  York,  N.  Y. 

Jack  Ronald  Flanary,  St.  Petersburg,  Fla. 

William  Sidney  Foreman,  Jr.,  Charlottesville 
Kurt  Johannes  Fox,  Coral  Gables,  Fla. 

Antonio  Aranda  Garzon,  Orange,  N.  J. 

Hunter  M.  Gaunt,  Jr.,  Winchester 
James  Trigg  Gillespie,  Chelsea,  Mass. 

Julian  Lee  Givens,  Roanoke 

Charles  Henry  Gleason,  Iowa  City,  Iowa 

Robert  Lee  Glenn,  Montgomery,  W.  Va. 

Marvin  Hirsh  Goldstein,  Richmond 
Leslie  Paul  Gondor,  Ontario,  Canada 
Ulysses  Soriano  Gonzales,  Akron,  Ohio 
James  Russell  Green,  Jr.,  Richmond 
Walter  Franklin  Green,  III,  Harrisonburg 
Robert  Francis  Haden,  Arvonia 


Henry  Bentley  Hahn,  Jr.,  Richmond 
Luther  Clark  Hansbarger,  Huntington,  W.  Va. 
Hobart  Garfield  Hanson,  Charlottesville 
Stuart  Horsley  Harris,  Jr.,  Lynchburg 
Gilbert  Lee  Hendricks,  Jr.,  Richmond 
Dietrich  Walter  Heyder,  Durham,  N.  C. 

James  Robert  Hicks,  H,  Spotsylvania 
Gwendolyn  Rosalie  Hogan,  Charlottesville 
Hugh  Richard  Howell,  Willis 
Maria  A.  M.  Huk,  Willard,  N.  Y. 

Michael  Janis,  Fort  Dix,  N.  J. 

John  Walker  Jones,  Rustburg 
Jamshid  Kavoussi,  Brooklyn,  N.  Y. 

Henry  Joseph  King,  Richmond 
Stacy  Hilburn  Kinlaw,  Richmond 
Charles  Wm.  Kinzer,  Jr.,  Richmond 
Marshall  Klavan,  Baltimore,  Md. 

Elizabeth  M.  E.  Knopp,  Sykesville,  Md. 

Walter  Knopp,  Sykesville,  Md. 

Warren  W.  Koontz,  Jr.,  Charlottesville 
Julian  A.  Koplen,  Charlottesville 
Franz  M.  Kraler,  Newport  News 
Faith  Hilda  Kung,  Abingdon 
Walter  E.  H.  Laude,  Richmond 
Edgar  C.  Lawson,  Charlottesville 
Hyung  Mo  Lee,  Youngstown,  Ohio 
Phillip  iM.  Levy,  Charlottesville 
Cysrus  Patrick  Lewis,  Petersburg 
David  L.  Lewis,  Charlottesville 
William  Carter  Lowe,  Kansas  City,  Kan. 

Nestor  Augusto  Loynaz,  Norfolk 
John  Jefferson  Lund,  Fairfax 
James  Lawrence  Lynde,  Alexandria 
Lockhart  Bemiss  McGuire,  Charlottesville 
James  Hawver  McVey,  Alderson,  W.  Va. 

Charles  Baynham  Mahon,  Charlottesville 
Theodore  G.  Markellos,  Middletown,  Conn. 

Robin  Markham,  Petersburg 
Gordon  Lee  Mason,  Portsmouth 
Marie  Joy  Mason,  Colonial  Heights 
William  Lloyd  Meehan,  Charlottesville 
Diego  Menigatti,  Miami,  Fla. 

Jess  Peck  Miller,  Wilmington,  Del. 

Ronald  Edward  Miller,  Roanoke 
Frederick  Wm.  Miltenberger,  Ridgeley,  W.  Va. 
Alexander  Mizzi,  St.  Charles,  Mo. 

Anthonie  Theodor  Moll,  Hampton 
Robert  Emmet  Moran,  Jr.,  Washington,  D.  C. 
G.orge  Bluford  Naff,  Boones  Mill 
Edward  Bertram  Nash,  Charlottesville 
Rudolph  Josef  Naurath,  Cleveland,  Ohio 
Benjamin  E.  Norfleet,  Suffolk 
Benjamin  Rivers  Ogburn,  Lawrenceville 
Charles  Penick  Olinger,  Dillwyn 
Robert  Walter  Olwine,  Norfolk 
Robert  Barksdale  Ooghe,  Charlottesville 
William  Mayo  Oppenhimer,  Richmond 
Anastasios  Pan  Paraskevopoules,  Lakewood,  Ohio 
James  Edwin  Patterson,  Wytheville 
Leendert  Johan  Paul,  Bethesda,  Md. 

\lartin  Perlman,  Charlottesville 

Courtney  Payne  Persinger,  Covington 

Leslie  Lawrence  Peters,  Harper  Woods,  Mich. 
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Henry  Wayne  Poore,  Charlottesville 
Harry  Cody  Press,  Charlottesville 
Pacita  L.  Pronove,  Takorna  Park,  Md. 

Sergio  Vincent  Proserpi,  Philadelphia,  Pa. 

■ I John  Morton  Quarles,  Meherrin 
Haakon  Ragde,  Montreal,  Canada 
I Richard  Lee  Relya,  Richmond 
t Juan  Enrique  Rizek,  Humacao,  Puerto  Rico 
I Alexander  F.  Robertson,  III,  Staunton 
I Theron  Rice  Rolston,  New  Hope 
I Edgar  H.  Rossheim,  Richmond 
I Noel  Martin  Rowan,  New  York,  N.  Y. 

‘ Francis  Edwards  Rushton,  Midland,  Mich. 

Raif  Kamel  Sabeh,  Pittsburgh,  Pa. 
j Zabih  Sadighian,  Bronx,  N.  Y. 

I Heribert  G.  Saexinger,  Newport  News 
' .Marvin  Miles  Sager,  Fredericksburg 
I .Augusto  Leonico  Samonte,  Millville,  N.  J. 

I Thomas  J.  Schermerhorn,  Glen  Allen 
John  Butler  Schug,  Winchester 
James  Anderson  Selph,  Jr.,  Richmond 
I Eugene  Russell  Shaw,  Williamsburg 

John  Orton  Shaw,  Charlottesville 
I Edward  J.  Sheridan,  Jr.,  Alexandria 

Denys  Frederick  Sheriff,  Petersburg 
Teresa  Silverman,  Richmond 
j John  Webb  Simmons,  III,  Richmond 

[ Ralph  C.  Slusher,  Richmond 

' Joachim  R.  W.  Sommer,  Norfolk 

' George  W.  Sommers,  Jr.,  Charlottesville 

Helju  Sormus,  Elgin,  111. 

.Mvin  Judson  Southworth,  Richmond 
I William  Frederick  Sowers,  Harrisonburg 

I Irvin  Norman  Sporn,  Richmond 

Wilford  Wayne  Spradlin,  Charlottesville 
I Howard  Nau  Stewart,  .Arlington 

Hans  Herman  Stroe,  Middletown,  N.  Y. 
j John  Robert  Talbert,  Charlottesville 

I Bruce  Alexander  Talmadge,  Hollins  College 

I .Mien  Clifford  Thomas,  Richmond 

I Douglas  Wyndham  Thomas,  Petersburg 

William  Rathborn  Thornhill,  Richmond 
I W'illiam  Logan  Threlkeld,  Jr.,  Blacksburg 

j James  Whitfield  Tonsley,  III,  Richmond 

I John  Alexander  Tolley,  III,  Arlington 

Lief  Oscar  Torkelsom,  Burlington,  Vt. 

.Archer  Kilbourne  Tullidge,  Norfolk 
George  Henri  VanDriem,  Williamsburg 
Fen’n  Ernest  Victor,  Roanoke 
Howard  Mortye  Vincour,  Iowa  City,  Iowa 
Earl  Edward  Virts,  Winchester 
Dieter  Robert  Von  Oattinger,  Milwaukee,  Wis. 
George  Ely  Walker,  Charlottesville 
Thomas  Andrew  Walker,  Richmond 
Frederick  Wm.  Wampler,  Lancaster,  Pa. 
Tureman  Gayle  Weaver,  Charlottesville 
Edmund  Roland  Weise,  Charlottesville 
Charles  Jack  Wells,  Princeton,  W.  Va. 

Stuart  Bruce  White,  Blackstone 
Ruth  Frances  Williams,  Richmond 
Charles  Arthur  Wilson,  Richmond 
George  Franklin  Winks,  Jr.,  Richmond 
Edward  Thomas  Wood,  Bronx,  N.  Y. 


Percy  W'ootton,  Roanoke 

Heins  Juergen  Wustrow,  Washington,  D.  C. 

William  Hao  Yao,  Newton,  Mass. 

Charles  Roames  Young,  Hebron 
Reuben  Barnes  Young,  Jr.,  Richmond 
Thomas  Elliott  Young,  Rye,  N.  Y. 

Sidney  H.  Zuber,  Yonkers,  N.  Y. 

The  following  were  licensed  by  endorsement  of 
credentials : 

Joseph  Elmer  .Anderson,  Jr.,  Roanoke 
Howard  Hicks  Ashbury,  Charlottesville 
James  Pray  Baker,  Charlottesville 
Donald  Dwight  Barnes,  Richmond 
Jeanne  Cecile  Bateman,  Washington,  D.  C. 

William  C.  Baty,  Jr.,  .Alexandria 

Walter  Charles  Beck,  Roanoke 

James  Edward  Boland,  Washington,  D.  C. 

Robert  James  Brennan,  Annandale 

James  Leo  Clifford,  Wise 

Salvador  J.  Cosimano,  Jr.,  Washington,  D.  C. 

Hugh  Howard  Crawford,  Norfolk 

George  Dewey  Delaughter,  Jr.,  Durham,  N.  C. 

Charlotte  Patricia  Donlan,  Bethesda,  Md. 

William  Thomas  Driebe,  Arlington 
John  Mclver  Ervin,  Jr.,  Cheraw,  S.  C. 

Engine  Micheaux  Evans,  Jr.,  Danville 
William  Joseph  Evans,  VA'ashington,  D.  C. 

Whllard  Ray  Ferguson,  Danville 

Louis  Goldstein,  Arlington 

Thomas  .Alphonse  Gonder,  McLean 

Thomas  Leonard  Gorsuch,  Waynesboro 

James  Eugene  Grimes,  Fredericksburg 

.Allan  Hall,  Annandale 

Robert  Howe  Harmon,  Washington,  D.  C. 

Mardock  Head,  Warrenton 
.Alan  Hecht,  Richmond 

Howard  Thompson  Holden,  Charlotte,  N.  C. 

John  Joseph  Hughes,  .Arlington 
Marjorie  Helgans  Hughes,  Arlington 
Charles  Fenton  Hunt,  Dallas,  Texas 
.Alexander  D.  Jordan,  Waynesboro 
Edward  Kearney,  New  A'ork,  N.  Y. 

Timothy  L.  Kelley,  Jr.,  Arlington 
Margaret  Mary  Kenrick,  Washington,  D.  C. 

Franklin  Stith  Kinchelea,  Jr.,  Richmond 
Herbert  E.  Lane,  Jr.,  Falls  Church 
Edward  Malcolm  Macon,  Vienna 
Ralph  Burton  Maffey,  Catawba  Sanatorium 
Joanna  C.  Maiden,  Winston-Salem,  N.  C. 

William  Farlow  Maloney,  Richmond 
Cornelius  F.  Matthews,  Martinsville 
Charles  Wallace  McNitt,  Cobbs  Creek 
Robert  Edward  Muskgrave,  Danville 
Arthur  Judson  Nash,  Clifton  Forge 
Fortunato  Joseph  Padua,  Norfolk 
Robert  Chester  Patton,  Craig  .AFB,  Ala. 

Herman  Howard  Pinkerton,  Jr.,  Abingdon 
Charles  Harris  Powell,  Woodbridge 
Thomas  .Allan  Ray,  Arlington 
Charles  Emmett  Richards,  Jr.,  Quincy,  111. 

Charles  Willis  Sensenbach,  Wise 
Lee  Weldon  Shaffer,  Jr.,  Roanoke 
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Joseph  Walter  Siewicz,  Falls  Church 
Melvin  Ross  Simpson,  Norfolk 
Wesley  Graham  Stephens,  Boones  Mill 
Herman  D.  Stevens,  Newport  News 
Joseph  Marion  Straughan,  Norton 
Howard  Pettit  Treichler,  Alexandria 
William  Maclohen  Trible,  Washington,  D.  C. 

Frederick  Edward  Vultes,  Jr.,  Richmond 
Glenn  Ferrell  Watts,  Wise 
Walter  Paul  Wise,  Manassas 

Dr.  Harold  Goodman, 

Richmond,  announces  the  opening  of  his  office  at 
104  Berrington  Street  for  the  private  practice  of 
radiology.  He  recently  resigned  his  position  as 
chief  of  the  radiologj-  service  at  McGuire  Veterans 
Administration  Hospital. 

Southern  Medical  Association  Building. 

The  Ground-Breaking  Ceremony  for  the  new 
headquarters  of  this  Association  was  held  on  August 
4th.  The  Association  expects  to  occupy  the  building 
not  later  than  March  15,  1958. 

Dr.  Charles  M.  Nelson, 

.Associate  Professor  of  Clinical  Urology  at  the 
Medical  College  of  Virginia,  six:ke  to  the  members 
of  the  Staff  of  the  Northampton- Accomack  ^Memorial 
Hospital  on  September  4th.  His  subject  was  The 
Treatment  of  Bladder  Tumors  with  Particular  Ref- 
erence to  the  Use  of  Radioactive  Gold.  This  lecture 
is  a part  of  the  Hospital’s  program  of  Continuation 
Education. 

St.  Luke’s  Hospital  Has  75th  Anniversary. 

The  75th  anniversary  celebration  of  St.  Luke’s 
Hospital,  Richmond,  was  held  September  6-9.  Dr. 
\V.  P.  Barnes  of  the  Staff  was  the  principal  speaker 
at  the  opening  session,  and  Dr.  T.  Thompson, 
Jr.,  a former  Staff  member  and  now  chief  of  Medi- 
cine at  McGuire  Hospital,  was  the  speaker  at 
the  banquet. 

St.  Luke’s  was  founded  in  1882  by  the  late  Dr. 
Hunter  Holmes  McGuire,  chief  surgeon  in  the  Stone- 
wall brigade  in  the  Civil  War.  The  first  training 
school  for  nurses  in  Virginia  was  established  there 
in  1886.  The  Hospital  now  has  92  beds  and  a stu- 
dent nurse  capacity  of  approximately  40. 

Dr.  Collinson  P.  E.  Burgwyn 

Has  completed  residency  training  at  North  Caro- 
lina Baptist  Hospital  and  Bowman  Gray  School  of 
Medicine  in  Winston-Salem.  He  has  located  at 
1213  West  Franklin  Street,  Richmond,  where  he  will 
practice  obstetrics  and  gynecology. 


Dr.  Rose  M.  Morecock  j| 

Was  assigned  by  the  State  Department  of  Health  | 
on  September  1st  as  assistant  to  Dr.  W.  P.  Jackson,  H 
director  of  the  health  district  comprising  the  counties  i 
of  Bedford,  Craig,  Franklin  and  Roanoke.  1 

Dr.  W.  C.  Caudill,  j* 

Pearisburg,  has  been  named  president  of  the 
United  Fund  drive  of  Giles  County.  Participating  j 
agencies  include  the  American  Red  Cross,  the  Boy  i 
Scouts  of  America,  Girl  Scouts,  Children’s  Home 
Society  and  Mental  Health  Society. 

The  Southeastern  Allergy  Association 

Will  hold  its  12th  .Annual  Meeting  at  the  Fort 
Sumter  Hotel,  Charleston,  N.  C.,  November  1 and  2. 
The  program  will  include  papers  by  Dr.  Raymond 
Arp,  .Atlanta,  Ga.,  on  Cardiac  Allergy;  Dr.  Wil- 
liam .A.  Thornhill,  Jr.,  Charleston,  W.  Va.,  on 
.Allergic  Vasculitis,  Dr.  Oscar  Swineford,  Jr.,  Char- 
lottesville, on  Immunolog}';  Dr.  Jack  M.  Rose,  Hou- 
ston, on  Hodgkin’s  and  .Allergy;  Dr.  William  B. 
Sherman,  New  A'ork,  on  Non-Immunologic  Factors 
in  .Allergic  Reactions;  Dr.  John  Guerrant,  Char- 
lottesville, on  Alechanisms  Concerned  with  Dyspnea 
in  Patients  with  Pulmonary  Disease;  Dr.  Oscar 
Hansen-Pruss,  Durham,  N.  C.,  on  Tranquilizers  in 
Patients  with  Emphysema;  Dr.  Orville  Withers, 
Kansas  City,  Mo.,  on  The  Problem  of  Food  .Al- 
lergy; Dr.  Lamar  Peacock,  .Atlanta,  Ga.,  on  Potas- 
sium Iodide  Sensitivity;  Dr.  Paul  Coughlin,  Talla- 
hassee, Fla.,  on  Vitamin  and  Mineral  Balance;  and 
Dr.  Carl  fones,  .Atlanta,  Ga.,  on  Insection  Allergy. 

Dr.  Clarence  Bernstein,  Orlando,  Fla.,  is  presi- 
dent of  this  .Association. 

American  Association  of  Medical  Assistants. 

.At  the  annual  meeting  of  this  .Association  held 
recently  in  California,  Virginia  was  represented  by 
four  members  fiom  Lynchburg.  They  were  Mrs. 
W.  G.  Dove,  Aliss  Helen  Cyrus,  Miss  Ronnie  Mur- 
phy, and  Mrs.  E.  S.  Carwile. 

Wanted. 

Mental  Hospital  physician.  Merit  increases.  A'a- 
cation  and  sick  leave  with  pay.  Retirement  benefits. 

Chief  of  Service — Four  years  of  psychiatric  ex- 
perience, at  least  two  of  which  must  have  been  in  a 
mental  hospital.  State  license  or  eligibility  therefor. 
Starting  salary  $10,992.00  j)er  year. 

Staff  Physician — Two  years  of  psychiatric  ex- 
perience. at  least  one  of  which  must  have  been  in  a 
mental  hospital.  State  license  or  eligibility  therefor. 
Starting  salary  $10,032.00  per  year. 
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I Apply  to  Superintendent,  Dejarnette  State  Sana- 
1 lorium,  Staunton,  Virginia.  {Adv.) 

i For  Sale. 

' One  used  Picker  vertical  fluoroscope,  35  ma,  135 
I volt,  excellent  condition.  Price  $750.00.  Contact 
' Dr.  L.  Perry  Hyde,  506  N.  Jefferson  Avenue,  Pu- 
I laski,  Virginia.  {Adv.) 

I 

I For  Rent. 

Brick  office  in  Painter,  Virginia.  Due  to  illness 

I 

I 

Obituaries . . . . 

I 

I 

;|  Dr.  Joseph  Spencer  Dejarnette, 

' Widely  known  in  the  field  of  mental  health,  died 
I .September  3rd,  having  been  in  declining  health  for 
f I several  years.  He  was  ninety-one  years  of  age  and 
I a graduate  of  the  Medical  College  of  Virginia  in 
'■  1888.  After  his  graduation.  Dr.  Dejarnette  joined 
rl  the  staff  of  Western  State  Hospital,  later  becoming 
il  superintendent.  He  served  in  this  capacity  until 
j 1953.  He  also  served  as  superintendent  of  the 
Dejarnette  State  Sanatorium  from  1932  to  1947. 

Dr.  Dejarnette  was  instrumental  in  getting  the 
I Virginia  sterilization  law  passed  in  1924,  the  first 
I such  law  to  be  upheld  by  the  United  States  Court  of 
! Appeal.  He  also  was  the  prime  mover  in  getting 
! a state  law  for  the  care  of  mentally  deficient  persons 
I passed  in  1926. 

I Dr.  Dejarnette  was  a Life  Member  of  The  Medi- 
I cal  Society  of  Virginia,  having  joined  in  1889. 

I Three  sisters  and  a brother  survive  him. 

I Dr.  Marion  Norwood  King, 

I Prominent  Norfolk  physician,  died  September  8th, 
at  the  age  of  eighty-two.  He  was  a native  of  North 
Carolina  and  a graduate  in  medicine  from  the  Uni- 
versity of  Maryland  in  1898.  Dr.  King  practiced 
in  Texarkana,  Ark.,  and  Durham,  N.  C.,  before 
locating  in  Norfolk,  where  he  had  been  for  thirty- 
seven  years.  He  served  with  the  U.  S.  Army  Aledi- 
cal  Corps  during  World  War  I.  Because  of  failing 
health.  Dr.  King  had  retired  from  active  practice  in 
1949. 

Dr.  King  was  a Life  Member  of  The  Medical 
Society  of  Virginia,  having  joined  in  1900.  His  wife 
and  a sister  survive  him. 


doctor  has  retired  from  practice.  Contact  Mrs.  Wil- 
liam L.  Cosby,  Painter,  Va.  (Adv.) 

Wanted. 

Two  full-time  general  practitioners  or  psychiatrists 
to  work  on  psychiatric  service  of  2000-bed  hospital, 
in  medical  and  cultural  locality.  Full-time  salary 
range  $6000-$10,320  (plus  25%  for  certification) 
with  retirement,  insurance,  leave  and  other  govern- 
ment benefits.  Citizenship  and  license  by  some  state 
required.  Contact  Manager,  VA  Hospital,  Roanoke 
17,  Va.  (.1^7'.) 


Dr.  Benjamin  Blanton  Dutton, 

Prominent  physician  of  Winchester,  died  August 
22nd,  after  a long  illness.  He  was  a native  of 
Middlesex  County  and  sixty-eight  years  of  age.  Dr. 
Dutton  graduated  from  the  Medical  College  of  Vir- 
ginia in  1913  and  after  his  internshij),  began  his 
practice  in  Winchester.  He  was  in  Service  during 
W'orld  War  I and  was  awarded  the  Silver  Star  for 
outstanding  service.  On  the  occasion  of  his  sixty- 
second  birthday,  the  citizens  of  Winchester  honored 
Dr.  Dutton  at  a imblic  reception  and  the  Mayor  de- 
clared the  day  to  be  set  aside  as  Dr.  Dutton  Day 
“to  do  honor  to  a useful  and  beloved  citizen". 

Dr.  Dutton  was  a member  of  the  Board  of  Direc- 
tors of  the  Winchester  Memorial  Hos]fital  and  a 
former  member  of  the  hospital  executive  committee. 
He  had  been  a member  of  The  Medical  Societ}’  of 
Virginia  for  forty-three  years.  His  wife  and  a son 
survive  him. 

Dr.  Elisha  Barksdale, 

Widely  known  Lynchburg  surgeon,  died  Septem- 
ber 12th  after  a long  illness.  He  was  a native  of 
Halifax  County  and  seventy-six  years  of  age.  Dr. 
Barksdale  was  a graduate  of  the  Medical  College 
of  Virginia  in  1904.  He  was  a pioneer  in  the  field 
of  public  health  and  well  known  as  a speaker  and 
writer  on  scientific  subjects.  Dr.  Barksdale  was 
among  those  responsible  for  the  founding  of  the 
Lynchburg  General  Hosjrital  and  served  as  its  first 
chief  of  the  staff.  He  was  the  first  president  of 
the  Virginia  Baptist  Hospital  staff  and  was  on  the 
surgical  staffs  of  Memorial  and  Guggenheimer  Me- 
morial Hospitals. 
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Dr.  Barksdale  was  a charter  member  of  the  Vir- 
ginia governing  committee  of  Gorgas  Memorial  In- 
stitute of  Tropical  and  Preventive  Medicine.  He 
was  a Life  Member  of  The  Medical  Society  of 
Virginia,  having  joined  in  1907. 

Three  daughters,  two  brothers  and  three  sisters 
survive  him. 

Dr.  Thomas  David  Morewitz, 

Prominent  physician  of  Hampton,  died  September 
5th  after  a long  illness.  He  was  sixty-five  years  of 
age  and  a graduate  of  the  former  University  Col- 
lege of  Medicine,  Richmond,  in  1913.  Dr.  More- 
witz was  city  physician  for  Newport  News  for  a 
number  of  years.  During  World  War  I he  was  a 
captain  in  the  Medical  Corps  of  the  .\rmy. 

Dr.  Morewitz  had  been  a member  of  The  iSledical 
Societ}-  of  Virginia  for  forty-four  years.  .A.  sister 
and  two  brothers  survive  liim. 

Dr.  Sidney  Trattner, 

Richmond,  died  August  29th  at  his  summer  home 
in  Maine.  He  was  sixty-five  years  of  age  and  a 
graduate  of  the  New  Vork  University  College  of 
Medicine  in  1914.  Dr.  Trattner  specialized  in 
ophthalmology  and  had  been  head  of  the  Ophthal- 
mologist .Association  of  the  A'irginia  Commission  for 
the  A’isually  Handicapped.  He  served  as  a medical 
officer  during  World  War  I. 

Dr.  Trattner  had  been  a member  of  The  Medical 
Society  of  A'irginia  for  thirty-seven  years.  His  wife, 
two  daughters  and  a son  survive  him. 

Dr.  Stewart  McBryde, 

.Arlington,  died  July  10th  of  congestive  heart 
failure.  He  was  born  in  Lexington  in  1887  and 
graduated  from  the  Aledical  College  of  A’irginia  in 
1912.  During  AA’orld  AA'ar  I.  Dr.  AlcBryde  served 
in  France  as  a Captain  in  the  Aledical  Corps.  He 
was  a former  president  of  Physicians'  Hospital  in 
AA’arrenton.  Dr.  McBride  had  been  a member  of 
The  Medical  Society  of  A’irginia  for  thirt\  -two  years. 


His  wife,  a son,  a step-son  and  a step-daughter 
survive  him. 

Dr.  George  AValne  Leavell, 

AA’ell  known  Bristol  physician,  died  August  12th. 
He  was  si.xty-nine  years  of  age  and  a graduate  of 
the  University  of  Louisville,  School  of  Aledicine,  in 
1911.  Dr.  Leavell  was  appointed  by  the  Baptist 
Foreign  Alission  Board  in  1912  to  go  to  China  as  a 
medical  missionary.  He  serc’ed  23  years  in  AA'uchow, 
South  China,  and  built  and  seix'ed  in  the  Stout 
Alemorial  Ho.spital.  Because  of  ill  health,  Dr.  Lea- 
vell returned  to  the  United  States  in  1934  and  opened 
his  practice  in  Bristol. 

Dr.  Leavell  was  a past  governor  of  the  District 
Rotary  Club.  He  had  been  a member  of  The  Medi- 
cal Society  of  A’irginia  for  twenW-one  years. 

Dr.  Edgar  Allan  Baron, 

AA'ell  known  physician  of  Hami)ton,  died  July 
9th  of  a spontaneous  subarachnoid  hemorrhage.  He 
was  a native  of  Alontreal.  Canada,  and  forty-seven 
years  of  age.  Dr.  Baron  graduated  from  McGill 
University  in  1935.  Since  1947  he  had  been  Pathol- 
ogist at  the  A’eterans  Administration  Hospital  at 
Kecoughtan.  He  had  also  been  an  active  member 
of  the  medical  staff  of  Dixie  Hospital  in  Hampton. 

Dr.  Baron  had  been  a member  of  The  Aledical 
Society  of  A’irginia  since  1947.  His  wife  and  two 
children  surs’ive  him. 

Dr.  Julien  Dabney  Jackson, 

Norfolk,  died  August  15th,  at  the  age  of  sixty- 
seven.  He  was  a graduate  of  Howard  University  in 
1914  and  began  his  practice  in  Richmond,  then 
moved  to  Hampton,  and  finally  to  Norfolk.  Dr. 
Jackson  was  one  of  a small  group  of  Negro  doctors 
who  worked  tirelessly  to  help  establish  the  Com- 
munity Hospital  in  Norfolk,  and  was  associated 
with  the  x-ray  department  at  the  hospital.  Dr. 
Jackson  joined  The  Aledical  Society  of  A’irginia  in 
1955. 

His  wife  and  two  sons  sunfive  him. 
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ROLICTON 


permits  high  dosage, 

more  effective  diuresis  in  more  patients 


Ihe  low  incidence  of  side  action  with 
Rolicton  (brand  of  amisometradine)  per- 
mits high  dosage,  extending  the  range  of 
effective  diuresis  to  a greater  number  of 
patients  than  was  previously  possible. 

Laboratory  studies  demonstrate  that 
Searle’s  new  oral  diuretic,  Rolicton, 
causes  positive  diuresis  with  an  essen- 
tially balanced  excretion  of  water,  sodium 
and  chlorides. 

Setter  studied  the  effect  of  Rolicton 
in  forty-seven  patients  and  found  no 
serious  side  effects.  Assali,  who  observed 
the  action  of  Rolicton  in  five  patients 
with  severe  toxemia  of  pregnancy,  states^ 
that  side  actions  are  essentially  non- 
existent. Side  actions  of  such  low  inci- 
dence, together  with  its  diuretic  efficacy, 
suggest  a high  order  of  usefulness  for 
Rolicton. 

One  tablet  of  Rolicton,  b.i.d.,is  usually 
adequate  to  maintain  patients  free  of 
edema  after  the  first  day’s  dosage  of  four 
tablets.  Some  patients  respond  well  to 
one  tablet  daily.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 


1.  Settel,  E.:  Rolicton®  (Aminoisometradine), a 
New,  Nonmercurial  Diuretic,  Postgrad.  Med. 
2/.186  (Feb.)  1957. 

2.  Assali,  N.  S.:  Personal  communication.  May 
28,  1956. 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 


STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 

HOUSTON  L.  BELL,  M.D, 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND,  M.D. 

CHARLES  E.  LEBLANC 

DORIS  L.  JAMES,  B.S.,  O.D. 

(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


MARY  INGRAM  CLARK  (1884-1955) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 
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McGuire  climc 


ST.  LURE’S  HOSPITAL 

75th  ANNIVERSARY 
1882  - 1957 

1000  West  Grace  Street 
Richmond,  Virginia 


ieneral  Medicine 


General  Surgery 


Obstetrics 


BTUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS.  JR.,  M.D. 

JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE.  M.D. 


WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED,  JR..  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  I.  DODSON.  M.D. 

CH.A.S.  M.  NELSON,  M.D. 

AUSTIN  1.  DODSON,  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


W.  HUGHES  EVANS.  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D. 


Roentgenology 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  MJ). 

Anesthesiology 

HETH  OWEN,  JR..  M.D. 
WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS..  C.P.A. 

Free  Parking  for  Patrons 


4 years 

$4.00 

3 years 

3.25 

1 1 year 

1.50 

AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  • Chicago  10,  Illinois 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexa.nuee  G.  Brown,  III,  M.D. 
John  D.  Call.  M.D. 

Wyndham  B.  Bla.vton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs.  M.D. 
Spotswood  Robins.  M.D. 

David  C.  Forrest,  M.D. 

Orthopedics: 

Bei-fri.ey  B.  Ci-ary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics : 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr..  M.D. 

Ophthalmologv.  Otolarvngology : 

W’.  L.  Mason.  M.D. 

Anesthesiology 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr..  M.D. 


Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jb.,  M.D. 
Carrington  W’illiams,  M.D. 
Richard  A.  Michaux.  M.D. 
Carrington  Williams,  Jb.,  M.D. 

Urological  Surgery; 

Frank  Pole,  M.D. 

Oral  Surgery ; 

Guy  R.  H.abbison,  D.D.S. 

Plastic  Surgery ; 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 

Fred  M.  Hodges,  M.D. 

L.  0.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jb.,  M.D. 
William  C.  B.vbb.  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Ph  ysiotherapy ; 

Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 
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^ppalacijian  5|aU 


Established  1916 

Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Rat  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


I 

! 


ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 

William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 
Nettie  N,  Nicholas,  R.N.,  Superintendent  of  Nurses 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


M^estbrooK  Sanatorium 

RICHMOND  • • ■ established l^ll  • • 'VIRGINIA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Stajj  pall  V.  ANDERSON,  M.D.,  President 

REX  BLANKINSHIP,  M.D.,  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 


R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  I'ieics  Sent  On  Request  • P.  0.  Box  1514  - Phone  5-3245 
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SAINT  ALBANS 

A PRIVATC  PSYCHIATRIC  HOSPITAL 
RADFORD,  VIRGINIA 


James  K.  Morrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS : 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 
Medical  Consultant 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 


• "Understanding  Care”  • 


Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health. 

Approved 


Each  Guest  Under  Care  of  His  Oivn  Doctor. 

AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 


Inspection 

Invited 


24  hours  daily  care  in  a specifically 
built  52  Bed  Nursing  Home.  Super- 
vised by  a Resident  R.  N.  and  M.  C.  V. 
Extern.  Trained  Dietitian  and  orderly. 


TELEPHONE 

3-3993 


Private  and  Semi-Private  Rooms  with 
toilets.  Rates  from  S50  to  $75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from,  any  Local  Hospital. 


Write  or  Phone 

Bernard  Maslan,  Adm. 


Terrace  Hill  Nursing  Home 


INC. 


2112  Monteiro  Ave. 
Richmond  19,  Va. 


• Kidde  ATMO  Fire  Detection  System  Equipped* 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Speciaiiy  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  wilt,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  1955  H.  N.  Afford,  Atlanta,  Co. 
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Out- Patient  Clinic 
And  Hospitol  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune,  MD:  Medic&l  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  Amerleon  Medical  Association 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  December  4, 
1957.  The  examinations  will  be  held  in  the 
same  hotel  December  5,  6,  and  7,  1957,  inclusive. 
All  applications  and  other  documents  pertaining 
to  the  examinations  or  to  matters  to  be  dis- 
cussed by  the  Board  must  be  on  file  in  the 
Secretary’s  office  on  or  before  Nov.  12,  1957. 
The  Secretary  of  the  Board  is  Dr.  K.  D.  Graves, 
631  First  Street,  S.W.,  Roanoke,  Virginia. 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Homestead 

Year  round  private 
home  and  school  for 
infants,  childreu  and 

School 

adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

IF  rite  for  booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

FREE  UNION 

VIRGINIA 

when  anxiety  and  tension  "erupts”  In  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 


* 


Meprobamate  with  PATHILON®  Lederle 

Cojnhines  Meprobamate  {400  /w^.)the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay’’  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . PATHILON  (25  mg.)the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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t - 

italic 


in  its  completeness 


Digitalis 

(Davies,  Rose) 

0.1  Gram 

(aWHL  I w Crains) 
CAirnON:  Federal 
law  prebiMts  dlspens- 
inc  wH)>oot  prvarrip. 
tion.  

•«»IU.  MS  t C»..  IM. 
•wtH,  Hast.  I ll 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass. 


\ 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richtnond 

Richmond  Hotels  Incorporated 


At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


PATTERSONS 

SAFE  lERVICE  DRUC  STORES 


Prescription  Specialists 


Lynchburg,  Vo.  Martinsville,  Va. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N.  C. 
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For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 


Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


in  very  special  cases 


-mm-  - w- • 

a very  superior  brandy. . . 
specify 

mmmmmBBY 


COGNAC  BRANDY 


EVERY  WOMAN 

o 

WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 
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Monilial 


overerowth 


is  a factor 


Combines  ACHROMYCIN  V with  NYSTATIN 


Achrostatin  V combines  AcHROMYCixt  V . . . 

the  new  rapid-acting  oral  form  of 
AcHROMYCiNt  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
SO  different  infections  . . . and  Nystatin'  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg.  tetracycline 
HCl  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 

^Trademark 
fReg.  U.  S.  Pat.  Off. 


LEDERLE 


LABORATORIES 


DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL 


RIVER,  N.  Y. 
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For— 

quick  symptomatic  relief 
or  prophylaxis  in 
urinary  tract  infections 


SI 

JRO 

IM 

lATE 

TRADEMARK 

Q 

Datch 

THE  TRIPLE  SULFA 

Sulfadiazine 

Sulfamerazine 

Sulfacetamide 

. . . . 100  mg. 

. . . . 100  mg. 

. . . . 100  mg. 

An  improved  combination  including  sulfacetamide 
. . . efficient  antibacterial  of  exceptional  solubility.* 
Offers  wide-spectrum  activity  with  low  dosage, 
minimal  danger  of  crystalluria  or  sensitization.^ 
Preferred  to  antibiotics  because  drug  resistance  or 
superinfection  is  less  likely.^ 

With  the  DOUBLE  PLUS... 

+ Ext.  Hyoscyamus  . 5.75  mg. 
(alkaloids  0.155%) 

Potassium  Citrate  . 200  mg. 


Antispasmodic  action  of  hyoscyamus  quickly 
relieves  pain,  irritation,  burning,  urgency.** 

Alkalizing  and  diuretic  effects  of  potassium  citrate 
enhance  sulfonamide  solubility  and  safety.** 


Supplied:  Bottles  of  100  tablets. 

1.  Kerley,  L.,  and  Headlee,  C.  P.:  J.  Am.  Pharm.  A,  (Scient.  Ed.) 
45:82,  1956.  2.  Lehr,  D.:  Special  Exhibit,  Mod.  Med.  23:111,  No.  2. 
1955.  3.  Editorial.  J.A.M.A.  160:210,  1956.  4.  Bastedo,  W.  A.: 
Materia  Medica,  Pharmacology,  Therapeutics  and  Prescription  Writing* 
ed.  4,  Philadelphia,  W.  B.  Saunders  Company,  1937,  pp,  514,  101. 

THE  E.  L.  PATCH  COMPANY 

STONEHAM, MASSACHUSETTS 
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On  Self-Regulated 
Schedules  For  Infants 


Genetically  acquired  behavioral  predisposi- 
tions enable  the  normal  baby  to  regulate  its 
feeding  intake  and  periodic  hunger  sensa- 
tions, its  feeding  habits.  These  physiological 
regulatory  forces  may  be  satisfied  by  adapt- 
ing the  formula  content  and  feeding  period 
to  the  individual  needs  of  the  infant.  It  in- 
volves a sensible  compromise  between  too 
rigid  a schedule,  geared  to  the  clock  and  too 
lax  a schedule,  based  on  self-demand  feed- 
ings. Such  is  the  current  objective:  for  either 
extreme  can  lead  to  infant  feeding  difficulties. 

The  newborn  may  become  a feeding  prob- 
lem if  the  prescribed  formula  is  excessive  or 
the  feeding  schedule  rigid.  Every  time  he  is 
awakened  abruptly  from  satisfying  slumber 
to  be  fed  forcefully,  the  baby  gradually  loses 
his  enthusiasm  for  the  food  and  begins  to 
resist  the  feeding.  The  young  infant  may  balk 
at  the  crude  introduction  of  a new  food  or 
feeding  procedure  without  the  proper  prelude 
of  gradual  adaptation  of  taste,  color,  consist- 
ency and  quantity. 

The  older  infant  weaned  from  bottle  to  cup 
may  reject  milk  or  go  on  a hunger  strike. 
Devoted  to  his  bottle  he  resents  its  sudden 
deprivation.  It  takes  a certain  readiness  for 
weaning  to  make  that  change  agreeable.  Later 
the  infant  becomes  somewhat  independent  of 
his  mother  and  arbitrary  with  his  food.  What 
he  enjoyed  yesterday,  he  rejects  today.  If  he 
distorts  the  diet  for  a day  and  his  mother 
resorts  to  force,  a feeding  problem  is  in  the 
making.  Sensible  decorum  will  solve  these 


little  difficulties  before  they  become  big  be- 
havior disturbances  in  childhood. 

The  problems  of  infant  feeding  are  always 
the  same  but  solutions  may  differ  with  each 
era.  The  carbohydrate  requirement  for  all 
infants  is  as  completely  fulfilled  by  Karo® 
Syrup  today  as  a generation  ago.  Whatever 
the  type  of  milk  adapted  to  the  individual 
infant,  Karo  may  be  added  confidently  be- 
cause it  is  a balanced  mixture  of  low  sugars, 
easily  mixed,  well  tolerated,  palatable,  hypo- 
allergenic, resistant  to  fermentation,  easily 
digestible,  readily  absorbed,  non-laxative. 
Readily  available  in  all  food  stores. 


MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 
17  Battery  Place,  New  York  4,  N.  Y. 


Behind  Every  Karo  Bottle... A Generation  of  World  Literature 

0 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederlo 

Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 

habituation with  PATHILON  {25  ??ig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 

and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 


your  complete  insurance  needs  . . . 

PROFESSIONAL 
PERSONAL 
PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE:  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  1 11  W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 


for 

☆ 

☆ 

☆ 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  predni-steroids 
to  minimize  gastric  distress 


combined  steroid-antacid  therapy , . . 


‘Co-Deltra’  or  ‘Co-Hydel-  ^ 

tra’  provides  all  the  bene- 
fits  of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing — and 
smoother  control— in  bron- 

, . , , , .TV  of  prednisone  or 

chial  asthma  or  stubborn  prednisolone,  plus 
respiratory  allergies.  300  mg.  of  dried 

, aluminum 

SUPPLIED:  Multiple  Compressed  hvdroxide 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy-  .pH  50  mg. 
deltra’  in  bottles  of  30,  100,  and  magnesium 

trisilicate. 

•CO-DELTRA’  and  'CO-HYDELTRA’  art 
TcglstcTcd  trademarks  of  Merck  & Co..  Inc* 


CoOeltni 


(Prednisone  buffered> 


CoMeltra 

(Prednisolone  buffered) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO  . INC. 
PHILADELPHIA  1.  PA. 
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when  anxiety  and  tension  "erupts”  In  the  G.  I.  tract. . . 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  v/idely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  soastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t. i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  tor  Tridihexelhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


each  coated  tablet  contains:  Phenaphert 

Phenacetin  (3  gr.) 194.0  mg, 

Acetytsalicylic  Acid  (2V4  gr.)  . 162.0  mg, 
Phenobarbital  (V4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  • . . • 0.031  mg. 

phis 

Prophenpyridamine  Maleate  . • 12.5  mg. 
Phenylephrine  Hydrochloride  . 10.0  mg. 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 
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for  '"This  Wormy  World” 


Pleasant  tasting 

‘ANTEPAR’: 

PIPERAZINE 

SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

‘ANTEPAR^  SYRUP  “ Piperazine  Citrate,  100  mg.  per  ce. 
k ‘ANTEPAR’  TABLETS  “Piperazine  Citrate,  250  or  500  nig.,  seored 
Vantepar’  wafers  “ Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N,  Y. 
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why  Dimetane  is  the  best  reason  yet  for  you  to  re-examir^) 
the  antihistamine  you’re  now  using  »MiiUgramformiiiigra'^ 

DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index  unrivaled  by 
other  antihistamine— a relative  safety  unexceeded 
by  any  other  antihistamine,  dimetane,  even  in  very 
low  dosage,  has  been  effective  when  other  antihis- 
tamines have  failed.  Drowsiness,  other  side  effects 
have  been  at  the,  very  minimum. 

» unexcelled  antihistaminic  action 

From  ihe  preliminary  Dimetane  Extentabs  studies  of  three  investigators.  Further  clinical  investigations  will  be  reported  as  come' 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects  ■ 

txceiient 

bOOO 

hair 

negative 

Allergic 

rhinitis  and  vaso- 
motor rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsines- 

Urticaria  and 
angioneurotic 
edema 

3 

1 

1 

I 

Dizzy  (1) 

Allergic 

dermatitis 

2 

I 

1 

Slight  Drowsiness 

Bronchial  asthma 
Pruritus 

1 

1 

1 

1 

Total 

37 

15 

13 

7 

2 

Drowsiness  (5)  g* 
Dizzy  (1) 

I 


DIMETANE  IS  PARABROMDYLAMI NE  MALEATE  - EXfENTABS  12  MG., TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


i 

^ 1 

it’s  remember  Di^me  tahe 

T 

jianket  of  allergic  protection,  covering  10-12 
urs  — with  just  one  Dmietane  Extentab  »dimetane 
tentabs  protect  patient  for  10-12  hours  on  o]w  tablet. 

Periods  of  stress  can  be  easily  han- 
dled with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


2 3 4 5 6 7 8 9 10  11  12 

Dosage: 

Adults— One  or  two  i-mg.  tabs, 
or  two  to  four  teaspoonfuls 
Elixir,  three  or  Jour  times  daily. 
One  Extentab  q.8-12  h. 

or  twice  daily. 
Children  over  6— One  tab. 
or  two  teaspoonfuls  Elixir  t.i.d. 
or  q.i.d.,  or  one  Extentab  q.l2h. 

Children  3-6— V2  tab. 
or  one  teaspoonful  Elixir  t.i.d. 


Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 


in  acne 


^‘results  were  uniformly  encouraging”^ 


® 

Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges'  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex^ 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges,  F.  T.;  GP.  ;4:86.  Nov..  1956. 

pHisoHex.  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18.  N.Y. 


58 


ViRGixi.A  Medical  Monthly 


TETRACYCLINE 


OPHTHALMIC  OIL 

SUSPENSION  1% 


bland  soothing  drops 

• floods  tissues  quickly,  evenly 

• compatible  with  ocular  tissues  and  fluids 

• eliminates  cross  contamination 


unsurpassed  in  antibiotic  efficacy 
• Therapeutic:  the  true  broad-spectrum  action 
of  Achromycin,  promptly  effective  in  a wide 
variety  of  common  eye  infections 


• easily  self-administered 

supplied: 

4 cc.  plastic  squeeze,  dropper  bottle  containing 
Achromycin  Tetracycline  HCl  (1%)  10.0  mg., 
suspended  in  sesame  oil. 


• Prophylactic:  following  removal  of  foreign 
bodies;  minor  eye  injuries 

• Stable,  no  refrigeration  needed:  retains  full 
potency  for  2 years 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 

•Ree.  U.  S.  Pat.  Off. 
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Each  Capsule 

Acetyl-p-amipoph 

Salicjlamide 

Caiteine 


Each  Capsul® 

jicefyl-p-aminoP^ 

Salicylaipiile 

Caffeine 

USf  AS 
USUAL 


Each  Caps"'* 
icetjl-p-a"''"”"'' 
SalicyiafP**^® 
Caffeine 

»crTE'' 

USE  AS  ^ 


PHY«IC«AN* 


■oOMP^ 


a new/ analgesic  for  safe,  effective  pain  relief 


CoNTRAMAL  ....  a Combination  of  full  dosage 
levels  of  Acetyl-p-aminophenol  and  salicyla- 
niide  with  caffeine  ...  to  produce  a high 
degree  of  analgesia  safely,  without  adverse 
side  effects  and  without  the  stomach  distress 
often  associated  with  aspirin  administration. 


For  use  in  stubborn,  chronic  or  intractable  pain  the  potent 
CoxTRAMAL  formula  is  further  reinforced  with  codeine  phos- 
phate in  two  strengths:  Cox’TRA.mal  No.  2 — with  15  mg.  codeine, 
and  Cox'TRAMAL  No.  3 — with  30  mg.  codeine.  Supplied: 
Cos'TRAMAL — bottles  of  100  and  1000  opaque  pink  and  gray 
capsules;  Contramal  No.  2 — bottles  of  24,  100  and  SOO  opaque 
yellow  capsules.  Coxtra.mal  No.  3 — bottles  of  24,  100  and  500 
opaque  scarlet  capsules. 

Clinical  Samples  and  literature  on  request 


n n Clinical  samples  and  li 

SmSMEMM 


i»RODUCTS  CO.,IMC.  PETERSBURG,  VA. 
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I MAJOR  ADVANCE  IN  FEMALE  HORMONE  THERAPY 

for  certain  disorders  of  menstruation  and  pregnancy 


With  NORLUTiNyou  can  now  prescribe  truly  effective  oral  progestational  therapy.  Small  oral  doses 
of  this  new  and  distinctive  progestogen  produce  the  biologic  effects  of  injected  progesterone. 


T.M 


(norethindrone,  Parke-Davisj 


oral  progestogen 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


Progestational  Effect  on  Endometrium 


A A 

Presecretory  to  secretory  endometrium  The  x-ray  diffraction  pattern  of  NORLUTIN  distinguishes 
after  5 days’  treatment  with  NORLUTIN.  its  crystal  structure  from  that  of  other  progestogens. 


INDICATIONS  FOR  NORLUTIN:  Conditions  involving  a deficiency  in  progestogen, 
such  as  primary  and  secondary  amenorrhea,  menstrual  irregularity,  functional  uterine 
bleeding,  infertility,  habitual  abortion,  threatened  abortion,  premenstrual  tension,  dys- 
menorrhea. 


PACKAGING;  5.ing_  scored  tablets  (C.T.  No.  882),  bottles  of  30. 

PARKE,  DAVIS  A COMPANY  • DETROIT  32, 


MICHIGAN 


I 


soisa 


FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISOROERS-from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  Involvement  can  be  effectively 
controlled  with 

MBWH 

many  patients  with  MODERATELY  SEVERE  involvement 
can  be  effectively  controlled  with 

MEimiE 


The  first  meprobamate-prednisolone  theraoy 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  musclespasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ‘MEPROLONE’-5  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  ‘MEPR0L0NE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-i  supplies  l.o  mg. 
prednisolone  in  the  same  formula  as 
•M£PR0L0NE’-2. 


MERCK  SHARP  & DOHME 

OIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 


^ICPROLONE’  U a tradeaiark  of  Merck  ft  Co.,  Ine. 


62 


Virginia  ^Medical  Monthly 


your  patients  with  generalized  gastrointestinal 
complaints  need  the  comprehensive  benefits  of 


Tridal* 


(DACTIL®  + PIPTAL®-ln  one  tablet) 

rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  tridal  tablet 
contains  50  mg.  of  Dactil.  the  only  brand  of  N-ethyl-S-piperidyl 
diphenylacetate  hydrochloride,  and  5 mg  of  Piptal.  the  only  brand 
i4»»7  of  N-ethyl-3-pipendyI-benzilate  methobronude. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Orgranized  1881) 

(The  Pioneer  Post-Gradnate  Medical  Institute  in  America) 


SURGERY  and  ALLIED  SUBJECTS 

A two  months  combined  surgical  course  comprising  sur- 
gery, traumatic  surgery,  abdominal  surgery,  gastroentero- 
logy, proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  operations,  examination 
of  patients  preoperatively  and  postoperatively,  and  follow- 
up in  the  wards  postoperatively.  Pathology,  radiology, 
physical  medicine,  anesthesia.  Cadaver  demonstrations  in 
rurgical  anatomy,  thoracic  surgery,  proctology,  orthopedics. 
Operative  surgery  and  operative  gynecology  on  the 
cadaver ; attendance  at  departmental  and  general  con- 
ferences. 

ANESTHESIOLOGY 

A three  months  full  time  course  covering 
general  and  regional  anesthesia  with  special 
demonstrations  in  the  clinics  and  on  the 
cadaver  of  caudal,  spinal,  field  blocks,  etc.; 
instruction  in  intravenous  anesthesia,  oxygen 
therapy,  resuscitation,  aspiration  broncho- 
scopy; attendance  at  departmental  and  gen- 
eral conferences. 


DERMATOLOGY  AND  SYPHILOLOGY 

A three  year  course  fulfilling  all  the  re- 
quirements of  the  American  Board  of  Derma- 
tology and  Syphilology.  Attendance  at  de- 
partmental and  general  conferences. 

Course  for  GENERAL  PRACTITIONERS 

Four  weeks  intensive  full  time  instruction  covering:  thoee 
subjects  which  are  of  particular  interest  to  the  physician 
in  greneral  practice.  Fundamentals  of  the  various  medical 
and  surreal  specialties  designed  as  a practical  review  of 
established  procedures  and  recent  advances  in  medicine 
and  surgery.  Subjects  related  to  general  medicine  are 
covered  and  the  surgical  departments  participate  in 
giving  fundamental  instruction  in  their  specialties. 
Pathology  and  radiology  are  included.  The  class  is  ex* 
pected  to  attend  departmental  and  general  conferences. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 


Every  Virginia  Doctor  Should 
Hare  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

In  3 Volumes 
Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


PRICES  FOR  REPRINTS 

of  Articles  Appearing  in 

The  Virginia  Medical  Monthly 

Trimmed  Size  5V^x7^  ins.  Type  Page  3x514  ins. 
Minimum  Order  100  Copies 


too 

250 

500 

1.000 

2.000 

4 pp.  $ 

6.90 

$ 7.60 

$ 9.20 

$11.25 

$15.75 

8 " 

12.30 

13.90 

15.20 

19.55 

27.05 

12  " 

18.05 

20.60 

23.10 

29.45 

43.45 

16  " 

18.85 

22.10 

25.55 

32.55 

46.45 

20  " 

21.75 

27.35 

31.05 

37.95 

56.80 

Extra  for 

Covers 

7.60 

8.75 

12..05 

14.40 

21.75 

ENVELOPES: 
Printed  4.60 

7.00 

9.55 

15.20 

27.25 

Blank 

1.40 

3.20 

5.05 

9.55 

19.00 

Prices  F.O.B.  Richmond,  Va.  Shipments  will 
be  sent  postpaid  if  check  sent  with  order. 

Orders  must  be  placed  before  type  is 
distributed. 

WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street 

RICHMOND,  VIRGINIA 
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just  one  specific 

therapeutic  purpose 

to  curb  the  appetite 

of  the  overweight  patient 


PRELUDIN 

(brand  of  phenmetrazine  hydrochloride) 
pRELUDiN  makes  reducing: 

Effective  because  it  provides  potent  appetite  suppres- 
sion, while  minimizing  the  undesirable  effects  on  the 
central  nervous  system  which  may  be  encountered 
with  certain  other  weight-reducing  agents.' 

Comfortable  because  it  virtually  eliminates  nervous 
tension,  palpitations  and  loss  of  sleep. ^ 

Notably  safe  because  it  is  not  likely  to  aggravate 
coexisting  conditions,  such  as  diabetes,  hypertension 
or  chronic  cardiac  disease.^ 

References:  (1)  Holt,  J.O.S.Jr.:  Dallas  M.  J.  42:497,  1956.  (2)  Gelvin, 
E.  P.;  McGavack,  T.  H.,  and  Kenigsberg,  S.:  Am.  J.  Digest.  Dis.  1:155, 
1956.  (3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956. 

Preludin®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square, 
pink  tablets  of  25  mg.  Under  license  from  C.  H.  Boehringer  Sohn, 
Ingelheim. 

GEIGY 

Ardsley,  New  York 
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Active  relief 
in 

cough 

both  allergic  and  infectious 


HYDRYLLIir 

COMPOUND 


• allays  bronchial  spasm  • liquefies  tenacious  secretions  • suppresses  allergic  manifestations 


The  ingredients  of  Hydryllin  Compound  are  proportioned  to  provide  high  therapeutic  response. 


Each  4 cc.  (one  teaspoonful)  contains: 

Aminophyllin 

32.0  mg. 

Chloroform  .... 

Diphenhydramine 

8.0  mg. 

Sugar  

Ammonium  chloride 

30.0  mg. 

Alcohol  5 % (v/v) 

8.0  mg. 
2.8  Gm, 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


Research  in  the  Service  of  Medicine 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories  20-21,  68,  Insert 

American  Medical  Association  — 39 

Ames  Company,  Inc.  26 

Appalachian  Hall  41 

Armour  Laboratories,  The  30-31 

Ayerst  Laboratories  47 

Baker  Laboratories,  Inc.,  The  8 
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optimal  dosages  for  atarax, 
based  on  thousands  of  case  histories: 


mg.  (t.i.d.) 

I nr  Clflult  indic“'yr’=<' 

TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  , PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  C.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

P€;iC€  OF  MIND  ;it;ir;ix 

(liUNO  Of  Mvo«orr<(Nt>  fn  1 1 O 

lablets-oyrup 


Consider  these  3 atarax  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

ATARAX  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 

New  York  17,  New  York  Prescription  only. 
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NO  PAIN 


NO  MEMORY... 


IN  PEDIATRIC  ANESTHESIA 


How  important — and  yet  how  simple — it  is 
to  spare  the  child  the  emotional  shock  of 
the  operating  room.  With  Pentothal  by 
rectum,  you  can  put  the  patient  to  sleep  in 
his  own  bed,  where  he  awakens  untroubled 
after  surgery.  As  a basal  anesthetic  or  as 
the  sole  agent  in  selected  minor  procedures, 
Pentothal  by  rectum  is  a notably  safe, 
humane  approach  to  pediatric  anesthesia. 

Cl&feott 


(Thiopental  Sodium,  Abbott) 

ViRcaxiA  Medic.al  Monthly 


r : 

r 

i 

I 

I AcHROCiDiN  is  indicated  for  prompt 
I control  of  undifferentiated  upper  res- 
' piratory  infections  in  the  presence  of 
i questionable  middle  ear,  pulmonary, 

! nephritic,  or  rheumatic  signs;  during 
L respiratory  epidemics;  when  bacterial 
! complications  are  observed  or  expected 
I from  the  patient’s  history. 

Early  potent  therapy  is  provided 
against  such  threatening  complications 
as  sinusitis,  adenitis,  otitis,  pneumon- 
itis, lung  abscess,  nephritis,  or  rheu- 
matic states. 

Included  in  this  versatile  formula  are 
. recommended  components  for  rapid 
relief  of  debilitating  and  annoying  cold 
; symptoms. 

( Adult  dosage  for  achrocidin  Tablets 
' and  new,  caffeine-free  achrocidin 
I Syrup  is  two  tablets  or  teaspoonfuls  of 
I syrup  three  or  four  times  daily.  Dos- 
t age  for  children  according  to  weight 
i and  age. 

> A vuilable  on  prescription  only 

; symptomatic 

relief ,,,  plus! 


Tablets 


Each  tablet  contains: 


Achromycin®  Tetracycline 

125  mg. 

Phenacetin 

120  mg. 

Caffeine 

30  mg. 

Salicylamide 

150  mg. 

Chlorothen  Citrate 

25  mg. 

Syrup 

Each  teaspoonful  (5  cc.)  contains: 

AcJtROMYCiN®  Tetracycline 
equivalent  to  tetracycline  HCl 

125  mg. 

Phenacetin 

120  mg. 

Salicylamide 

150  mg. 

Ascorbic  Acid  (C) 

25  mg. 

Pyrilamine  Maleate 

15  mg. 

Methylparaben 

4 mg. 

Propylparaben 

1 mg. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  Rl  VER,  NEW 


I 


wheti  anxiety  must  he  relieved, 

‘Compazine’  works  rapidly. 

A few  hours  after  the  initiation  of  therapy 
most  patients  notice  a lessening  of  then- 
anxiety  and  tension.  Improvement 
continues,  reaching  a maximum  in  from 
3 to  5 days.  Patients  are  emotionally 
calm,  yet  mentally  alert. 


Compazine 


Available: 


Spansulet  capsules,  lo  ing.  and  15  mg. 
Tablets.  5 mg.  and  10  mg;  and,  primarily 
tor  use  in  hospitalized  psychiatric  patients. 
25  mg.  tablets. 

Ampuls,  10  mg.  (2  cc.) 


S.K.F.’s  outstanding  tranquilizer 

Smith,  Kline  & French  Laboratories,  Philadelphia 

★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 

Patent  Applied  For 
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To  prolong  the  “prime  of  life” 

MI-CEBRIN 


<Vitamln*Mineral  Supplements,  Lilly) 


provides  21  food  factors  essential 

' . 

to  healthy  tissue  metabolism 

In  bottles  of  60  and  100 

OUALITVy'RESEARCHy'lNTEGRITY 

Ell  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INOIANA,  U.S.A. 

706060 
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FOR  PERSISTENT  INFECTIONS 


CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  eombat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  effec- 
tiveness with  whieh  CHLOROMYCETIN  suppresses  highly 
invasive  staphyloeocci^'^  extends  to  persistently  patho- 
genic coliforms.®’^®'!^  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  . . shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 
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COMPARATIVE  SENSITIVITY  OF  MIXEO  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  VYIDELY  USED  ANTIBIOTIC  AGENTS^ 


90 


80 

CHLOROMYCETIN  78% 

70 


60 


40 


30 

' 

20 

'I- 


10 

[ 


0 


ANTIBIOTIC  A 38% 


ANTIBIOTIC  F 5% 


This  graph  is  adapted  from  Waisbren  and  Strelitzer.i®  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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Newest  Pablum  Cereal 


is  35%  Protein 


Pablum  High  Protein  Cereal  is  derived  from  soy  beans, 
oats,  wheat  and  dried  yeast.  This  new  cereal  food  contains 
a level  of  active  assimilable  protein,  35%,  much  higher  than 
that  commonly  present  in  cereal  grains.  It  helps  to  keep 
baby  trim.  It  satisfies  baby’s  hunger  over  longer  periods  of 
time  than  even  foods  rich  in  carbohydrate. 

Like  all  Pablum  Cereals,  Pablum  High  Protein  Cereal 
is  made  by  nutritional  and  pharmaceutical  specialists. 


You  can  specify 


with  confidence! 


"Nourish  the  sapling 
to  make  strong  the  tree... 
What  the  child  is 

the  man  will  be."* 


DIVISION  OF  MEAD  JOHNSON  & CO.,  EVANSVILLE.  IND.  • Manufacturers  of  Nutritional  and  Pharmaceutical  Products 
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It*s  easy 


If  it’s  Sunday  or  night  time 
or  if  you  are  out  of  town, 
you  can  still  do  yoiir  banking 
with  F & M at  your  ' 

newest  mailbox.  Keep 
an  F & M "Bank- 
by-Mail”  envelope  on 
hand  — it’s  mighty 
convenient. 


HCMBCR  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


Jfitloxxl 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward onr  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
hi  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


in  spasticity  of  the  Gl  tract 


Pavatrine"^ 

125  mg. 

with  Phenobarbital 

15  mg. 


Wli 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and 
neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  ''the  butterfly  stomach.'' 


dosage:  one  tablet.before  each  meal  and  at  bedtime,  o 


SEARLE 


6 


Virginia  Medical  Monthly 


1 


] 


NEW  . . . intranasol  synergism 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof,  delivers 
a fine  mist. 


DECONGESTiVE 

Neo-Synephrine®  HCl  0.5% 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02% 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05% 

ANTIBACTERIAL 

Neomycin  (as  sulfate) 

0.6  mg./cc. 


Polymyxin  B 
(as  sulfate) 
3000  u/cc. 


POTENTIATED  ACTION  for 

better  clinical  results 


IH; 


LABORATORIES 

NEW  YORK  18,  N.  t 


Neo-Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyidiamine), 
trademarks  reg.  U.S.  Pat.  Off. 


COLDS 

SINUSITIS 
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Flu  Fight 

Drug  Firms  Speed 
Vaccine  Output,  Bi] 
Will  the  U.S.  Neec 
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Asiatic  Virus  Raises  Tli 
Government  Buys,  I| 
=1  nd  Hens  Have  to  Hd 


he  War  on  Mutant  A 

If  Florence  was  in  the  grip  of  an  epi- 
■’.mic  of  colds,  coughs  and  fevers,  astrolo- 
’rs  . . . declared  that  it  was  caused  by 
le  influence  of  an  unusual  conjunction  of 
'anets.  This  sickness 


> be  known  as  “hifl 
— Chronicles  of 
1200-1470. 

To  combat  new  r 
uence.’’  a worldwide 
lis  week  in  respons 
om  the  Far  East.  Si 
thfc  World  Health 
sva,  which  collects  i 
om  around  the  globe 
>ecimens  of  the  ene 
ons.  In  more  than  a 
iclud'ne  those  of  tb” 


18  STUDENTS  ON 

^FLIGHTS  TO  U.S,  jen  Attack,  Rapid  Sj 
HAVE  ASIAN  FLU 

} New  Yorl:,  Aug.  15  U? 
i Laboratory  tests  on  e 
' foreign  exchange  student 
. arrived  Aug.  8 show  they 
I victims  of  Asiatic  flu,  the 
I health  department  repo 
, today.  The  eight  arrived 
plane  from  Europe. 

Twenty-nine  other  stud< 
suffering  from  influenza 
rived  Tuesday  from  Rot^.i 
dam  on  the  ship  Arosa  Sky.  | 

One,  Nicholas  Memmos, 

Greek  exchange  student,  {fjc'.i 
yesterday.  Six  of  these  stu-i 
‘ dents  were  released  today  - 
the  others  are  to  be  r-'’ 
tomorrow.  It  has  not  - 

■ termined  whether/' 
died  from  Asiatic 

Per 
' vac' 

■ izat 
flo\ 
the  ^ 
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THE  INFLUEI 

How  Deadly  Will  it 
What  Can  We  Do  all 

■ 1C 


Asian  Flu:  the  Outlook 

Asian  influenza  will  hit  the  U.S.  this 
fall  before  mass  immunization  can  be 
effective,  and  the  nation  faces  an  epi- 
demic which  may  strike  15  million  to 
30  million  people.  The  di.sease  is  relatively 
mild  (in  no  way  comparable  to  the  kill- 
ing “Spanish  flu"  of  lyiS-ip),  and  is 
likely  to  cause  only  a small  number  of 
deaths  among  the  feeble  young  and,  bn- 
feebled  old.  But  it  may  compel  10%  to 
20%  of  the  population  in  affected  area.-', 
to  tal 

"w'  The  War  On  Asiatic  Flu 

a'co-  There's  cause  for  concern  about  Asiatic 
flu,  but  scientists  and  public  health  officials 
»ee  no  reason  for  anyone  to  panic. 

First  shipments  of  the  vaccine  against  the 
new  influenza  strain  have  arrived  in  Chi- 
cago, setting  off  a flood  of  telephone  calls 
from  worried  patients  to  doctors,  and  from 
doctors  to  drug  suppliers.  This  is  a nor*- 
pattern  of  mass  fear  and  is  understan 
Ti'c  the  “■  ' ’ ■ ■ ' 
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Even  though  Salk  vaccine  priorities  were 
necessary,  the  regulation  produced  adminis- 
trative headaches,  public  complaints  and 
probably  a gray,  if  not  a black  market.  When  , 
regulation 
invoke  it. 
would'hr"' 
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PUBLIC  HEALTH 


Influenza  N 


^ INFLUENZA,  one  of  the  most  i: 
dictalile  of  communicable  diseases,  is 
ing  “on  cat  feet”  across  tlie  nation 
now.  It  has  already  struck  once  this 
in  mild  epidemic  form  at  an  .Mr 
Base  in  Colorado.  When  and  how  sc' 
it  will  strike  again  is  a perennial  riili 
public  licaltli  authorities. 

It  vsil!  probably  not  lie  dornianij 
the  rest  of  the  winter  months,  .-^t  the 
there  will  be  sporadic  outhi 
throuirhout  the  country,  if  1 


to  counteract 
complications  from 


HEMIC 

s}ausing  It? 


lATCH  '^ASIATIC'  FLU- 


hthe  New  Virus  Threat  From  Orient 


nEast"  flu 
ind  there 
^ted  cases 
the  I’  ^ 


b 


ike 


ij  structure  of  the  vir. 
h presently  used  vaccine; 
iliess. 

»|i  sudden  change  tor 
virus  in  1947,  P 
f tlip  -ine  th 


STEARATE  (Erythromycin  Stearate,  Abbott) 

effective  against  staph-,  strep-  and  pneumococci 

QMott 


<S)Fittntab — Film-sealed  tablet^'  Ahfoo^^^t.  ani’ucdj<>£^ 


consider 


when  treating 


Tablets 

Each  tablet  contains: 
Achromycin®  Tetracycline  125  mg. 
Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 


Syrup 

Each  teaspoonful  (5  cc.)  contains; 
Achromycin®  Tetracycline 
equivalent  to  tetracycline  HCl 
Phenacetin 
Salicylamide 
Ascorbic  Acid  (C) 

Pyrilamine  Maleate 
Methylparaben 
Propylparaben 


125  mg. 
120  mg. 
150  mg. 
25  mg. 
15  mg. 
4 mg. 
1 mg. 


Available  on  prescription  only 


The  Achrocidin  formula  is  particularly  valuable  in  treating  acute  re- 
spiratory infections  during  epidemics  and  other  outbreaks. 

In  addition  to  rapid  symptomatic  improvement,  Achrocidin  offers 
prompt  control  of  the  bacterial  superinfection  frequently  responsible 
for  such  disabling  complications  as  pneumonia,  otitis  media,  sinusitis, 
bronchitis,  pneumonitis  to  which  the  patient  may  be  vulnerable. 

The  comprehensive  Achrocidin  formulation  includes  both  /4chro- 
A/yc7N  Tetracycline  — broad-spectrum  antibiotic  action  — and  analgesic 
components  recommended  for  rapid  relief  of  malaise,  headache,  mus- 
cular pain,  pharyngeal  and  nasal  discharge. 

Adult  dosage  for  Achrocidin  Tablets  and  new,  caffeine-free  Achro- 
cidin Syrup  is  two  tablets  or  teaspoonfuls  of  syrup  three  or  four  times 
daily.  Dosage  for  children  according  to  weight  and  age. 

ACHROCIDIN 


❖ 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
•Trodemaric 
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diagnosis:  hypertension,  moderate  to  severe 


* 


(Rauwolfia  Serpentina  and  Protoveratrines  A & B Combined) 


Rauwolfia  Serpentina's  gradual  tranquilizing  and  pro- 
longed hypotensive  effect  combines  with  faster-acting, 
more  potent  Protoveratrine  for  effective  therapy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 
tiate the  other's  hypotensive  activity  and  produce  ben- 
eficial vasodilitation,  without  ganglionic  or  adrenergic 
blockade  . . . withaut  direct  smooth  muscle  depression 
and  withaut  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 

Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 


SUppIlBd:  in  bottles  of  100  and  1000  tablets,  each  containing  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrines  A and  8 (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 


CHEMICAL  COMPANY,  INC.  allenfown,  pa. 


Pharmaceuticals 


■“Trade  Mark 


Voi..  84,  Xo\EMHEK,  1957 
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For  Speedy  Return  To  Normal  Nutrition 


in  the  congestive  phase 
of  cardiac  disease 

Meat  fits  well  into  the  moderate-protein,  restricted-sodium, 
acid-ash  diet  currently  recommended  for  many  patients  with 
congestive  cardiac  failure.  ^ 

The  protein  of  meat — in  the  proportionate  arrangement 
of  its  essential  amino  acids — closely  approaches  the  quanti- 
tative proportions  needed  to  promote  human  tissue  synthesis 
and  repair.  For  this  reason  lean  meat  proves  important  in 
maintaining  positive  nitrogen  balance  without  excessive  pro- 
tein intake. 

The  sodium  content  of  meat  prepared  without  added 
salt  is  relatively  low.  Per  100  grams,  beef  muscle  meat  shows 
approximately  50  mg.  of  sodium,  lamb  90  mg.,  pork  60  mg., 
and  veal  50  mg.^ 

The  acid  ash  of  meat  aids  in  the  promotion  of  diuresis. 

The  easy  digestibility  of  meat  is  a prime  requisite  of 
foods  specified  for  the  patient  with  congestive  cardiac  disease. 

In  addition  to  these  important  features,  meat  contrib- 
utes other  nutritional  factors  essential  in  any  convalescence 
— the  B vitamins  thiamine,  riboflavin,  niacin,  pantothenic 
acid.  Be,  and  Bio,  and  the  minerals  iron,  phosphorus,  potas- 
sium, and  magnesium. 

1.  Odell.  W.  M.:  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  C.,  and  Goodhart,  R.  S.: 
Modem  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea  & Febiger,  1955,  p.  699. 

2.  Bills,  C.  E,:  McDonald,  F.  G.;  Niedermeier,  W.,  and  Schwartz;  M.  C.:  Sodium  and  Potassium 
in  Foods  and  Waters,  j.  Am.  Dietet.  A.  25:304  (Apr.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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The  Best  Tasting 
Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  □IVISIO^ 

of  sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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25i  Bottle  of  48  tablets  (1}4  grs.  each). 


I 


SELECTION  OF  SUITABLE  SULFONAMIDE 
IS  OF  PRIME  IMPORTANCE  IN  LONG-TERM  THERAPY 
OF  URINARY  TRACT  INFECTIONS 


Drug  Must  Meet  High  Standards  of  Efficacy  and  Safety 


In  recent  years  sulfonamide  therapy  for  urinary  tract  in- 
fections has  gained  new  popularity  because  the  original 
drugs  have  been  replaced  by  more  soluble,  less  toxic 
and  more  effective  sulfas.'  Gram  for  gram,  a single  sul- 
fonamide featuring  high  solubility  and  low  acetylation  is 
unsurpassed  for  efficacy  and  safety  — especially  in  pro- 
longed therapy. 

An  editorial  in  the  Journal  of  the  Amer- 
ican Medical  Association  states  that  sul- 
fonamides are  successful  in  90  per  cent 
of  urinary  tract  infections,  and  . . should 
be  tried  first. There  are  many  properties 
a sulfonamide  should  possess  before  it  can 
be  claimed  to  be  efficacious  and  safe. 
“Thiosulfil/®  brand  of  sulfamethizole,  is 
considered  to  be  one  of  the  “. . . most  accept- 
able sulfonamides  for  treatment  of  urinary 
tract  infections  . . 

Broad  Bacteriostatic  Index 

“Thiosulfir’  is  effective  against  most  gram 
negative  and  gram  positive  organisms  com- 
monly found  in  the  urinary  channels. 

High  Plasma  — Urine  Levels 

“Thiosulfil”  is  rapidly  absorbed  and  ex- 
creted, achieving  high  antibacterial  levels 
in  the  urine  and  throughout  infected  tissue, 
with  negligible  penetration  into  red  blood 
cells. 

High  Solubility 

“Thiosulfil,”  in  both  the  active  and  acet- 
ylated  forms,  is  highly  soluble  in  urine  over 
a wide  pH  range,  thus  permitting  effective 
action  with  minimal  side  effects.  Alkalini- 


zation  is  not  required;  fluids  may  be  re- 
stricted rather  than  forced. 

Low  Acetylation 

“Thiosulfil”  is  virtually  unacetylated.  As 
much  as  90-95  per  cent  remains  in  the  free 
therapeutically  active  form.  Virtually  all  of 
a given  dose  is  therefore  available  for  anti- 
bacterial action. 

In  a long-term  clinical  study,  patients 
with  incurable  chronic  urinary  infections 
were  kept  symptom  free  for  as  long  as  five 
or  six  years  on  a maintenance  dose  of  one 
or  two  tablets  of  “Thiosulfil”  daily.^  In  an- 
other evaluation,  20  patients  were  given 
25-100  grams  of  “Thiosulfil”  over  a period 
of  20-90  days  without  incidence  of  side  re- 
actions.® Goodhope®  reports  that  during  30 
months  of  clinical  use  with  “Thiosulfil,”  no 
evidence  occurred  of  exanthemata,  urti- 
caria, emesis,  fever,  hematuria  and  crystal- 
luria. 

Recommended  Dosages:  0.5  Gm.  four  times 
daily.  The  pediatric  dosage  is  30  to  45  mg. 
daily  per  pound  of  body  weight.  If  voiding 
occurs  during  the  night,  an  extra  half-dose 
should  be  given.  Fluids  may  be  restricted 
rather  than  forced. 

Availability:  Tablets,  0.25  Gm.  (bottles 
of  100  and  1,000) . Suspension,  0.25  Gm.  per 
5 cc.  (bottles  of  4 and  16  fl.  oz.) . 

Bibliography  on  request. 

Ayerst  Laboratories  ^ 

CC 

New  York,  N.  Y.  • Montreal,  Canada  5 
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Current  Concepts  in 


Feeding  Newborns 


Successful  infant  feeding  depends  on  effective 
planning  of  the  newborn’s  nutritional  regimen. 
The  first  feeding,  12  hours  after  birth,  may 
consist  of  a prelacteal  solution  of  KARO® 
Syrup.  This  should  be  offered  in  one  or  two 
ounce  amounts  at  two  hour  intervals  for  24  to 
48  hours  to  fulfill  the  high  water  requirement 
during  the  first  week  of  life.  Breast  feeding  may 
be  initiated  on  the  second  day  for  five  minute 
intervals  to  obtain  colostrum  and  stimulate 
breast  secretion.  However,  the  prelacteal  feed- 
ing is  continued  thereafter  and  between  nursings. 

Artificial  feeding  is  offered  on  the  second 
day  if  breast  feeding  is  denied.  Small  infants 
are  fed  at  three  hour  intervals  and  large  infants 
at  four  hour  intervals.  The  initial  formula  usu- 
ally is  a low  caloric  milk  mixture  to  enable 
gradual  adaptation  of  the  feeding  to  the  infant’s 
tolerance.  Concentration  of  the  formula  is  grad- 


ually increased  at  intervals  of  several  days,  in 
the  absence  of  digestive  disturbances.  The  in- 
fant should  be  fed  in  a semi-reclining  position, 
burped  during  and  after  feeding,  and  kept  on 
his  right  side  or  abdomen  undisturbed  for  an 
hour. 

The  same  problems  of  infant  feeding  recur 
from  generation  to  generation,  but  solutions 
may  differ  with  each  era.  The  carbohydrate 
requirement  for  all  infants  is  as  completely 
fulfilled  by  KARO  Syrup  today  as  a generation 
ago.  Whatever  the  type  of  milk  adapted  to  the 
individual  infant,  KARO  Syrup  may  be  added 
confidently  because  it  is  a balanced  mixture 
of  low  molecular  weight  sugars,  readily  miscible, 
well  tolerated,  palliative,  hypoallergenic,  resis- 
tant to  fermentation  in  the  intestine,  easily  di- 
gestible, readily  absorbed  and  non-laxative.  It 
is  readily  available  in  all  food  stores. 


first  formulas  for  newborns 
adapted  accoroino  to  tolerance 


formula  1 ” o^ 

♦Whole  Milk  12  or. 

Water .Vi  or. 

Karo  CVu” 

31/2  or.  X o q ^h. 

12  5 cals./ ox. 

formula  I '2-  4 01. 

**Evap.  milk or. 

Water 

Karo  I"Vu"’ 

31/2  or.  X 6 q 411. 



Dried  milk 20  or. 

Water or. 

Karo  

31/2  or.  X 6 q 4h. 


FORMULA  111  

Whole  milk 

Water ^ 

Karo  i"Vu'  ” 

31/2  or.  X 6 q 4h. 

FORMULA  

Evap.  ^2  q^. 

Water 1 

Koto  ■ ■ , j.  j q .h, 

FOTMUIAMI ■•.■.'.““P'S: 

Dried  milk 20  or. 

Water ^ 

Karo  i”Vi,” 

31/2  ox.  X 6 q 4It. 


from  evaporated  cow 


MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 


FORMULA  11 

Whole  milk 

Water . .%  or. 

31/2  or.  X 6 q 4h. 

FORMULA  11 

Evap.  milk 13  or. 

Water oz. 

Karo  i"Vu 

3 or.  X 6 q '•h. 

'‘’.“mS: 

Dried  milk  20  or. 

Water or. 

Karo  

31/2  or.  X 6 q 4h. 


•Whole  lactic  acid  milk  for- 
orolas  may  also  be  prepared 
from  whole  cow's  milk. 

'•Whole  lactic  acid  milk  for- 


milk. 


Adapted  from  Ne/son's  Pediatrics, 
Saurtders,  Phila.  1954 


Produced  by 
Corn  Products  Refining  Co. 


VoL.  84,  November,  1957 


15 


why  Dimetaneis  the  best  reason  yet  for  you  to  re>examim 
the  antihistamine  you’re  now  using  » Milligram  for  milligram, \ 


DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index  unrivaled  by  an" 

P 

other  antihistamine— a relative  safety  unexceeded 
by  any  other  antihistamine,  dimetane,  even  in  very 
low  dosage,  has  been  effective  when  other  antihis- 
tamines have  failed.  Drowsiness,  other  side  effects 
have  been  at  the  very  minimum. 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Excellent 

Good 

Fair 

Negative 

— 1] 

Allergic 

rhinitis  and  vaso* 
motor  rhinitis 

30 

14 

9 

5 

2 

Slight  DrowsinetiOi 

Urticaria  and 
angioneurotic 
edema 

3 

t 

1 

1 

Dizzy  (I) 

Allergic 

dermatitis 

2 

1 

1 

Slight  Drowsiness  Q) 

Bronchial  asthma 

1 

1 

Pruritus 

I 

1 

Total 

37 

15 

13 

7 

2 

Drowsiness  (51 ,4  2% 
Dizzy  (1) 

» unexcelled  antihistaminic  action 

From  the  preliminary  Dimetane  Extentabs  studies  of  three  Investigators.  Further  clinical  investigations  will  be  reported  as  compleW 


DIMETANE  IS  PARABROMOYLAMINE  MALEATE  - EXTENTABS  12  MG., TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


Ilanket  of  allergic  protection,  covering  10-12 
iirs— with  just  one  Dmietane  Extentab  »dimetane 
-entabs  protect  patient  for  10-12  hours  on  one  tablet. 

Periods  of  stress  can  be  easily  han- 
dled with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


I 

I 

2 3 4 5 4 7 8 9 10  11  12 

Dosage: 

Adults— One  or  two  i-mg.  tabs, 
or  two  to  four  teaspoonfuls 
Elixir,  three  or  four  times  daily. 
One  Extentab  q.8-12  h. 

or  twice  daily. 
Children  over  6— One  tab, 
or  two  teaspoonfuls  Elixir  t,i,d, 
or  q.i.d.,  or  one  Extentab  q.l2h. 
Children  S-S—Vz  tab, 
or  one  teaspoonful  Elixir  t,i,d. 


Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 
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The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  nuan 
major 
therapeutic 
improvements 


0^  . 


19-t9  cortisone 


1951  hydrocortisone 


I 


1955  prednisolone 


CH3  Medrol 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 


• Lower  dosage 

(K  lower  dosage 
than 

prednisolone) 

• Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 


i 

4 

‘i 

\ 


Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 


^[TRAOeMARK  FOR  NCTHYLPREON ISOLONE,  UPJOHN 


For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Department, 
The  Upjohn  Company, 

Kalamazoo,  Michigan, 

Upjohn 
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CLINICAL  COLLOQUY 
1 9 

My  patients  complain  that 
the  effect  of  the  pain  tablet  I prescribe 
often  wears  off  in  less  than  3 hours. 

@ y 

?? 

Why  not  try  the  new  analgesic 
that  gives  faster^ 
longer -lasting  pain  relief? 

i i 

You  mean  something  that 
doesn't  require  repeat  dosage  so  often? 


Yes — it’s  called  Percodan.® 

It  not  only  works  in  5 to  15  minutes  but 
one  tablet  sustains  its  pain-relieving  effect 
for  6 hours  or  longer! 

i I 

How  about  side  effects? 

I i 

ff 

No  problem.  For  example, 
the  incidence  of  constipation 
is  rare  with  Percodan.  * 

99 

f B 

Sounds  worth  trying  — what's  the  average  adult  dose? 
One  tablet  every  6 hours.  That’s  all. 


Where  can  I get  literature  on  Percodan? 


Just  ask  your  Endo  detailman  or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 


\ 


V 


±MJi. 


ONE 


mBLBT 


DAi" 


now... 

unprecedented 

Sulfa 

therapy 


'Tew  authoritative  studies  prove  that  Kynex 
losage  can  be  reduced  even  further  than  that 
•ecommended  earlierd  Now,  clinical  evidence 
las  established  that  a single  (0.5  Gm.)  tablet 
naintains  therapeutic  blood  levels  extending 
oeyond  24  hours.  Still  more  proof  that  Kynex 
itands  alone  in  sulfa  performance— 

► Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
;enance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentra- 
ions  within  an  hour  or  two 

* Effective  Antibacterial  Range— exceptional 
jffectiveness  in  urinary  tract  infections 


SULFAMETHOXYPYRIDAZINE  LEDERLE 

NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 

Tablets ; 

Each  tablet  contains  0.5  Gm.  (IV2  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 


» Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
et)  per  day  offers  optimum  convenience  and 
icceptance  to  patients 


Syrup : 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1 Nichols,  R.  L.  and  Finland,  M.;  J.  Clin.  Med.  49:410,  1957. 


■ EDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Just  two  tablets 
at  bedtime 


for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 

Rauwiloid® 


I 


Virginia  Medical  Monthly 


FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS-from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  Involvement  can  be  effectively 
controlled  with 

MEPROIONE 

many  patients  with  MODERATELY  SEVERE  Involvement 
can  be  effectively  controlled  with 

MEPROIONE 


The  first  meprobamate-prednisolone  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  musclespasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ‘MEPROLONE’-5  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  ‘MEPR0L0NE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-i  supplies  i.o  mg. 
prednisolone  in  the  same  formula  as 
‘MEPR0L0N'E’-2. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I.  PA. 


*tIEPROLONE’  is  a trademark  of  Merck  & Co.«  Inc. 
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Arlidin  is  often  effective  when  other 
vasodilators  fail ...  because  it  brings 
more  blood  where  needed  most. 

“The  increased  blood  flow  brought 
about  by  this  drug  (ARLIDIN)  is 
predominant  and  lasting  in  skeletal 
muscle  and  quite  negligible  In  the  skin.’'^ 


arlidin 

brand  of  nylidrin  hydrochloride  N.N.R. 

produced  improvement  in  rest  pain  and  ulcers, 
reduction  in  swelling  and  increased  walking 
distance  in  a majority  of  79  patients  with  . . . 

intermittent  claudication 

in 

arteriosclerosis  obliterans 
thromboangiitis  obliterans 

(Buerger’s  disease) 

...  also  effective  in 

abdominal  aortic  occlusion 
chronic  venous  insufficiency 


6 mg.  tablets  and  5 mg.  per  cc.  ampuls  and  vials 
See  PDR  for  dosage  and  package  sizes 

1.  Murphy,  H.  L.,  and  Klasson,  D.  H.:  New  York 
St.  J.  M.  57:1908,  June  1,  1957 

SAMPLE  supply  of  Arlidin  and  reprint  upon  request 

arlington-funk  laboratories 

division  of  U.S.  VITAMIN  CORPORATION 
250  East  43rd  Street,  New  York  17,  N.  Y. 

protetted  by  U.S.  Patent  Numbers  2,661,372  and  2,661,373 


FOR  OVER 


YEARS 


HASKELL’S 


Plienobarbital 

Belladonna 

Alkaloids 

Supplied 

BELBARB  No.  1 
per  tablet 

V-i  gr- 

hyoscyarnine, 

atropine. 

Bottles  of  100,  .500 
and  1,000  tablets 

2 BELBARB  No.  2 

per  tablet 

Vu  gr- 

and 

scopolamine 

Bottles  of  100,  500 
and  1,000  tablets 

3 BELBARB-B 

with  B Complex  Supplement* 

V-l  gr. 

in  fixed 
proportion, 
approximately 
equivalent  to 

Tr.  Belladonna, 

8 min. 

Bottles  of  100,  .500 
and  1,000  tablets 

2^  BELBARB  Elixir 

per  fluidrachm  1 4 cc  ) 

V-l  gr. 

Bottles  containing 

1 pt.  and  1 gal. 

3 BELBARB  Trisules 

1 T risule  is  equivalent  to 

3 Belbarb  tablets 

Bottles  of  30  and  100 
Trisules 

*Thiamine  Hydrochloride  — 5 mg.,  Riboflavin  — 2 mg..  Calcium  Pantothenate  — 2.5  mg.,  Pyridoxine 
Hydrochloride  — 0.5  mg..  Niacinamide  — 10  mg..  Vitamin  8,2  Activity  ^ — 2 meg. 

Send  jor  free  samples  and  literature. 


CHARLES  C.  HASKELL  & CO.,  INC.,  Richmond,  Virginia 
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• six  years  of  experience  with  Pentids  in  mil- 
lions of  patients  confirm  clinical  effectiveness 
and  safety 

• excellent  results  ivith  1 or  2 tablets  t.i.d.  for 
many  common  bacterial  infections 

• may  be  given  without  regard  to  meals 

• economical  . . . Pentids  cost  less  than  other 
penicillin  salts 

Just  1 or  2 tablets  t.i.d.  Bottles  of  12,  lOO  and  500 

NEW!  PENTIDS  FOR  SYRUP.  Orange  flavored  powder 
which,  when  prepared  with  water,  provides  60  cc.  of 
syrup  with  a potency  of  200,000  units  of  penicillin  G 
potassium  per  5 cc.  teaspoonful. 

Also  available:  Pentids  Capsules,  Pentids  Soluble  Tab- 
lets. Pentid-Sulfas. 

Squibb 


Squibb  Quality— the  Priceless  Ingredient 


•PENTIDS'*  IS  A SQUiee  TPADCMAKK 


84,  NovFMiiF.K,  1957 
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when  a cold  takes  hold 
counteract  all  the  symptoms 

To  curb  and  control  even  the  severest  cold  symptoms, 
CORICIDIN®  FORTE  Capsules  offer  the  combined  benefits 
of  clinically  proved  Coricidin— plus— 

methamphetamine-^^  counteract  depression  and  fatigue 
'vitamin  meet  added  requirements  during  stress  of  illness 

antihistamine-'^^  full  therapeutic  dosage 

Coricidin  forte  provides  comprehensive  therapy  not  only 
to  counteract  congestive  and  coryzal  symptoms 
of  the  severest  cold  but  also  to  combat  lassitude,  fever,  aching 
muscles,  torpor,  depression  and  general  malaise. 


Cfl.i-7107 


r I 


I 

1 

I 

■ 
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Successful  appetite  control 
begins  in  the  supermarket 

If  your  overweight  patient  can  resist 
the  temptation  to  buy  high  calorie 
snacks,  he’s  well  on  the  road  to  suc- 
cessful weight  reduction.  You  will 
find  that  one  Dexedrine*  Spansule 
sustained  release  capsule  taken  in 
the  morning  controls  appetite  all  day 
long— both  at  mealtimes  and  in  the 
supermarket. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate, 
S.K.F.  tT.M.  Reg.  U.S.  Pat.  Off. 
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Avoid  “BOTTOM  OF  THE  VIAL”  reactions 


Each  cc.  of  Globin  Insulin 
-including  the  last  one— 
provides  the  same 
unvarying  potency. 


Of  the  intermediate-acting  insulins, 
only  Globin  Insulin  is  a clear  solution. 


24-hour  control  for  the  majority 
of  diabetics 


GLOBIN  INSULIN 


‘B.  W.  & CO.'^ 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Achrostatin  V combines  AcHROMYCiNt  V . . . 

the  new  rapid-acting  oral  form  of 
AcHROMYCiNt  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
SO  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg.  tetracycline 
HCl  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 
*Trademark 
fReg.  U.  S.  Pat.  Off. 


LEDERLE 


LABORATORIES 


DIVISION,  AMERICAN  CYANAMID  COMP4NY. 


PEARL 


RIVER.  N.  Y. 
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'the  value  of  analgesic  and  tranquilizing  agents 

should  be  clearly  recognized  in  the  management  of  [angina] . . 


new  for  angina 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac  in- 
validism. These  are  the  pathways  of  angina  patients. 
For  fear  and  pain  are  inextricably  linked  in  the 
angina  syndrome. 


For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new  cartrax? 
This  doubly  effective  therapy  combines  petn  (pen- 
taerythritol  tetranitrate)  for  lasting  vasodilation  and 
ATARAX  for  peace  of  mind.  Thus  cartrax  relieves 
not  only  the  anginal  pain  but  reduces  the  concomi- 
tant anxiety. 


Dosage  and  supplied:  begin  with  1 to  2 yellow  tab- 
lets (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times 
daily.  This  may  be  increased  for  maximal  effect  by 
switching  to  pink  tablets  (20  mg,  petn  plus  10  mg. 
atarax).  In  bottles  of  100. 


New  York  17,  New  York 


cartrax  should  be  taken  before  meals,  on  a contin- 
uous dosage  schedule.  Use  with  caution  in  glaucoma. 

1.  Russek,  H.  I.:  J.  Am.  Geriat.  Soc.  ^:877  (Sept.)  1956. 
•Trademark 
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among  nonhormonal  antiarthritics . . . 

unexcelled  in 
therapeutic  potency 

BUTAZOLIDIN 

(phenylbutazone  Ceicy) 

In  the  nonhormonal  treatment  of  arthritis 
and  allied  disorders  no  agent  surpass( 
Butazolidin  in  potency  of  action. 

Its  well-established  advantages 
include  remarkably  prompt  action, 
broad  scope  of  usefulness, 
and  no  tendency  to  development 
of  drug  tolerance.  Being 
nonhormonal,  Butazolidin 
causes  no  upset  of  normal 
endocrine  balance. 

Butazolidin  relieves  pain, 
improves  function, 
resolves  inflammation  in: 

Gouty  Arthritis 
Rheumatoid  Arthritis 
Rheumatoid  Spondylitis 
Painful  Shoulder  Syndrome 

Butazolidin  being  a potent  therapeutic 
agent,  physicians  unfamiliar  with  its 
use  are  urged  to  send  for  detailed 
literature  before  instituting  therapy. 

Butazolidin®  (phenylbutazone 
Geigy).  Red  coated  tablets  of  100  mg. 
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(PrednTsolofte  ferfiory-butylocetote,  M^rckl 

for  relief  that  lasts -longer 


in  SPRAINS- 


Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 


Rheumatoid  arthritis 


Frozen  shoulder 


Coccydynia 


Rheumatoid  nodules 


Fibrositis 


Tensor  fascia  lata  syndrome 


Collateral  ligament  strains 


Sprains 


Radiculitis 


Osteochondritis 


Ganglia 


reduces  tenderness, 
swelling  and 
limitation  of  motion 


Anti-Inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra*- 
T.B.A. — 20  mg./cc.  of  predniso- 
lone ie*<i<wy-lyutylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  & DOHMC 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I . PA. 
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complaints  need  the  comprehensive  benefits  of 

Tridal* 

(DACTIL®  + PIPTAL®-in  one  tablet) 
rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  TRiDAL  tablet 
contains  50  mg.  of  Dactil.  the  onJy  brand  of  N-ethyl-3-piperidyl 
diphenylacetate  hydrochloride,  and  5 mg  of  Piptal.  the  onJy  brand 
I41ST  of  N-ethyl*3-pipendyl*benzi1ate  methobromide. 
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Cop*” 

So\icV'“^^yVo\o'’^  • ■ _ 


phybician* 


TOD  CAPS- 


10D  CAP 
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es 


j Conta'”*' 


rTH 


\NALbtbib 

Each  Capsule  ^ g,, 


Acetyl-p-au''”**!’  * 3!^ 

Salicyiamide 
Caffeine  pn^s 

USE  AS  £ 

adultb.^o-^ 


ANALGESIC  Cgi? 

Each  Capsule 
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Caffeine  ,,  pMr*"="' 
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Saticyiamide 
Caffeine 
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every  , , ' ■ 


every'  rO 
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CONTRAMAL 


a new/f  analgesic  for  safe,  effective  pain  relief 


CoNTRAMAL  ....  3 Combination  of  full  dosage 
levels  of  Acetyl-p-aminophenol  and  salicvla- 
mide  with  caffeine  ...  to  produce  a high 
degree  of  analgesia  safely,  without  adverse 
side  effects  and  without  the  stomach  distress 
often  associated  with  aspirin  administration. 


For  use  in  stubborn,  chronic  or  intractable  pain  the  potent 
CoNTRAMAL  formula  is  further  reinforced  with  codeine  phos- 
phate in  two  strengths:  Contramal  No.  2 — with  15  mg.  codeine, 
and  Contramal  No.  3 — with  30  mg.  codeine.  Supplied: 
Contramal — bottles  of  100  and  1000  opaque  pink  and  gray 
capsules;  Contramal  No.  2 — bottles  of  24,  100  and  500  opaque 
yellow  capsules.  Contra.mal  No.  3 — bottles  of  24,  100  and  500 
opaque  scarlet  capsules. 

Clinical  Samples  and  literature  on  request 


PRODUCTS  CO.,IMC.  PETERSBURG,  VA. 
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Mom  “wears 
the  pants” 
once  too 
often 

r .. 

^ : fi' 


frozen 

shoulder 

Bursitis  and  tenosynovitis  are  new  terms  to  home- 
makers, but  they  are  not  uncommon  sequels  to  over- 
exertion. Early  antirheumatic  therapy  is  to  be 
encouraged  in  the  treatment  of  these  conditions,  as 
it  is  in  more  serious  rheumatic  conditions,  to  allevi- 
ate pain  and  prevent  progression  of  the  disorder. 
With  adequate  therapy  the  prognosis  of  bursitis  in 
its  acute  stage  is  good.  Delaying  therapy  may  result 
in  extension  of  the  inflammation  and  gross  anatom- 
ical changes  that  tend  to  incapacitate  the  patient. 

SiGMAGEN  provides  doubly  protective  corticoid-sali- 
cylate  therapy— a combination  of  Meticorten®  (pred- 
nisone) and  acetylsalicylic  acid  providing  additive 
antirheumatic  benefits  as  well  as  rapid  analgesic 
effect.  These  benefits  are  supported  by  aluminum 
hydroxide  to  counteract  excess  gastric  acidity  and  by 
ascorbic  acid,  the  vitamin  closely  linked  to  adreno- 
cortical function,  to  help  meet  the  increased  need  for 
this  vitamin  during  stress  situations. 


protective  corticoid-salicylate  therapy 

SlGMAG€N 

corticoid-analgesic  compound  TsblctS 

for  patients 
who  go  beyond 
their  physical 
capacity 


i 


SQ‘J'217 


strikes  the  respiratory  tract  . . . 

ILOTYCIN 

(Erythromycin,  Lilly) 

provides  singularly  effective  antibiotic 
therapy  because 


Dosage:  The  usual  adult 
dose  is  250  mg.  every  six 
hours. 

Available  in  specially 
coated  tablets,  pediatric 
suspensions,  drops,  otic 
solution,  ointments,  and 
I.V.  ampoules. 


• Virtually  aU  gram-positive  organisms  are  sensitive 

• Allergic  reactions  following  systemic  therapy  are  rare 

• Bactericidal  action  kills  susceptible  organisms 

• Normal  intestinal  flora  is  not  appreciably  disturbed 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

732150 
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Guest  Editorial . . . . 


Why  Write 


ODAV,  our  world  has  become  a d\numic  and  changing  one  requiring  that  we 


keep  abreast  of  scientific  findings.  The  recording  and  publishing  of  ideas,  con- 
cepts and  findings  is  of  the  utmost  importance.  In  any  scientific  writing  there  are 
certain  basic  principles  to  be  recognized  and  observed.  Manuscripts  should  be  con- 
cise, clear,  simple,  dealing  with  a specific  phase  of  medicine,  presenting  new  facts  or 
a summation  and  review  of  old  ones.  Manuscripts  may  be  short  yet  complete.  Par- 
ticularly is  this  true  if  diagrams,  figures,  tables  or  graphs  are  inserted  to  support  the 
text  and  substantiate  its  findings,  ^^'riting  not  only  helps  to  disseminate  knowledge 
but  it  also  helps  to  develop  the  physician  and  to  allow  the  physician  to  be  better  known 
outside  of  his  own  community.  Writing  helps  to  make  the  author  better  informed  on 
the  subject  which  is  being  j)resented  and  probably  is  one  of  the  most  important  reasons 
wliy  research  should  be  jmblished. 

W hen  one  begins  to  write,  one  must  first  have  clearly  in  mind  the  objective  and 
have  a plan  for  the  develoj)ment  of  the  subject.  In  selecting  a title,  it  is  well  to  bear 
in  mind  that  it  must  be  short,  yet  clearly  designate  the  subject  matter  within  the 
manuscrijrt.  When  in  the  jjrocess  of  preparing  a paper,  one  should  try  to  consider  the 
many  ajjproaches  to  the  subject,  walk  around  it,  so  to  speak,  see  it  from  many  angles 
and  note  its  man}-  facets.  In  this  way,  one  may  become  aware  both  of  the  good  and 
the  weak  aspects.  Human  behavior  often  travels  in  fixed  patterns.  What  one  sees 
depends  all  too  often  on  one’s  past  experience  or  on  one’s  preconceived  ideas. 

Anyone  developing  new  procedures  or  having  new  concepts  should  be  willing  to 
discuss  and  share  them  with  others.  No  one  should  underestimate  the  power  of  an 
idea  or  the  effectiveness  of  the  pen.  A discussion  may  be  concerned  with  either  clinical 
or  experimental  subjects.  For  example,  before  a disease  can  be  discussed,  the  normal 
findings  should  be  given  or  shown,  thus  laying  the  basis  for  an  understanding  of  the 
altered  physiologic  state.  .Anyone  writing  should  recognize  that  research  is  the  result 
of  cooperation  and  team  work.  .An  ophthalmologist  may  need  the  assistance  of  the 
clinician,  the  histo-chemist,  the  physiologist,  the  pathologist  and  other  specialists  in 
medicine  to  aid  him  in  his  research.  These  work  as  a team,  thus  each  may  be  better 
informed  to  the  end  that  the  patient  may  be  better  served.  There  are  compensations 
from  such  united  efforts  as:  (1)  offering  the  opportunity  for  men  in  various  special- 
ties to  better  know  each  other  and  understand  the  language  of  their  respective  fields 
of  interest;  (2)  through  the  publications  of  the  results  of  the  work,  wider  dissemina- 


tion  of  the  findings  of  research  will  be  made  possible.  The  writer  must  recognize  that 
the  subject  may  not  only  be  of  interest  to  those  in  his  specialty  but  may  stimulate 
the  interest  of  those  in  related  medical  fields.  His  contribution  is  but  a part  of  a 
larger  sphere  of  scientific  endeavor  in  which  many  may  participate.  This  may  be 
an  ideal,  but  in  actuality,  often  the  most  valuable  findings  have  stemmed  from  the 
work  of  one  individual  who  with  a dynamic  idea  had  a practical,  workable  plan  of 
procedure  in  solving  a problem. 

Anyone  who  would  write  on  a subject  owes  it  to  himself  and  his  readers  to  first 
read  the  literature  on  the  subject  for  it  is  there  one  learns  of  the  efforts  of  others. 
Early  in  the  paper  one  should  present  a review  of  the  publications  by  recognized 
authorities  on  the  subject.  Care  must  be  taken  in  the  correctness  of  details  such  as 
in  the  bibliography,  the  references,  the  accuracy  of  tables  and  graphs  and  the  cor- 
rectness of  legends.  The  final  step  in  the  preparation  of  one's  manuscript  is  the  eval- 
uation of  findings  with  those  previously  published.  Then  one’s  conclusions  can  be 
drawn  and  added  to  medical  knowledge. 

Even  if  one’s  thesis  ma}-  eventuall}'  be  proven  to  l>e  unsound  or  impractical  one 
will  be  given  credit  for  original  thought  and  jjresentation  that  has  provoked  discus- 
.'ion.  Presentation  of  different  opinions  stirs  investigations  so  that  the  truth  mav  be 
found.  This  is  all  the  more  reason  for  one  to  publish  records  of  his  clinical  findings 
ind  research. 

L.  Bexj.a^mix  Shepi’.ard,  M.D. 


Editor's  Note;  Dr.  Shepparrl  is  .Assistant  Professor  of  Ophthalmology  at  The  Medical  College 
of  Virginia. 


Barbituric  Acid  Derivatives 
Urine 

100  ml.  of  urine  is  jdaced  into  a large  separatory  funnel.  Test  urine  with  litmus 
paper  to  make  certain  it  is  slightly  acid.  If  it  is  not.  add  1 or  2 drops  of  10%  sul- 
furic acid,  and  again  retest.  Shake  for  several  mintues  with  200  ml.  of  ether.  Allow 
the  two  layers  to  settle.  Separate  the  layers,  by  discarding  the  urine  residue.  The  ether 
(upper  layer)  is  filtered  through  2 layers  of  course  grade  filter  jiaper  to  remove  water. 
The  ether  filtrate  is  collected  in  a pyrex  evajiorating  dish  and  evaporated  to  dryness 
on  a water  bath.  (Keep  away  from  open  flame  I). 

If  residue  is  tarry  yellow-brown  (usually),  add  15  ml.  of  chloroform  and  swirl 
and  stir  to  dissolve  residue.  Then  add  a small  pinch  (size  of  match  head)  of  acti- 
vated animal  charcoal,  .\gain  swirl  and  stir.  The  charcoal  will  absorb  much  of  the 
yellow  organic  impiurities  that  might  interfere  with  the  test.  Filter  and  collect  the 
clear  chloroform  into  a small  container.  Gently  evaporate  to  about  1-2  ml.  Several 
drops  of  this  are  transferred  to  a micro  test  tube,  or  a micro  spot  plate.  Add  2 drops 
of  cobalt  acetate  (1%  in  absolute  methyl  alcohol).  Mix  well  by  swirling  and  add  3 
drops  of  isopropyl  amine  (5G  in  absolute  methyl  alcohol). 

A blue-violet  color  indicates  the  presence  of  a barbiturate.  Test  may  be  used  directly 
on  powders  or  tablets. 

( Diphenylhydantoin  (Dilantin)  and  other  ureides  also  give  a positive  test.) 
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Practical  Cardiology 


IN  RECENT  YEARS  the  study  of  the  heart  and 
heart  disease  has  widened  in  range  to  such  an 
extent  that  specialists  within  the  field  are  now  re- 
stricting their  studies  to  only  a limited  type  of 
cardiac  problem.  For  example,  we  have  the  pedia- 
tric cardiologist,  who  is  primarily  interested  in 
congenital  heart  disease.  There  is  the  specialist 
in  radioactive  substances,  who  is  chiefly  interested 
in  severe  coronary  cases  and  the  thyrotoxic  cardiac. 
Cardiac  catheterization  and  angiocardiography  also 
have  specialists  who  spend  all  their  time  in  this 
restricted  field  of  endeavor.  W’e  even  have  the  hyper- 
tensive sfjecialist.  .\11  of  these  scientists  are  dedi- 
cated men  adding  to  our  knowledge  of  cardiovascular 
problems,  but  without  the  general  practitioner  the\' 
would  be  lost,  because  ultimately  it  is  the  general 
physician  who  furnishes  the  material  for  the  con- 
tinuation of  their  studies. 

It  is  not  our  purpose  here  to  discuss  any  specific- 
specialty,  but  rather  to  simplify  the  approach  to 
lieart  disease  in  general.  When  a patient  presents 
himself  to  the  Generalist  as  a cardiac  problem,  we 
should  attempt  to  answer  these  cjuestions : ( 1 ) does 

the  patient  have  heart  disease;  (2)  if  so,  what  kind 
of  heart  disease;  (3)  is  there  diminution  in  cardiac 
reserv-e  and  how  much  reserve  has  been  lost;  and 
(4)  what  therapy  is  indicated?  The  problem  may 
be  simple,  but  often  is  extremely  complicated.  Even 
with  all  of  our  modern  devices,  such  as  x-ray,  fluoro- 
scopy, the  electrocardiogram,  the  ballistocardiogram, 
exercise  tests  and  cardiac  catheterization,  we  are 
often  at  a loss  in  answering  ejuestion  number  one, 
“does  the  patient  have  heart  disease?”  If,  for  e.x- 
[j  ample,  the  patient  complains  of  breathlessness,  is  it 
on  exercise  or  at  rest?  Is  it  associated  with  emo- 
tional reaction  or  occupation?  Is  it  worse  at  night, 
complicated  by  cough,  expectoration  of  blood,  wheez- 
ing, or  pain?  A clever  examiner  could  discuss  this 
one  symptom  with  the  patient  for  a period  of  time 
without  reaching  a definite  conclusion  as  to  its  rela- 
tionship to  the  heart.  We  must  admit  that  such  a 
careful  analysis  of  the  patient’s  symptoms  will  often 
lead  to  a proper  cardiac  diagnosis  with  only  min- 
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imal  aid  from  the  physical  examination  and  the 
various  laboratory  studies,  but  the  combination  of 
a careful  history  and  physical  examination,  with 
x-rays,  electrocardiograms  and  fluoroscopy,  should 
be  sufficient  to  solve  the  problem. 

We  have  stated  that  the  scope  of  cardiology  has 
Ijroadened  so  that  it  would  be  impossible  to  cover 
the  entire  field.  We  will  only  discuss  the  diagnosis 
and  treatment  of  coronar}'  artery  disease.  The  pre- 
senting symptom  of  the  coronary  patient  is  chest 
pain,  although  most  patients  complaining  of  chest 
jiain  do  not  have  coronary  heart  disease.  If  the 
pain  is  associated  with  deep  breathing,  cough,  after 
a heavy  meal,  or  is  on  the  surface  of  the  chest,  it 
is  probably  not  due  to  coronary  artery  disease.  The 
location  of  the  pain  may  help  in  diagnosis. 

It  is  most  unusual  for  heart  pain  to  be  located  at 
the  periphery  of  the  chest.  The  logical  area  of 
pain  is  substernal.  The  pain  may  radiate  in  all 
directions:  to  the  back,  up  the  neck  to  the  jaw,  to 
the  shoulders,  arms  and  down  to  the  finger  tips. 
Anginal  pain,  contrary  to  popular  belief,  lasts  for 
more  than  a moment.  The  duration  is  for  several 
minutes,  more  likely  five  to  ten  minutes.  It  is 
brought  on  by  exertion  and  relieved  by  rest.  The 
symptom  comjflex  of  substernal  j)ain  on  exertion, 
relieved  by  rest,  is  usually  diagnostic.  Unfortunately, 
the  electrocardiogram,  blood  pressure  and  x-ray 
studies  of  the  heart  may  all  be  within  normal  limits 
and  yet  the  patient  have  severe  angina  pectoris. 
Electrocardiograms  before  and  after  exercise  will  at 
times  help  in  diagnosis.  An  abnormal  electrocardio- 
gram before  and  after  exercise  will  reveal  depressed 
S-T  segments  and  negative  T waves,  returning  to 
normal  after  rest.  If  an  adult  patient  has  sub- 
sternal pain  on  exertion,  relieved  by  rest,  one  should 
be  highly  susjjicious  of  coronary  artery  disease;  and 
in  spite  of  the  danger  of  causing  cardiophobia,  the 
patient  should  be  treated  as  a coronary  heart  disease 
suspect.  He  should  be  given  nitroglycerin  and  his 
activities  restricted. 

We  have  found  it  helpful  to  divide  our  coronary 
cases  into  three  groups.  These  are:  angina  pectoris, 
coronary  insufficiency,  and  coronary  thrombosis  with 
myocardial  infarction.  This  division  aids  in  diasg- 
nosis  and  treatment.  The  patient  with  angina  p>ec- 
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toris  has  a symptom  complex  of  chest  pain  on  ex 
ertion,  relieved  by  rest  or  by  nitroglycerin.  The 
pain  lasts  for  a few  minutes,  there  are  seldom  any 
electrocardiographic  changes  or  any  other  evidence 
of  heart  damage,  the  temperature  is  normal,  the 
blood  studies  are  normal,  and  the  patient  fully 
recovers  after  sublingual  nitroglycerin  or  a few 
moments  of  rest. 

In  coronary  insufficiency  the  chest  pain  may  not 
. be  related  to  exertion.  It  is  often  prolonged  for 
hours,  not  relieved  by  nitroglycerin,  the  blood  pres- 
sure is  maintained  and  the  blood  count  is  normal, 
but  the  electrocardiogram  shows  transient  S-T  seg- 
ment depression  and  T wave  negativity.  After 
several  hours  the  pain  lessens  or  disappears,  and  in 
a few  hours  or  days  the  electrocardiogram  returns 
to  normal.  The  patient  may  return  to  activity 
within  a week  or  two. 

Those  individuals  with  coronary  thromi^osis  and 
myocardial  infarction  present  an  entirely  different 
picture.  The  chest  pain  is  much  more  severe  and 
prostrating,  there  often  is  an  associated  rise  in 
temperature  and  leukocytosis;  the  electrocardiogram 
is  usually  diagnostic  of  acute  myocardial  infarction, 
with  development  of  Q waves  and  elevated,  convex 
S-T  segments,  followed  by  inversion  of  T waves. 

Eventually  most  individuals  with  the  anginal  syn- 
drome or  coronary  insufficiency  develop  coronary 
thrombosis  and  myocardial  infarction.  Often,  after 
the  patient  has  infarcted,  it  is  found  that  anginal 
pain  is  lessened.  This  seems  paradoxical,  but  is 
explained  by  blockage  of  irritable  reflexes  at  the  site 
of  the  infarction. 

If  there  was  ever  the  necessity  for  close  doctor- 
patient  relationship  it  is  with  the  individual  suf- 
fering with  coronary  artery  disease.  He  is  afraid 
of  dying  and  he  must  be  reassured  and  relieved,  not 
onlv  of  his  pain  but  of  his  anxiety.  In  most  in- 
stances of  angina  pectoris  or  coronary  insufficiency 
the  patient  is  greatly  helj)ed  by  a calm  appraisal 
of  his  condition.  There  are  certain  essential  rules. 
If  he  is  obese,  reduction  of  weight  is  essential.  Ex- 
ercise should  be  limited  and  smoking  restricted. 
If  he  is  accustomed  to  gambling  at  high  stakes  or 
indulges  in  athletic  activities,  these  should  be  re- 
stricted until  the  j)atient’s  reserve  imyjroves.  There 
are  numerous  coronary  dilators  but  none  are  better 
than  nitroglycerin,  and  when  this  drug  is  used  one 
should  start  with  the  smallest  dose  possible;  this 
is  usually  1 /400  grain.  Very  often  larger  doses 
cause  tachycardia  and  e.xcruciating  headaches  and 
the  patient  will  refuse  to  take  the  drug  l)ecause 


of  the  side  effects.  We  have  seen  individuals  who  |l 
are  relieved  by  only  a pinch  of  nitroglycerin,  which  I 
is  about  1/800  grain.  There  are  several  so-called  I 
long  range  coronary  vasodilators  and,  although  some  I 
ol)servers  are  very  enthusiastic  about  them,  we  have 
not  been  greatly  impressed  by  their  use.  Occa- 
sionally a patient  will  respond  to  Peritrate  in  10  to 
20  mgm.  doses,  four  times  daily;  and  a rare  indi- 
vidual will  improve  by  taking  xanthines.  Mild 
sedatives  are  also  of  some  value.  One  must  teach 
the  patient  how  to  live  within  his  coronary  reserve,  | 
and  if  he  is  completely  cooperative  it  is  possible  to 
prevent  a major  catastrophe,  such  as  a myocardial  i 
infarction.  i 


d'he  onset  of  coronary  thrombosis,  followed  by  r 
myocardial  infarction  is  a harrowing  experience  for  I' 
the  patient.  The  chest  pain  may  be  excruciating  i 
and  unbearable  and  is  usually  followed  by  varying  ' 
degrees  of  shock.  When  first  seen,  the  patient  should  i 
be  given  morphine  in  doses  of  15  to  30  mgms.  If  ! 
not  helped  immediately,  this  dose  should  be  re- 
peated, even  intravenously.  Very  often,  several  large 
doses  of  morphine  will  cause  nausea  and  vomiting, 
but  this  cannot  be  helped  because,  if  the  patient 
continues  with  pain,  the  resulting  shock  may  cause 
death.  If  shock  develops  parenteral  fluids  should 
be  started,  ^^'e  prefer  500  cc.  of  5%  glucose  in 
distilled  water,  adding  8 mgms.  levophed  to  the 
flask.  Some  observers  prefer  a unit  of  plasma  or 
250  cc.  of  whole  blood.  The  fluid  must  be  continued 
until  the  blood  pressure  is  maintained  and  other 
srmptoms  of  shock  disappear,  lliere  is  some  dan- 
ger to  continuous  levophed  administration  because 
of  the  marked  peripheral  vasoconstriction  caused  by 
this  drug,  but  again  this  is  a calculated  risk,  as 
shock  may  cause  death.  Oxygen  is  indicated,  pref- 
erably by  nasal  tube,  at  six  to  eight  liters  per  min- 
ute. The  tube  should  be  cleansed  every  four  to 
six  hours,  because  it  is  easily  plugged  by  mucus. 

If  the  patient  is  uncomfortable  with  the  tube  or 
mask,  an  oxygen  tent  may  be  used,  but  because  of 
much  loss  of  oxygen  in  a tent,  we  suggest  that  it  be 
administered  at  fifteen  liters  per  minute.  .A  Foley 
catheter  may  be  necessary  because  of  difficult}’  in 
voiding.  It  is  also  desirable  for  complete  bed  rest. 

In  recent  years  there  has  been  a tendency  to 
allow  the  j^atient  more  freedom  of  movement  im- 
mediatelv  following  a myocardial  infarction.  The 
armchair-bed  treatment  suggested  by  Dr.  Samuel 
Levine  is  accepted  in  many  areas.  We  prefer  to 
keep  our  patients  at  bed  rest  for  several  days,  be- 
cause minimal  exertion  may  cause  an  abnormal 
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cardiac  rhythm  or  cardiac  rupture  within  the  first 
I week  following  a myocardial  infarction.  The  onl)- 
absolute  indication  for  allowing  the  patient  to  be 
up  earlier  than  one  week  is  his  inability  to  use  a 
urinal  or  a bedpan.  After  the  first  week  we  allow 
I the  patient  to  dangle  his  feet  and  to  sit  in  a chair 
I beside  the  bed,  but  he  is  not  allowed  to  walk  for 
I at  least  three  weeks.  We  prefer  small  enemas  rather 
than  la.xatives.  In  the  first  few  days  the  diet  is 
not  important.  The  patient  is  actually  too  ill  to 
desire  any  food,  but  small  amounts  of  liquids  are 
satisfactory.  Afterwards  he  is  placed  on  a bland 
I diet. 

\\'e  use  anticoagulants  on  all  acute  myocardial 
I infarctions  and  routinely  start  by  the  injection  of 
' 50  mgms.  of  Heparin,  intravenously.  This  dose  is 
. repeated  after  four  hours.  Meanwhile,  the  jjro- 
I thrombin  time  is  taken  and  daily  thereafter.  Di- 
I coumarol  is  given  in  the  following  doses;  if  the 
I initial  prothrombin  time  is  over  75%,  300  mgms.; 

150  mgms.  if  the  prothrombin  time  is  over  50%  ; 

I and  100  mgms.  if  the  prothrombin  time  is  25  to 
j 50%;  if  the  prothrombin  time  is  less  than  25%, 
i it  is  best  to  order  specific  doses  of  Dicoumarol.  We 
consider  this  level  low  enough,  although  some  ob- 
servers suggest  a range  of  10  to  20%.  It  has  been 
our  experience  that  most  complications  of  hemor- 
I rhage  after  Dicoumarol  occur  in  those  individuals 
I kept  at  10  to  20%  level. 

j Complete  nursing  care  is  essential  for  the  entire 
i hospital  stay  if  possible.  Mild  .sedation  is  indi- 
cated and  Demerol  in  50  to  100  mgm.  dosages  is 
given  for  analgesia.  Anticoagulants  are  usually 
continued  for  the  entire  stay  in  the  hospital.  The 
diet  should  be  bland  and  we  prefer  low,  small  enemas 
to  strong  laxatives.  The  only  indication  for  digi- 
talis is  the  development  of  heart  failure,  or  possibly 
auricular  fibrillation.  Quinidine  is  net  given  for 
an  occasional  extrasystole,  but  only  if  the  heart 
becomes  extremely  irritable.  Pronestvl  and  quiiii- 
I dine  m.ay  both  be  necessary  if  ventricular  tachy- 
cardia develops.  Heart  block  may  be  a dangerous 
complication  because  if  the  heart  rate  slows  to  20 
I or  30  per  minute,  Adam-Stokes  seizures  may  occur. 
They  may  be  controlled  by  the  use  of  adrenaline, 
ephedrine,  isuprel  or  molar  lactate  solution. 

In  acute  cases  of  myocardial  infarction,  if  you 
have  treated  shock,  given  morphine,  oxygen  and 
anticoagulants,  and  the  patient  has  not  developed 
heart  failure,  rehabilitation  should  be  started.  Some- 
times it  is  important  to  rehabilitate  the  family  be- 
cause they  usually  give  you  more  trouble  than  the 


patient.  One  must  prevent  any  emotional  excitement 
by  restricting  visitors  and  eliminating  any  business 
conflicts. 

Let  us  consider  the  j)roblem  of  our  coronary 
patient  after  he  leaves  the  hospital,  which  is  usually 
from  three  to  six  weeks  following  the  attack.  He 
is  now  al)le  to  use  the  bathroom,  and  to  take  his 
own  bath.  He  may  be  up  for  meals  and  is  allowed 
to  walk  about  the  house  with  extreme  care  on  the 
steps.  If  angina  occurs,  nitroglycerin  is  given,  and 
at  times  the  patient  may  require  nitroglycerin  pro- 
phylactically  Ijefore  certain  exertions,  such  as  dress- 
ing or  shaving.  The  patient  is  continued  on  a mild 
sedative  several  times  a day.  The  diet  is  restricted 
but  primarily  in  the  fat  intake,  as  we  have  not  been 
impressed  with  any  results  from  low-cholesterol  diets, 
and  they  are  usually  too  monotonous  for  the  average 
patient.  Gradually,  activity  is  increased  and  within 
eight  weeks  the  patient  should  be  taking  short  walks, 
he  may  return  to  work  for  several  hours  a day  and 
drive  the  car  short  distances  if  there  is  not  too  much 
traffic.  We  favor  the  restriction  of  smoking  for 
several  months  but  allow  an  occasional  drink. 
After  three  months  the  patient  should  resume  most 
of  his  activities,  unless  he  has  a strenuous  occupa- 
tion requiring  manual  labor,  then  rehabilitation  in 
a sedentary  position  should  be  attempted.  Sex  rela- 
tions are  allowed  after  three  months.  It  might  be 
wise  to  use  nitroglycerin  prophylactically. 

In  conclusion,  we  have  discussed  some  of  the 
problems  confronting  the  general  practitioner  in 
handling  cardiacs  in  general  and  the  coronary  case  in 
particular.  There  are  many  perplexing  questions 
still  to  be  answered : the  value  of  diet,  the  use  of 
cholesterol  substitutes  such  as  sitosterol,  the  use  of 
radioactiv'e  iodine  in  the  treatment  of  severe  coronary 
insufficiency,  the  long  range  treatment  of  coronary 
cases  with  anticoagulants,  the  role  of  estrogens  in 
treatment,  and  the  value  of  transaminase  studies  in 
early  diagnosis.  We  hope  that  many  of  these  ques- 
tions will  be  answered  in  the  near  future  but  we 
leave  you  with  this  fundamental  truth — if  there  is 
a good  wholesome  doctor-patient  relationship,  your 
cardiac  will  fair  just  as  well  as,  if  not  better  than 
any  of  those  treated  by  the  best  cardiologist. 


We  appreciate  the  editorial  assistance  of  Dr. 
Harold  Nemuth. 
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Diaphragmatic  Esophageal  Hiatus  Hernia  and 
Gastrointestinal  Bleeding 


Ambrose  pare  in  1579  reported  the  first 
autopsy  findings  in  a patient  with  diaphragmatic 
hernia.  This  was  felt  to  be  a quite  rare  condition 
for  many  years.  The  records  of  Guys  Hospital  in 
London  from  1856  to  1920  revealed  only  two  cases 
of  diaphragmatic  hernia  diagnosed  during  life.  Un- 
til 1912,  there  were  only  six  hundred  and  fifty 
proven  cases  collected  in  the  world  literature,  and 
of  these  only  fifteen  had  been  diagnosed  during  life^. 
Improved  methods  of  diagnosis,  mainly  roentgeno- 
grams and  esophagoscopy,  as  well  as  clinical  sus- 
picion have  unveiled  an  increasing  number  of  hiatus 
hernia.  Between  1926  and  1941  Harrington^  re- 
viewed the  files  of  the  Mayo  Clinic  and  reported  six 
hundred  cases  of  diaphragmatic  hernia  seen  at  that 
institution  alone. 

OhnelF  was  the  first  to  point  out  the  correlation 
between  hiatus  hernia  and  bleeding,  although  it 
remained  for  SegaP®  in  1931  to  associate  anemia  as 
being  an  important  finding  in  hiatus  hernia.  He 
postulated  that  passive  congestion,  ulceration  and/or 
esophagitis  were  the  causes  of  blood  loss  and  re- 
sultant anem.ia  in  these  patients. 

There  has  been  a great  variance  of  opinion  in  the 
literature  as  to  the  importance  and  the  incidence 
of  hiatus  hernia.  The  majority  of  the  studies  which 
have  been  done  are  concerned  with  patients  assumed 
to  be  having  symptoms  from  their  hiatus  hernia. 
These  studies  have  reported  an  incidence  of  hiatus 
hernias  of  approximately  nine  per  cent^.  In  sharp 
contradistinction  to  the  finding  of  these  authors,  an 
incidence  of  hiatus  hernia  of  only  one  to  one  and 
one-half  per  cent  has  been  revealed  in  patients  with- 
out gastrointestinal  complaints^4i,3 

All  the  cases  of  diaphragmatic  hiatus  hernia  ad- 
mitted to  the  McGuire  Veterans  Administration  Hos- 
pital during  the  past  ten  years,  ending  April  1956, 
were  reviewed.  Of  these  one  hundred  and  six  cases  of 
hiatus  hernia,  there  were  fifty-two  patients  who  did 
not  have  other  demonstrable  gastrointestinal  disease. 

From  Medical  Service,  McGuire  VA  Hospital,  Rich- 
mond, Va. 
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It  is  from  this  group  of  patients  that  the  statistical 
data  to  be  presented  was  obtained.  The  diagnosis 
in  all  of  the  cases  was  confirmed  either  by  radiologic 
or  esophagoscopic  examinations,  or  by  both.  The 
ages  when  first  admitted  to  the  hospital  varied  from 
twenty-five  to  seventy -two  years,  with  an  average 
age  of  fifty-two  (Table  I).  The  age  distribution 

T.^ble  1 
Age 

Age  No.  of  Patients 


20-29  1 

30-39  10 

40-49  6 

50-59  24 

60-69  9 

70-79  2 


Youngest — 25  Oldest — 72 

in  this  series  correlates  with  the  large  age  groups 
of  the  veteran  population.  All  the  patients  were 
males  except  one.  Four  patients  were  Negroes,  the 
remainder  white.  In  this  group  of  patients  only 
three  of  those  with  hiatus  hernia  were  found  to  be 
without  any  gastrointestinal  symptoms.  The  most 
common  symptom  found  was  epigastric  pain,  and  it 
occurred  in  over  half  of  the  patients  (Table  II). 

T.able  2 

Frequency  of  Sy.mpto.ms  in  52  Patients 

No.  of 

Symptoms  Percentage  Patients 


Epigastric  pain  _ - 

56% 

29 

Hematemesis 

38% 

20 

Nausea  and  vomiting _ 

38% 

20 

Substernal  pain 

. ^ 31% 

16 

Abdominal  fullness  or  bloating 

28% 

15 

Melena 

- 22%> 

12 

Sour  eructation 

13% 

7 

Dysphagia  - 

12% 

6 

The  pain  was  commonly  encountered  postprandially 
and  was  frequently  aggravated  in  the  recumbent 
position.  Nausea  and  vomiting,  substernal  pain, 
sour  eructation  and  dysphagia  were  noted  in  de- 
creasing frequency.  All  of  the  symptoms  tended 
to  increase  in  severity  in  direct  relation  to  their 
duration. 


554 


Virginia  Medical  Monthly 


Twenty  patients  gave  a history  of  hematemesis, 
and  in  two  patients  this  occurred  following  a sur- 
gical procedure  and  led  to  the  diagnosis  of  hiatus 
hernia.  Ten  patients  gave  a history^  of  tarry  stools. 
Nine  of  the  patients  had  a significant  anemia  of 
eleven  grams  or  less  of  hemoglobin.  The  lowest 
hemoglobins  recorded  in  this  group  are  presented 


fj  and  hypochromic  or  microc^dic  and  hypochromic  in 
1 1 type.  Of  these  patients,  two  had  paraesophageal 
I hiatus  hernias  and  seven  had  esophagogastric  hiatal 
hernias.  We  have  used  the  term  esophagogastric  to 
describe  those  hernias  in  which  the  stomach  is 
pushed  up  through  the  hiatus,  taking  with  it  a 
pouch  of  the  peritoneum.  This  is  also  the  so-called 
! sliding  type  hiatus  hernia  (Fig.  I).  The  other  main 


Hiatus  hernia  (sliding  type) 


Hiatus  hernia  (para-esophageal) 


type  is  a paraesophageal  hiatus  hernia,  which  is  dis- 
tinguished from  the  sliding  hiatus  hernia  by  the  fact 
that  the  cardia  remains  below  the  diaphragm.  The 
esophagus  retains  its  normal  length  and  position 
(Fig.  II).  The  third  type  is  the  congenitally  short 
esophagus  with  thoracic  stomach,  and  is  character- 
ized by  an  anatomically  short  esophagus,  where  the 
cardia  lies  within  the  mediastinum.  A fourth  type 
or  composite  type  combines  features  of  both  sliding 
and  paraesophageal  hernias  (Fig.  III).  The  cases 
of  sliding  hiatus  hernia  or  esophagogastric  hernia 
and  those  with  congenitally  short  esophagus  are  quite 


Pleura 

\ Para-hiatal 


Hiatus  hernia  (composite  type) 
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difficult,  if  not  impossible,  to  differentiate  by  roent- 
genographic  examination.  There  were  several  in- 
stances in  which  a previously  demonstrated  hiatus 
hernia  could  not  be  redemonstrated  on  every  repeated 
gastrointestinal  roentgenogram. 

total  of  twenty-two  patients  had  one  or  more 
stool  examinations  for  occult  blood  performed  and 
twelve  patients  had  one  or  more  positive  stools 
reported.  Five  of  the  patients  with  positive  stools 
had  normal  hemoglobins.  We  feel  that  occult  bleed- 
ing in  esophageal  hiatus  hernia  is  usually  intermit- 
tent in  nature  and  isolated  stool  examinations  will 
often  be  negative,  whereas  serial  stool  examinations 
will  usually  give  positive  guaiac  tests. 

The  anemias  found  in  hiatus  hernia  are  iron 
deficiency  in  type  and  are  due  to  gastrointestinal 
bleeding  from  one  of  the  following  causes:  1.  Pep- 
tic ulceration,  due  either  to  varicosities  resulting 
from  passive  congestion  or  to  disturbed  circulation, 

2.  Inflammation  in  the  region  of  the  wall  of  the 
viscera  incarcerated  within  the  hiatus,  and/or 

3.  Passive  congestion.  One  possible  further  mechan- 
ism is  esophagitis,  usually  reflux  in  type. 

Murphy  and  Hays®  in  their  series  of  patients  re- 
ported from  the  Peter  Bent  Brigham  Hospital  found 
that  seventy  per  cent  of  their  patients  with  diaphrag- 
matic hernia  had  anemia  of  less  than  twelve  grams 
of  hemoglobin,  and  that  thirty-four  per  cent  had  an 
anemia  of  less  than  ten  grams  of  hemoglobin.  In 
this  series  were  included  seven  patients  with  p>er- 
nicious  anemia,  as  well  as  nine  patients  with  j>eptic 
ulcers,  two  patients  with  gastric  ulcers  and  two 
patients  with  carcinoma  of  the  stomach.  \\'hen  these 
patients  were  excluded  from  their  series,  an  inci- 
dence of  about  thirty-five  per  cent  were  found  to 
have  anemia.  Ritchey  and  Winsauer®  reported  a 
series  of  patients  with  hiatus  hernias  not  associated 
with  other  gastrointestinal  disease  and  found  that 
twenty-six  and  eight-tenths  per  cent  had  iron  de- 
ficiency anemias.  Other  authors  have  reported  an 
incidence  of  anemia  also  occurring  in  twenty  to 
thirty  p>er  cent  of  patients  with  hiatus  hernia,  but 
without  other  gastrointestinal  disease®. 

Stevens^-  and  others  have  shown  that  in  adult  life 
a constant  amount  of  iron  is  present  in  the  red  cell 
mass,  and  additional  stores  are  present  in  the  tis- 
sues that  are  normally  available  for  hemoglobin 
production.  The  adult  is  virtually  independent  of 
dietarA-  iron  once  these  iron  stores  are  accrued,  and 
iron  deficiency  anemia  develops  only  after  chronic 
blood  loss.  In  the  normal  adult,  the  red  cell  mass 
contains  approximately  twenty-five  hundred  milli- 
grams of  iron.  Fifteen  hundred  milligrams  of  iron 


is  stored  as  the  iron  store  in  the  form  of  ferritin  and 
hemosiderin,  .\nother  five  hundred  milligrams  of 
iron  is  present  in  the  form  of  tissue  enzymes  and 
myoglobin  with  approximately  three  milligrams  in 
the  plasma  representing  transport  iron,  making  up 
the  remainder  of  the  body  iron.  As  chronic  blood 
loss  occurs,  the  tissue  iron  stores  are  depleted  and 
there  is  no  longer  present  available  iron  for  the 
manufacture  of  new  hemoglobin.  Iron  loss  through 
menstruation  and  multiple  pregnancies  explains  the 
much  higher  incidence  of  iron  deficiency  anemia  in 
females,  even  beyond  the  menstrual  age. 

^^'e  feel  that  our  somewhat  low’er  incidence  of 
anemias  being  found  in  eighteen  per  cent  of  these 
patients  is  explained  on  the  basis  that  all  but  one 
of  the  patients  being  re]x)rted  here  was  a male. 

Hiatus  hernia  should  be  considered  in  the  dif- 
ferential diagnosis  of  all  iron  deficiency  anemias 
from  obscure  causes.  The  anemias  developed  by 
these  patients  are  often  marked  and  symptoms  of 
anemia  may  be  the  presenting  complaint. 

CASE  REPORT 

L.  E.,  a fifty-seven  year  old  colored  male  patient 
was  admitted  to  the  Cardiovascular  Section  of  the 
hospital  complaining  of  shortness  of  breath,  ankle 
edema  and  productive  cough.  Morning  vomiting 
without  hematemesis  and  epigastric  pain,  particu- 
larly after  meals,  had  been  noted  for  several  years. 
There  was  no  history  of  melena.  Blood  pressure 
was  160/90.  The  pulse  was  112.  There  were  fine 
rales  in  both  lung  bases.  The  cardiac  rhythm  was 
regular.  .A.  soft,  blowing  systolic  murmur  was  heard 
at  the  apex.  The  pulmonary  second  sound  was 
accentuated.  The  heart  was  enlarged  to  three  cen- 
timeters outside  the  left  midclavicular  line.  The 
liver  edge  was  palpable  two  fingerbreadths  below 
the  right  costal  margin  and  was  tender.  There  was 
a three  plus  pitting  edema  of  both  lower  extremities. 
.Arm-to-tongue  circulation  time  with  decholin  was 
ten  seconds.  The  hemoglobin  was  six  and  seven- 
tenths  grams.  The  total  erythrocyte  count  was  tAvo 
million  eight  hundred  thousand  per  cubic  millimeter, 
and  the  hematocrit  was  tAA-enty-four  millimeters  in 
one  hour  by  the  Wintrobe  method.  The  reticulocHe 
count  Avas  five  per  cent.  Three  out  of  five  stool 
specimens  Avere  positiA'e  for  occult  blood  by  the 
guaiac  method.  The  peripheral  blood  smear  showed 
the  red  cells  to  be  hypochromic  with  fairly  marked 
anisocAtosis  and  poikilocytosis.  Normoblasts  were 
present  in  the  peripheral  smear.  The  bone  marrow 
revealed  marked  er^hroid  hyp>erplasia. 

Roentgen  studies  of  the  large  boAvel  and  gallblad- 
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I der  were  both  rejx)rted  as  negative  and  roentgen 
! studies  of  the  upper  gastrointestinal  tract  revealed 
1 a large  esophageal  hiatus  hernia  of  the  sliding  tyjie, 
I with  no  other  abnormalities  noted. 

C'ardiac  catheterization  confirmed  the  clinical  im- 
pression of  a “high  output”  cardiac  failure,  second- 
ary to  anemia.  The  anemia  was  iron  deficiency  in 
type  and  was  secondar}-  to  chronic  blood  loss  from 
j the  hiatus  hernia.  The  patient  was  given  oral  fer- 
I rolls  sulfate  and  his  hemoglobin  rose  from  six  and 
' seven-tenths  grams  on  admission  to  eleven  and  four- 
, tenths  grams  within  two  months.  During  this  time, 
r other  treatment  consisted  of  a bland  diet,  anti- 
I cholinergic  drugs,  and  remaining  in  an  upright  jiosi- 
, tion  for  at  least  two  hours  after  each  meal.  During 
I this  period  the  dyspnea  and  ankle  edema,  as  well 
as  other  signs  of  cardiac  failure,  disappeared.  After 
; two  months  of  observation  on  a medical  regimen,  the 
I patient  continued  to  complain  of  epigastric  discom- 
I fort,  nau.sea  and  early  morning  vomiting.  The 
hernia  was  surgically  repaired  by  the  Allison  tech- 
nique and  postoperative  roentgenograms  of  the  upper 
gastrointestinal  tract  revealed  a successful  repair 
of  the  hernia. 

SUMMARY 

Imjiroved  diagnostic  techniques  have  unveiled  an 
increasing  number  of  hiatus  hernia.  One  hundred 
and  six  cases  of  diaphragmatic  hiatus  hernia  are 
reviewed  and  fifty-two  of  these  cases  did  not  have 
other  demonstrable  gastrointestinal  disease.  Nine, 
or  eighteen  per  cent,  of  these  patients  had  significant 
iron  deficiency  anemias.  The  mechanisms  of  chronic 
blood  loss  in  esophageal  hiatus  hernia  are  discussed. 
The  incidence  of  anemia  found  in  these  patients  is 


Medical  Museum 

This  story  from  Madison,  Wis.,  was  carried  to 
newspapers  nationally  by  the  United  Press: 

“A  20-year  dream  of  Wisconsin  physicians  to 
build  the  first  museum  devoted  exclusively  to  the 
developments  of  medicine  is  nearing  reality. 

“The  Wisconsin  State  Medical  Society  revealed 


somewhat  lower  than  that  reported  liy  many  other 
authors,  whose  series  includes  a greater  preponder- 
ance of  females.  An  unusual  case  history  is  reported. 
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for  Wisconsin. 

architectural  plons  for  the  medical  mu.seum,  which 
is  to  be  located  near  Prairie  du  Chien. 

“Dr.  William  D.  Stovall,  chairman  of  the  society’s 
historical  section,  said  the  museum  will  be  built  on 
the  site  of  the  old  Fort  Crawford  Military'  hospital 
where  Dr.  William  Beaumont  conducted  pioneer  re- 
search on  the  physiology  of  digestion  125  years  ago.” 
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Selective  Myomectomy 


I r IS  UNFORTUNATE  that  surgeons  are  some- 
times faced  with  the  need  to  operate  for  fibroid 
tumors  of  the  uterus  in  relatively  young  women. 
Deprivation  of  the  function  of  procreation  is,  on 
occasion,  unacceptable  to  some  individuals.  Reas- 
surance that  the  surgeon  will  do  every  thing  Mthin 
his  jx>wer  to  save  the  offending  organ  will  help  tide 
most  women  over  this  trying  experience.  There  are 
times,  naturally,  when  there  is  nothing  to  do  but  a 
hysterectomy.  It  is  perhaps  unfortunate  that  hyster- 
ectomy is  a more  simple  procedure  than  myomectomy. 
However,  it  is  possible  within  reasonable  limits  to 
allow  a woman  to  retain  her  utems  when  she  so 
desires.  She  must  be  cautioned  that  it  is  a com- 
parativelv  formidable  procedure  and  that  recurrence 
of  the  tumors  and  future  surgery  is  a hazard  to  be 
faced.  Surgeons  who  are  interested  in  the  conserva- 
tive procedure  will  find  that  with  proper  hemostatic 
technic  and  some  painstaking  work  on  their  part, 
they  and  their  patients  will  be  amply  rewarded. 

The  basic  technic  for  myomectomy  is  not  new. 
Bonney^  devised  a special  instrument  to  facilitate 
the  oj>eration.  Rubin^  and  Davids^  have  described 
a technic  whereby  a rubber  tourniquet  is  placed 
through  artificially  made  openings  in  the  broad  liga- 
ment to  encircle  the  cerWx  and  compress  the  uterine 
vessels.  Bieren  and  ^^IcKelway^  have  demonstrated 
that  it  is  not  ordinarily  necessar}-  to  make  openings 
in  the  broad  ligaments  and  botli  the  ovarian  and 
uterine  vessels  may  be  encompassed  by  the  tourniquet. 

The  technic  is  simple.  number  eighteen  elastic 
rubber  catheter  is  used  as  a tourniquet.  Any  ad- 
hesions about  the  uterus  and  adnexa  are  first  freed. 
The  assistant  takes  the  uterus,  with  its  myomas,  and 
holds  it,  together  with  both  adnexa  in  his  cupped 
hands  and  elevates  these  structures  as  far  as  possible 
through  the  abdominal  incision.  The  tubes  and 
infundibulop)elvic  ligaments  are  sufficiently  elastic 
to  be  held  in  a single  tourniquet  loop  which  is  passed 
from  behind  the  cer\-ix  forwards.  The  surgeon  slips 
the  tourniquet  beneath  the  assistant’s  finger  tips, 
brings  the  free  ends  forward,  pulls  them  tight,  crosses 
and  clamps  them  above  the  bladder.  When  the 
tourniquet  is  tight  enough  the  operation  may  pro- 
ceed in  a bloodless  field.  There  is  no  need  to  loosen 
the  tourniquet  until  the  completion  of  the  operation. 


ROLAND  E.  BIEREN,  M.D. 

Falls  Church,  Virginia 

It  is  important  to  plan  the  incisions  in  the  uterus 
so  that  as  many  m}  omas  as  possible  can  be  removed  » 
through  each  one.  The  areas  of  the  tubal  insertions  ; o 
should  be  avoided.  ^lyomas  are  readily  shelled  out  <3 
through  linear  incisions  in  the  uterus.  Capsular  i 
peritoneum  should  be  carefully  preserv'ed  in  order  ' 
to  peritonealize  each  incision.  It  is  advisable  to 
explore  the  endometrial  cavity  to  be  certain  that  no  . 
submucous  tumors  have  been  missed  and  in  order  to 
establish  a drainage  tract.  The  injection  of  two  f 
millilitres  of  a one  per  cent  aqueous  solution  of 
methylene  blue  through  the  cersdx  just  prior  to  the 
operation  will  facilitate  recognition  of  the  endo- 
metrium. The  cavity  may  be  opened  in  several 
places  if  necessary.  The  endometrium  is  closed  with 
interrupted  catgut  sutures.  The  cavity  left  by  re- 
moval of  each  myoma  is  obliterated  with  figure  of 
eight  chromic  catgut  sutures.  The  capsular  peri- 
toneum about  each  uterine  incision  is  inverted  with 
chromic  sutures  of  the  Connell  type  to  peritonealize 
each  such  area.  When  all  the  incisions  in  the  uterus 
have  been  closed  the  tourniquet  may  be  removed. 
Usually  a few  areas  of  bright  red  bleeding  will 
ajipear  within  three  minutes.  These  can  be  secured 
with  mattress  sutures.  If  no  bleeding  appears  after 
five  minutes  it  can  be  concluded  that  hemostasis  is 
complete.  There  will  always  be  some  ooze  from  the 
suture  lines.  This  will  stop  of  its  own  accord.  If 
the  surgeon  has  conserved  all  the  capsular  peritoneum 
when  making  incisions  in  the  uterus  it  will  usually 
suffice  for  peritonealization.  If  raw  areas  are  still 
left  the  round  ligaments  may  be  reflected  to  cover 
them  or  a free  omental  graft  may  be  used.  Post- 
operative early  ambulation  is  important  and  is  prob- 
ably responsible  for  the  fact  that  in  a personal 
series  of  fort}’  cases  not  a single  instance  of  phlebitis 
has  occurred. 

The  first  menstrual  period  after  a myomectomy 
may  be  excessive.  Succeeding  ones  will  be  less  so 
and  by  the  fourth  month  the  menses  will  have  re- 
turned to  normal.  Conception  may  be  allowed  after 
three  menstrual  periods  have  elapsed.  When  preg- 
nancy occurs  the  patient  is  reassured  that  there  need 
be  no  complication  of  pregnancy  or  of  labor  because 
of  the  operation.  One  patient  was  subjected  to  two 
multiple  myomectomies  within  a period  of  five  years. 
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I After  the  second  operation  she  had  two  pregnancies 
with  easy  labor  of  less  than  six  and  three  hours,  re- 
spectively. However,  uterine  rupture  can  and  does 
; occur  through  myomectomy  scars  although  none  has 
i happened  in  this  particular  series. 

In  this  series  of  forty  cases  over  a period  of  ten 
1 vears,  eight  patients  have  conceived  a total  of  elev'en 
children  born  subsequent  to  the  myomectomy.  All 
eleven  pregnancies  have  terminated  by  normal  labor. 
Two  additional  patients  have  developed  small,  re- 
current myomas.  Another  has  developed  large,  re- 
current myomas  six  years  after  myomectomy  and  is 
scheduled  for  a hysterectomy.  Only  one  of  those  who 
conceived  has  developed  another  tumor.  Shortly 
after  birth  of  her  only  child  a well  encapsulated 
cystadenoma  of  the  ovary  was  removed.  Pathologic 
study  resulted  in  the  diagnosis  of  a cystadeno- 
carcinoma  and  it  was  deemed  advisable  to  remove 
the  uterus,  tubes  and  remaining  ovary.  Only  once, 
, in  the  forty  operations,  was  it  necessary  to  perform 
' a hysterectomy  after  removal  of  the  tourniciuet  be- 
cause of  uncontrollable  bleeding. 

CASE  REPORTS 

Case  #i.  A 32  year  old  unmarried  white  woman 
1 1 was  seen  with  a myomatous  mass  extending  six  cen- 
i ' timeters  above  the  symphysis.  She  expressed  an 
|!  intense  desire  to  retain  her  uterus.  At  laparotomy 
b five  myomas  were  found  in  the  uterus.  The  largest 
^ measured  seven  centimeters  in  diameter.  After  a 
i tourniquet  was  placed  and  secured,  these  were  ex- 
i cised.  The  uterine  cavity  was  opened  once.  After 
i!  the  tourniquet  was  removed  two  bright,  red,  spurting 
I'  vessels  were  secured  by  mattress  sutures.  It  was 
S estimated  that  400  millilitres  of  blood  were  lost 
^ during  the  procedure  and  she  was  given  a pint  of 
blood.  Six  months  after  the  operation  she  was 
1 wearing  a wedding  ring  “thanks  to  you,  doctor.” 
' She  hoped  for  offspring.  A Rubin’s  test  established 
; the  fact  that  her  tubes  were  patent  and  her  husband’s 
' sperm  count  was  a high  normal.  She  should  be 
I successful. 

Case  #2.  A thirty  year  old  white  married  female 

i 


has  been  trying  to  conceive  for  several  years  without 
success.  She  was  examined  and  was  found  to  have 
a m}'omat()Us  mass  which  extended  four  centimeters 
above  tlie  symphysis.  A sperm  test  in  her  husband 
revealed  a normal  count.  At  laparotomy  nine  myo- 
mas were  found  to  occupy  the  uterus,  the  largest 
measured  nine  centimeters  in  diameter.  After  a 
tourniquet  was  placed  and  secured  the  tumors  were 
exci.sed.  The  uterine  cavity  was  opened  twice.  After 
the  tourniquet  was  removed  no  bleeding  occurred. 
It  was  estimated  that  80  milliliters  of  blood  were 
lost  during  the  operation.  Four  months  after  the 
myomectomy  the  patient  became  pregnant  and  went 
to  term  without  complication.  Delivery  was  spon- 
taneous after  less  than  six  hours  of  labor.  Three 
years  later  a second  child  was  born  spontaneously 
after  less  than  four  hours  of  labor.  Three  years 
after  the  second  child  was  born  there  was  no  recur- 
rence of  the  myomas. 

CONCLUSIONS 

1.  Use  of  a tourniquet  for  hemostasis  has  resulted 
in  successful  myomectomy  in  39  out  of  40  operations. 

2.  There  have  been  no  complications  resulting 
from  use  of  the  uterine  tourniquet  in  the  40  cases. 

3.  In  married  women  subjected  to  the  operation 
eleven  pregnancies  have  occurred  with  normal  child- 
birth as  the  final  result. 
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Dicumarol  in  Antepartum  Thrombophlebitis 

A Case  Report 


Although  antepartum  venous  thrombosis  is 
by  no  means  unheard  of,  there  is  a modicum  of 
doubt  regarding  the  use  of  anticoagulants,  particu- 
larly Dicumarol,  in  its  management.  In  an  effort 
to  add  to  the  accumulating  data,  the  following  case 
is  being  reported.  I have  been  unable  to  find  in  the 
literature  any  other  reports  of  cesarean  section  fol- 
lowing antepartal  thromboembolic  disease. 

CASE  REPORT 

IMrs.  A.L.,  a 40  year  old  wife  of  a traveling  sales- 
man, was  first  seen  at  her  home  in  late  June,  1956, 
because  of  nausea  and  vomiting.  Her  last  normal 
menstural  period  had  begun  May  14,  1956.  Al- 
though no  pelvic  examination  was  performed,  preg- 
nancy was  assumed  with  the  EDC  being  February 
21,  1957.  She  had  two  children,  ages  15  and  21 
years.  She  also  had  a 7 month  stillbirth  (cause 
unknoAvn)  17  years  previously  and  an  abortion  at 
2 months  3 years  previously. 

Physical  findings  at  this  initial  visit  were  normal. 
She  had  some  ptyalism  with  a remarkable  aversion 
to  swallowing  her  saliva  and  a pronounced  reluctance 
to  take  advice.  She  was  treated  at  home  on  several 
occasions  with  oral,  intramuscular,  and  rectal  medi- 
cation including  Thorazine,  pyridoxine,  Dramamine 
and  other  standard  remedies.  She  was  instructed, 
for  morale  purposes,  to  move  about  the  house  and 
even  get  out  doors,  but  she  remained  bedfast,  in- 
dulging in  dietar}-  indiscretions  (such  as  greasy 
soups  and  cabbage)  on  whim. 

She  was  hospitalized  on  June  30,  given  intra- 
venous fluids,  parenteral  vitamins,  Thorazine,  “diet 
as  tolerated’’,  and  symptomatic  treatment.  Pelvic 
examination  disclosed  a slightly  enlarged  boggv 
uterus,  third  degree  retroverted,  with  some  isthmal 
and  cervical  softening.  She  was  discharged  July  2, 
much  improved. 

She  was  readmitted  July  9 for  the  same  trouble, 
i.e.,  nausea,  vomiting  and  ptyalism  with  excessive 
expectoration.  Treatment  as  before,  plus  Banthine, 
was  almost  bootless.  She  still  displayed  e.xtreme 
physical  inertia  and  would  quit  her  couch  only 
on  great  coaxing. 
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Admission  laboratory  studies  revealed  a hemo-  : 
globin  of  13.2  g.%;  WBC  7,050  with  91%  polys; 
total  bilirubin  0.9  mg.%,  direct  0.1  mg.%,  indirect  ' 
0.8  mg.%;  urine  specific  gravity  1.023,  one  plus  : 
albumin,  negative  sugar,  numerous  pus  cells  and 
bacteria.  For  the  urinary  findings,  Furadantin  was 
administered. 

On  July  13,  pain  in  the  left  chest  developed  but  i 
examination  was  negative.  Temperature  up  to  this 
time  had  fluctuated  between  98°  and  100°F.  with 
one  spike  to  101.4°  on  July  12.  On  July  16  pain 
developed  in  the  left  shoulder  and  midaxillary  re- 
gion along  the  7th,  8th  and  9th  ribs.  This  was 
aggravated  by  motion,  breathing,  coughing,  and 
vomiting.  Auscultation  was  negative  but  tetra- 
cycline therapy  was  begun.  The  pain  became  worse 
during  the  night  and  medical  consultation  was  ob- 
tained on  July  17.  The  consultant  reported  some 
limitation  of  chest  expansion  on  the  left  but  no 
auscultatory  changes.  There  were  no  physical  find- 
ings in  the  legs.  The  impression  was  that  there 
was  diaphragmatic  pleurisy  and  penicillin  therapy 
was  started.  A chest  x-ray  the  same  day  was  in- 
terpreted as  representing  “some  reaction  in  the  left 
base  in  the  costophrenic  sulcus  as  well  as  elevation 
of  the  left  hemidiaphragm  and  possibly  a process 
going  on  within  the  lung  itself.  The  remainder  of 
the  thora.x  is  not  remarkable.  Impression:  This 
x-ray  appearance  is  compatible  equally  with  a small 
pneumonitis  and  pleurisy  or  even  a small  embolus.” 
On  this  same  day,  slight  hemoptysis  occurred. 

Therefore,  a venous  thrombosis  was  suspected  and 
Dicumarol  therapy  was  started,  the  initial  dose  be- 
ing 250  mg.  She  was  now  instructed  to  stay  in  bed. 

On  July  20  the  prothrombin  time  was  43%  of 
the  control.  The  legs  remained  free  of  signs  of 
thrombosis  till  the  morning  of  July  21,  when  she 
awoke  with  the  right  leg  generally  mottled  and 
flushed.  There  was  pain  in  the  anterior  thigh  on 
straight  leg  raising  and  she  complained  of  a “funny 
feeling”  on  palpation  along  the  saphenous  vein. 
There  was  also  tenderness  over  the  inguinal  liga- 
ment. An  Ace  bandage,  toes  to  groin,  was  applied. 
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, the  leg  elevated  on  pillows,  and  a sympathetic  block 
with  1%  procaine  performed  (with  no  adverse 
. effects).  The  prothrombin  time  was  66%  although 
! she  had  by  now  received  550  mg.  Dicumarol.  On 
the  suggestion  of  a surgical  consultant,  heparin  in 
' tliree  50  mg.  doses  was  administered  and  papaverine 
I was  given. 

On  July  22  another  sympathetic  block  was  done. 
The  prothrombin  time  was  25%.  Tenderness  was 
' now  present  in  the  gastrocnemius  region.  Rather 
acute  tenderness  was  present  over  the  right  inguinal 
I and  femoral  canals  and  lower  iliac  vein. 

The  remainder  of  the  hospital  stay  was  unevent- 
ful. .-^n  attempt  was  made  to  keep  the  prothrombin 
' time  in  the  region  of  30%  but  extremes  of  12%  on 
July  24  and  100%  on  July  29-30  were  obtained. 
\ fairly  good  level  was  obtained  on  100  mg.  Dicu- 
marol a day.  On  July  24  a remedy  for  the  nausea, 

. , ptyalism  and  expectoration  was  finally  hit  on: 
ir  Bonamine  Chewing  Tablets. 

Sedimenation  rate  on  July  30  was  38  mm.  per 
1 hour.  The  leg  signs  and  symptoms  gradually  sub- 
sided.  She  was  allowed  up  in  wheel  chair  on 
V .August  6 and  discharged  August  1 1 , about  1 1 weeks 
i after  conception. 

I The  hospital  course  insofar  as  the  conceptus  was 
' concerned  went  nicely:  no  vaginal  bleeding  or  low 
1 abdominal  or  pelvic  symptoms. 

I The  remainder  of  the  pregnancy  was  uneventful 
save  for  constant  edema  of  the  right  leg,  for  which 
' an  elastic  stocking  was  prescribed.  On  February  12, 

I 1957,  an  elective  cesarean  section  and  a Pomeroy 
sterilization  were  performed,  the  indications  having 
been:  (1)  anthropoid  pelvis,  (2)  breech  presenta- 
1 tion,  presenting  part  floating,  (3)  Rh  negative  with 
' anti-D  titer  of  1:1  since  December  18,  1956,  (4) 
age  41,  youngest  child  age  16,  (5)  maximum  birth 
; weight  of  previous  largest  child  less  than  7 ])ounds. 
A low  section  was  done  and  a normal  7 pound,  8 
ounce  girl,  unaffected  by  erythroblastosis,  was  de- 
livered. A 2-3  cm.  myoma  in  the  uterine  incision 
was  removed.  Blood  specimen  obtained  at  delivery 
showed  the  husband  to  be  type  “O”,  RiRi,  the  mother 
to  be  Rh  neg.,  and  the  baby  A,  Rir.  The  mother’s 
serum  contained  anti-D  albumin  agglutinins,  1 :4, 
none  of  which  could  be  demonstrated  in  the  cord 
serum.  The  direct  Coombs  test  on  the  cord  blood 
was  negative. 

Postoperative  care  included  fluids,  wrapping  both 
legs  with  Ace  bandages,  passive  and  active  leg 
exercises,  and  early  ambulation.  She  developed  a 
thrombus  in  the  left  antecubital  vein  secondary  to 


an  infusion.  She  was  discharged  on  the  6th  jK)st- 
operative  day  in  good  condition.  She  was  seen  in 
the  office  on  the  11th  j)ostoperative  day  for  breast 
engorgement  and  again  on  the  32nd  day  for  a routine 
check.  Recovery  was  excellent.  Right  leg  edema 
was  still  present.  The  baby  was  doing  fine. 

COMMENTS 

In  this  case  two  factors  were  probably  responsible 
in  causing  the  thrombus  to  develop:  (1)  the  phys- 
ical inertia,  and  (2)  dehydration  from  anorexia, 
nausea  and  vomiting. 

Assuming  conception  occurred  about  May  28,  this 
patient  developed  unequivocal  signs  of  thrombophle- 
bitis at  8 weeks  gestation,  which  is  among  the  earliest 
onsets  in  pregnancy  reported.  She  received  a total 
of  2250  mg.  Dicumarol  over  a period  of  22  days. 
Thus  she  received  no  anticoagulants  for  6 months 
prior  to  delivery. 

Had  there  appeared  evidence  of  another  embolus, 
we  would  have  been  strongly  inclined  to  ligate  the 
vena  cava.  After  caval  ligation,  swelling  is  usually 
limited  to  the  extremity  involved  by  the  phlebitis 
and  is  only  a little  more  severe  than  in  the  absence 
of  ligation^.  It  was  decided  to  rely  on  measures 
other  than  the  use  of  anticoagulants  postoperatively 
for  fear  of  producing  wound  hemorrhage.  In  ret- 
rospect, it  might  have  been  wiser  to  use  antico- 
agulants beginning  on  the  second  postoperative  day. 

DISCUSSION 

There  seems  to  be  liberal  interchanging  of  the 
terms  “thrombophlebitis”  and  “phlebothrombosis” 
in  the  literature.  Ullery^  in  discussing  “antepartum 
thromboembolic  disease”  Just  says  “thrombosis”. 
Burns^  prefers  to  use  “thrombophlebitis”  whereas 
Blum^  speaks  of  “phlebothroml)osis”  and  Faber  and 
Kvale^  consider  the  two  as  “.  . . steps  in  a single 
pathological  process,  since  . . . separation  often 
is  clinically  difficult  or  impossible.” 

The  course  of  events  in  the  case  presented  here 
tends  to  support  this  last  viewjioint,  in  that  in- 
itially there  was  embolus  formation  from  a silent 
thrombus  (phlebothrombosis)  and  8 days  after  the 
first  sign  of  chest  pain,  a full-blown  picture  of 
thrombophlebitis  developed. 

Ullery  believes  that  anticoagulants  are  safe  for 
mother  and  child  if  the  patient’s  prothrombin  time 
is  maintained  at  20-30%  of  normal.  (Thus,  it  will 
be  seen,  he  uses  Dicumarol.)  Faber  and  Kvale  also 
use  Dicumarol.  Burns  prefers  heparin  unless  pro- 
longed therapy  is  anticipated.  Gordon  and  Dean®  do 
not  believe  in  routine  use  of  anticoagulants  in 
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antepartum  thrombosis  unless  emboli  have  been  in 
evid-ence,  while  on  the  other  side,  Barr}-  and  Olson'' 
state  that  “anticoagulant  therapy  is  not  contrain- 
dicated in  the  antepartum  patient  under  adequate 
control.”  Uller}'  cities  reports  of  38  antepartum 
patients  with  thromlx)ses  who  received  anticoagu- 
lants. There  were  no  deaths  although  7 patients 
had  emboli.  Out  of  97  patients  not  treated  with 
anticoagulants,  18  had  emboli  and  15  died.  In  cases 
of  antepartal  thromboembolic  disease,  Ullery  further 
advocates  that  the  patient  be  handled  by  a team  con- 
sisting of  a cardiologist-internist  and  a vascular 
surgeon  in  addition  to  the  obstetrician. 

CONXLUSIOXS 

-A.  maternal  or  fetal  death  is  a horribly  distressing 
event.  Although  there  is  some  evidence  that  fetal 
death  or  retroplacental  hemorrhage  may  occur  as  a 
result  of  Dicumarol  therapy  in  pregnancy,  a mass 
of  evidence  is  accumulating  indicating  that  this  agent 
is  quite  safe  when  used  intelligently*.  The  mortality 
figures  from  thromboembolic  disease  should  impel 
everyone  to  consider  the  welfare  of  the  mother  first, 
realizing  at  the  same  time  that  the  pregnancy  may, 
but  probably  will  not,  suffer.  In  addition  to  the 
time-honored  remedies,  one  has  vena  cava  ligation 
or  anticoagulants  to  choose  from.  Electing  to  use 
anticoagulants,  one  has  at  his  disposal  heparin,  Di- 


cumarol, and  Tromexan.  And  the  experience  with  I 
Dicumarol  “has  been  quite  satisfactor}'®.”  j 

SUMMARY  i 

1.  A case  of  antepartum  thrombophlebitis  sue-  • 
cessfully  treated  with  Dicumarol  is  presented.  ; 

2.  The  patient  subsequently  underwent  a cesarean  <: 

section.  The  postoperative  p>eriod  was  sue-  I < 
cessfully  managed  without  further  use  of  an-  { i 
ticoagulants.  ^ I 

3.  The  handling  of  such  a complication  is  briefly  || 

discussed.  ^ ’ 
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Dr.  Elmer  Hess  Reports*  . . . 

‘AA'ithout  Blue  Shield  and  Blue  Cross  and  other  insurance  programs  our  hospitals 
and  ourselves  would  be  hard  put  to  render  the  services  that  these  two  organizations 
have  made  possible.  Since  we  have  accepted  the  insurance  principle,  many  patients 
who  previously  would  be  nonpaying  patients  have  had  their  bills  at  least  partially 
paid,  and  I am  rather  intolerant  of  the  physician  who  is  not  a participating  member 
of  Blue  Shield.  I also  am  intolerant  of  the  physician  who  in  defense  of  his  attitude 
is  not  being  a participating  member  says  with  a loud  voice,  ‘X^obody  is  going  to  tell 
me  what  to  charge.’  I am  outspoken  enough  to  say  the  physician  who  takes  such  an 
attitude  is  primarily  interested  not  in  serA-ice  but  in  money.  Today’s  professional  free- 
dom to  be  a private  practitioner  of  medicine  instead  of  a slave  of  government  is  due 
solely  to  Blue  Shield— the  physicians’  answer  to  socialized  medicine.  Forgive  me  if 
I offend,  but  sometimes  the  truth  hurts,  and  I am  so  jealous  of  the  good  name  and  the 
freedom  of  our  profession.” 

*JAMA,  Vol.  163,  No.  2,  p.  121. 
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Protean  Manifestations  of  Primary 
Hyperparathyroidism 

Case  Reports 


RIMARY  HYPERPARATHYROIDISM  is  a 
relatively  common  disease,  far  more  common  than 
a review  of  hospital  records  would  indicate,  with 
recognition  in  many  instances  in  proportion  to  the 
diligence  of  the  search  for  this  condition.  Milne^ 
has  noted  that  often  the  diagnosis  will  not  be  made 
unless  a systematic  investigation  is  undertaken. 
Schneider  and  Robnett^  have  likewise  emphasized 
the  necessity  for  having  basic  concepts  of  parathyroid 
physiology  which  enable  one  to  comprehend  the 
varied  clinical  pattern  of  this  disease,  \^"ith  this 
better  understanding,  our  clinical  index  of  suspicion 
is  increased,  and  then  laboratory  confirmation  is  a 
relatively  easy  matter. 

Numerous  conditions  may  be  associated  with,  or 
obscure,  primar}'  hyperparathyroidism.  Osteoarthri- 
tis, particularly  of  the  spine,  is  frequently  asso- 
ciated with  this  disease  as  an  incidental  finding — 
with  the  symptoms  due  to  h)perfunction  of  the 
parathyroid  being  attributed  to  the  arthritis.  Sim- 
ilarly, osteoporosis  is  often  found,  and  may  or  may 
not  be  independent  of  the  parathyroid  disease.  Cer- 
tainly, these  common  conditions  of  osteoarthritis  and 
osteoporosis  deserve  screening.  It  is  also  readily 
apparent  that  any  type  of  bone  pain  or  diffuse  bone 
disease  should  be  investigated  along  these  lines. 

Thyroid  enlargements,  particularly  nodular  or 
unilobar  masses,  should  be  regarded  with  suspicion. 
A parathyroid  adenoma  may  be  buried  in  the  thy- 
roid, and  thyroid  disease  may  or  may  not  be  present 
as  well.  On  the  other  hand,  the  finding  of  a nodule 
in  the  thyroid  in  the  presence  of  proved  primary 
hyperparathyroidism  does  not  indicate  that  this 
nodule  is  the  parathyroid  tumor;  the  surgeon  must 
still  be  prepared  to  do  a thorough  neck  exploration 
and,  if  necessary,  to  follow  with  mediastinal  ex- 
ploration at  a later  date.  Nevertheless,  all  patients 
with  th}Toid  masses  should  have  a complete  lab- 
oratory workup  for  parathyroid  disease. 

There  is  a very  high  incidence  of  peptic  ulcer 

Read  before  a meeting  of  the  Richmond  Academy  of 
Medicine,  Richmond,  Virginia,  March  12,  1957. 
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among  patients  with  hyperparathyroidism.  Black* 
has  reported  this  to  be  as  much  as  24  per  cent,  with 
very  poor  response  to  therapy  prior  to  removal  of 
the  tumor.  Thus,  patients  with  peptic  ulcer  should 
have  a laboratory  determination  of  parathyroid  func- 
tion, particularly  if  the  ulcer  is  refractor}’  to  the 
usual  therapy.  It  should  be  borne  in  mind,  how- 
ever, that  the  presence  of  peptic  ulcer,  in  some  cases, 
may  create  diagnostic  difficulties.  In  the  Burnett 
syndrome  resulting  from  large  intake  of  milk  and 
soluble  alkali,  with  advanced  renal  disease  and 
hyf>ercalcemia,  it  may  be  very  difficult  to  distinguish 
primar}'  from  secondary  hyperparathyroidism*-^-*. 

Among  those  conditions  most  suspected  of  being 
due  to  parathyroid  disease,  nephrolithiasis  is  the 
most  common.  Every  patient  with  renal  calculi, 
including  those  with  a single  calculus  in  the  initial 
episode,  should  have  the  benefit  of  blood  chemistry 
determinations  plus  a urine  Sulkowitch  determina- 
tion. The  serum  calcium  may  be  transiently  normal, 
but  the  Sulkowitch  test  will  always  be  elevated  in 
the  presence  of  hyperparathyroidism.  An  elevated 
Sulkowitch  test  despite  a normal  serum  calcium  is 
a positive  indication  for  repeated  serial  serum  cal- 
cium determinations®. 

In  advanced  renal  diseases,  interpretation  of  the 
laboratory  findings  may  be  difficult  at  times,  with 
difficulty  in  distinguishing  the  primary  type  from 
secondar\'  hyperparathyroidism.  In  renal  insuffi- 
ciency with  phosphate  retention,  there  is  an  elevated 
serum  phosphorus  and  low  serum  calcium,  the  re- 
verse of  the  findings  in  primary  disease.  If  the 
renal  insufficiency  is  prolonged  and  chronic,  there 
may  be  a secondary  rise  of  the  serum  calcium  to 
normal  levels  due  to  hyperplasia  of  the  parathyroid 
glands  in  response  to  the  stimulus  of  the  low  cal- 
cium. The  serum  phosphorus  remains  high,  never- 
theless. To  add  to  the  confusion,  however,  renal 
impairment  in  primary  parathyroid  disease  will,  in 
turn,  produce  a high  serum  phosphorus  secondarily. 

Since  it  is  the  laboratory  which  confirms  the  diag- 
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nosis,  it  might  be  well  to  review  briefly  the  blood 
and  urine  changes.  There  is  an  elevated  serum  cal- 
cium in  the  presence  of  normal  total  protein,  and  a 
low  or  low-normal  serum  phosphorus.  The  low 
phosphorus  is  thought  by  some  to  have  the  greater 
significance  diagnostically.  Variations  in  the  blood 
protein  level  will  affect  the  serum  calcium  in  the 
same  direction,  so  that  it  is  sometimes  possible  to 
have  a “normal”  calcium  with  low  blood  protein, 
which  is  actually  a state  of  relative  elevation  of  the 
calcium.  It  is  of  interest  to  note  also  that  the 
cerebro-spinal  fluid  calcium  does  not  mirror  the 
rise  in  serum  calcium.  In  this  disease,  the  urine 
calcium  excretion  is  likewise  increased,  and  this 
increase  is  maintained  despite  administration  of  a 
neutral  ash  low-calcium  diet  containing  less  than 
200  milligrams  of  calcium  per  day  for  one  week.  At 
the  end  of  this  time  excretion  of  more  than  150 
milligrams  of  calcium  i>er  twenty-four  hours  is 
highly  suggestive,  while  more  than  200  milligrams 
is  pathognomonic  for  hyperparathyroidism®.  The 
alkaline  phosphatase  may  or  may  not  be  elevated. 
Elevation  usually  indicates  bone  activity  with  de- 
mineralization and  is  most  likely  to  be  found  in  those 
with  a low  calcium  intake  in  their  diets.  Milk 
drinkers,  with  high  calcium  intake,  frequently  do 
not  present  any  evidence  of  bone  activity. 

review  of  the  records  at  the  Medical  College  of 
Virginia  Hospital  reveals  six  cases  of  proved  primary 
hyperparathyroidism,  the  earliest  recorded  case  being 
recognized  in  1950.  Two  of  these  cases  are  pre- 
sented in  detail,  since  they  illustrate  so  well  the 
points  elucidated  in  the  discussion  above.  The  other 
four  cases  will  be  commented  upon  briefly. 

Case  No.  4.  This  56-year  old  patient  was  first 
seen  in  May,  1954,  complaining  of  indigestion,  pins- 
and-needles  sensations  in  her  back  associated  with 
backache,  and  cold  feet  with  burning,  numbness  and 
tingling.  The  past  medical  history  included  first 
degree  heart  block  known  for  two  years,  recurrent 
cystitis  and  arthritis.  Surgical  history  included 
hysterectomy,  cholecystectomy,  app>endectomy  and 
perineorrhaphy.  Following  the  hysterectomy  at  38 
years,  the  patient  had  severe  menopausal  symptoms 
for  ten  years.  The  systemic  review  was  non-con- 
tributor)'. 

Physical  examination  revealed  a markedly  obese, 
short,  elderly  white  female  of  .Armenian  extraction, 
in  no  distress.  Fundi  showed  Grade  I arterio- 
sclerosis. There  were  atelectatic  rales  at  the  right 
lung  base  posteriorly.  The  peripheral  vessels  were 
sclerotic.  The  genitalia  were  atrophic.  There  was 


a second-degree  cystocele  with  senile  vaginitis  and 
cervicitis.  She  had  severe  bilateral  varicose  veins. 
The  legs  were  cool  below  the  mid-tibia,  with  hyper- 
esthesia below  the  mid-leg  bilaterally.  Oscillometric 
readings  were  normal,  with  palpable  arterial  pulsa- 
tions. The  remainder  of  the  physical  examination 
was  essentially  negative. 

The  electrocardiogram  showed  first-degree  heart 
block  with  PR  interval  of  0.24  seconds.  Upright 
fluoroscopy  showed  dilatation  of  the  aorta,  marked 
degenerative  arthritis  of  the  spine  with  osteoporosis, 
and  on  barium  swallow  a hiatus  hernia  measuring 
approximately  3 to  4 centimeters  in  diameter  was 
demonstrated  on  deep  inspiration. 

The  patient  was  placed  on  a low  calorie  diet, 
combined  estrogen-androgen-vitamin  therapy,  and 
regimen  for  control  of  the  sv’mptoms  of  hiatus  hernia. 
One  month  after  the  initial  visit  she  still  complained 
of  severe  pain  in  the  hips,  back  and  left  side,  and 
had  s)Tmptoms  referable  to  her  cystocele  with  32  cc. 
of  residual  urine.  Examination  showed  tenderness 
and  spasm  of  the  paraspinal  lumbar  muscles  extend- 
ing from  the  sacral  to  the  dorsal  region.  X-ray  of 
the  lumbo-sacral  spine  revealed  incomplete  sacraliza- 
tion of  the  first  sacral  segment,  increase  in  the 
lordotic  curvature  and  slight  general  hypertrophic 
change  with  one  large  spur  on  L-5.  There  was  cal- 
cification in  the  wall  of  the  abdominal  aorta,  and 
left  renal  calculus  was  suggested.  The  x-ray  find- 
ings showed  much  less  arthritic  change  than  had 
been  anticipated  in  view  of  the  severity  of  the  pa- 
tient’s symptoms.  Retrograde  pyelograms  revealed 
two  small  calculi  in  the  lower  terminal  calyces  on 
the  left  side,  and  a few  pus  cells  in  the  urine  from 
the  left  kidney.  The  urologist  remarked  that  these 
were  probably  the  same  calculi  seen  on  films  in  1944, 
with  increase  in  size  from  two  to  si.x  millimeters  in 
diameter.  He  did  not  recommend  surgical  removal. 

Throughout  the  next  ten  months  the  patient  con- 
tinued to  complain  of  back  and  hip  pain,  indiges- 
tion, symptoms  of  bladder  discomfort,  constipation 
and  numerous  other  less  well-defined  complaints. 
Barium  enema  revealed  a spastic  colon.  Evaluation 
was  difficult,  as  her  complaints  seemed  to  be  out 
of  proportion  to  the  physical  findings.  However, 
in  May,  1955,  it  seemed  that  she  was  describing 
deep  bone  pain.  The  possibility  of  hyperpara- 
thyroidism was  considered,  particularly  in  view  of 
the  renal  calculi.  Blood  chemistry  studies  by  a local 
laborator)’  showed  elevated  serum  calcium,  phos- 
phorus and  alkaline  phosphatase  with  low  normal 
total  protein.  The  patient  was  then  hospitalized 


564 


Virginia  Medical  Monthly 


at  the  Medical  College  of  Virginia  Hospital  for 
further  study  on  June  3,  1955,  approximately  one 
year  after  first  being  seen. 

Results  of  the  hospital  laboratory  studies  are 
shown  in  Figure  1.  Quantitative  urine  calcium  de- 
terminations were  made  after  one  week  on  the  low 
calcium  diet.  The  diagnosis  of  primary  hyperpara- 
thyroidism was  confirmed  on  the  basis  of  these 
.studies,  despite  lack  of  typical  x-ray  findings,  in- 
cluding the  dental  lamina  dura,  pelvis  and  hips, 
skull,  chest,  upper  gastro-intestinal  tract,  and  barium 
enema. 

On  June  16,  1955,  the  patient  developed  acute  left 
renal  colic  due  to  a shift  in  one  calculus,  which  now 
blocked  the  uretero-pelvic  junction.  Surgical  re- 
moval was  accomplished  on  June  21. 

On  July  1,  1955,  she  underwent  cervical  explora- 
tory operation  for  parathyroid  tumor.  A parathyroid 
adenoma  about  two  centimeters  in  diameter  was 
found  in  the  outer  posterior  portion  of  the  right  lobe 
of  the  thyroid,  which  was  removed  with  the  tumor. 
Microscopic  study  showed  it  to  be  of  the  chief  cell 
type  with  invasion  of  the  capsule.  (Plate  1.) 


The  patient  had  an  uneventful  post-operative 
course.  She  developed  tetany  whicli  was  easily  con- 
trolled with  Hytakerol,  vitamin  I)  and  calcium.  Her 
blood  chemistries  returned  to  normal  (Figure  1). 
By  Noveml)er,  1955,  she  no  longer  had  tetany  and 
had  discontinued  all  medication  for  control  of  tetany. 
Her  bone  ]>ain  had  completely  disapjieared  and  she 
felt  very  well. 

Comment:  This  case  illustrates  the  value  of 
listening  to  the  patient’s  story  carefully  despite  ill- 
defined  symptoms  with  apparent  neurotic  tendencies 
and  some  language  difficulty.  The  diagnosis  was 
first  susj)ected  after  a year  of  observation,  as  the 
patient  described  her  symptoms.  The  case  also 
illustrates  the  value  of  routine  blood  calcium  de- 
terminations whenever  renal  calculi  are  noted.  This 
patient  had  two  renal  stones  for  ten  years,  with  only 
slight  and  gradual  increase  in  size  and  no  increase 
in  number.  Nevertheless,  no  blood  calcium  had  been 
taken  prior  to  the  description  of  her  pain  as  deep 
bone  pain.  In  this  case  there  were  no  pathognomic 
x-ray  findings  in  the  bones,  despite  the  apparent 


Plate  1. — Parathyroid  adenoma  removed  in  case  4.  (x  100).  This  is  chief  cell  type.  Note  the 
absence  of  fatty  stroma,  the  pseudo-acinar  gland  formation,  and  the  invasion  of  the  capsule 
by  sheets  and  strands  of  tumor  cells. 
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Figure  1. — Blood  and  urine  chemistries  in  Case  No.  4. 


duration  of  her  disease  for  at  least  ten  years,  as 
she  was  a milk  drinker. 

Case  No.  5.  This  patient  was  a 66-year  old  white 
female  first  seen  in  October,  1955,  with  a chief  com- 
plaint of  generalized  aching.  One  year  before  this 
she  had  been  hospitalized  and  was  found  to  have 
Parkinsonism.  A diagnosis  of  arthritis,  which  she 
stated  she  had  had  for  years,  was  also  made.  The 
patient  stated  that  she  had  been  treated  with  cortisone 
and  ACTH  two  years  ago  for  a long  time  with  no 
benefit.  For  the  past  year  she  had  noted  increas- 
ing exhaustion  and  weakness,  jitteriness  and  ina- 
bility to  perform  many  tasks.  For  the  past  two 
to  three  weeks  she  had  noted  urinar)’  incontinence 
and  urgency.  She  had  had  fever  in  the  past  two 
weeks,  with  weakness  and  fatigue,  and  a weight  loss 
of  ten  pounds  in  the  past  six  months.  The  patient 
also  complained  of  continuous  tension  with  pain 
in  the  back  of  the  neck  and  shoulders  radiating 
down  the  spine.  There  was  intermittent  swelling 
•of  the  hands,  limitation  of  motion  of  the  shoulders 
extending  down  the  spine,  and  evening  edema.  A 
mole  on  her  forehead  had  grown  larger  in  the  past 
year. 

Her  past  medical  historj’  included  bursitis  of  the 
left  upfier  extremity  three  years  ago,  neck  traction 
in  1950-52  for  neck  pain,  and  peptic  ulcer  eight 
to  ten  years  ago. 

Physical  examination  revealed  an  elderly,  some- 
what feeble,  stooped  white  female  with  typical 


Parkinsonian  rigidity  without  tremor.  The  oral 
temperature  was  99.4°  F.  The  skin  was  dry  with 
loss  of  turgor  suggestive  of  recent  weight  loss,  but 
was  shiny  over  the  hands.  There  was  a raised 
papillomatous  lesion  of  the  left  forehead,  and  a 
2x2  cm.  lipoma  of  the  right  forehead.  There  was 
moderate  hearing  impairment.  The  right  lobe  of  the 
thyroid  was  palpable  and  contained  a 1 x 2 cm. 
tender  nodule.  The  blood  pressure  was  140/80, 
with  pulse  76.  h'oul-smelling  epithelial  debris  was 
removed  from  a deep  navel.  The  genitalia  and 
vagina  revealed  senile  changes.  The  hands  were 
slightly  swollen  diffusely,  more  marked  on  the  right. 
There  was  tenderness  to  percussion  of  the  entire 
spine,  with  dorsal  kyphosis  and  limitation  of  motion 
of  both  shoulders  with  rigidity.  Chest  fluoroscopy 
revealed  osteoporosis  of  the  dorsal  spine  with  kypho- 
sis. The  remainder  of  the  physical  examination 
was  essentially  negative. 

The  electrocardiogram  was  normal.  The  blood 
count  showed  leucoc)’tosis  of  12,000  with  normal 
differential  count.  The  urinalysis,  blood  sugar, 
blood  urea  nitrogen  and  erythrocyte  sedimentation 
rate  were  normal.  The  basal  metabolism  was  plus 
2 1/2  per  cent.  The  blood  calcium  was  12.4  milli- 
grams per  cent,  and  the  urine  Sulkowitch  test  was 
two  plus. 

She  was  placed  on  Parsidol  with  benefit  to  her 
Parkinsonism.  She  continued  to  complain  of  fre- 
cjuency  and  ran  a low-grade  fever,  and  was  placed 
on  tetracycline  despite  negative  urinalysis.  She  lo.st 
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! three  pounds  between  her  first  visit  and  hospitaliza- 
tion two  weeks  later. 

During  the  period  of  preliminary  workup  the 
patient  continued  to  complain  of  marked  frequency 
and  marked  weakness,  which  became  more  pro- 
nounced while  she  w'as  on  the  low-calcium  diet. 
Upper  gastro-intestinal  series  revealed  a small,  slid- 
I ing-type  hiatus  hernia.  X-rays  of  the  skull  and 
; dental  lamina  dura  were  negative.  Chest  x-ray 
I showed  slight  enlargement  of  the  thyroid  shadow 
with  slight  deviation  of  the  trachea  to  the  left,  and 
an  arteriosclerotic  aorta.  Films  of  the  dorsal  spine 
, showed  demineralization  with  mild  hypertrophic 
arthritis.  The  significant  blood  and  urine  chemis- 
I tries  are  shown  in  Figure  2.  The  findings  were  con- 
I sidered  diagnostic  of  primary'  hyperparathyroidism, 
and  cervical  exploration  was  performed  on  Novem- 
ber 17,  1955.  Both  lobes  of  the  thyroid  were  noted 
to  be  largely  replaced  by  nodules.  A parathyroid 

• I adenoma  was  located  in  the  mid-third  of  the  an- 
' i terior  aspect  of  the  right  thyroid  gland.  A total 
1 1 left  lobectomy  and  partial  right  lobectomy  with 
1 ! excision  of  the  parathyroid  adenoma  w’ere  completed. 

• The  pathological  report  showed  parathyroid  adenoma 
I weighing  0.5  grams,  of  the  mixed  chief  and  oxyphil 


November,  1956,  with  relief  of  the  rigidity  on  the 
right. 

Comment:  This  patient  was  first  suspected  of 
having  primary  hyperparathyroidism  because  of 
weakness,  frequency,  generalized  aching  and  bone 
pain  with  minimal  arthritis  but  definite  osteoporosis, 
and  the  presence  of  a mass  in  the  right  lobe  of  the 
thyroid.  There  were  no  renal  lesions  or  calculi, 
and  no  pathognomonic  bone  changes  on  x-ray.  There 
was  a history  of  peptic  ulcer,  although  there  was 
no  evidence  of  activity  at  the  time  of  the  operation. 
The  value  of  determining  the  blood  calcium  levels 
whenever  a thyroid  mass  is  found  is  well  illustrated. 
It  is  also  of  interest  that  the  serum  phosphorus  was 
always  normal  despite  the  hypercalcemia  before 
operation. 

Of  the  six  cases  in  this  series,  two  were  Negro 
and  four  white,  with  five  female  and  one  male.  The 
first  two  cases  were  diagnosed  on  the  Urology  Serv- 
ice because  of  multiple  or  recurrent  renal  calculi 
with  complications.  In  the  second  case  skeletal 
x-rays  were  negative.  A mixed  clear  and  oxyphil 
cell  parathyroid  adenoma  was  removed  at  operation. 
The  first  case  refused  operation  despite  clinical  find- 
ings of  renal  calculi  and  markedly  elevated  serum 
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Figure  2. — Blood  and  urine  chemistries  in  Case  No.  5. 


type.  The  thyroid  tissue  was  reported  as  nodular 
colloid  goiter.  The  patient  had  a benign  post- 
operative course  with  no  tetany.  Her  urinary  fre- 
quency ceased  immediately  after  operation,  and  she 
gained  strength  rapidly.  Blood  chemistries  returned 
to  normal  immediately  after  operation.  She  was 
discharged  home  on  the  ninth  post-operative  day. 

Since  discharge  the  patient’s  symptoms  referable 
to  her  Parkinsonism  progressively  increased.  A 
chemo-pallidectomy  on  the  left  was  performed  in 


calcium  with  normal  serum  phosphorus.  Treatment 
was  directed  towards  the  urological  complications, 
and  further  medical  workup  was  not  obtained. 

The  third  case  was  admitted  to  tlie  Medical  Serv- 
ice because  of  a rapidly  enlarging  thyroid  mass,  first 
noted  four  months  before  admission,  and  history  of 
known  osteoporosis  with  fractures  of  the  arm  and 
back  but  with  no  bone  symptoms  for  the  previous 
year.  She  complained  of  hoarseness,  and  a pulsat- 
ing mass  was  noted  in  the  neck  on  swallowing.  Chest 
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x-ray  revealed  mediastinal  widening  on  the  left  with 
deviation  and  slight  compression  of  the  trachea. 
There  was  slight  generalized  osteoporosis  and  mini- 
mal osteoarthritis  of  the  thoracic  spine.  The  blood 
calcium  was  elevated.  At  operation  a cystic  mass 
was  found  in  the  left  lobe  of  the  thyroid  gland 
measuring  7x5x4  cm.  The  mass  was  a transi- 
tional, water-clea,r  adenoma  of  the  parathyroid  gland 
wdth  cystic  degeneration.  The  thyroid  gland  was 
normal.  The  resected  left  lobe  with  the  adenoma 
weighed  50  grams. 

The  last  patient  in  this  series  was  operated  ujx)n 
for  a thyroid  mass.  Hyperparathyroidism  was  not 
suspected  preoperatively,  and  serum  calcium  de- 
terminations were  not  made.  At  operation  it  was 
found  that  the  palpable  mass  was  a parathyroid 
adenoma,  and  a second  nodule  was  compressed  thy- 
roid tissue.  A post-operative  serum  calcium  deter- 
mination was  normal. 

SUMMARY 

1.  Six  cases  of  primary  hyperparathyroidism  at 
the  Medical  College  of  Virginia  Hospital  have  been 
presented,  two  of  them  in  detail. 

2.  These  cases  demonstrate  the  protean  nature  of 
the  clinical  picture  of  this  disorder.  In  none  of 
these  cases  were  the  classical  bone  cysts  of  von 
Recklinghausen  demonstrated,  and  renal  complica- 
tions were  present  in  only  three.  Three  cases  had 
palpable  thyroid  masses,  and  one  included  a histor\’ 
of  peptic  ulcer.  Three  cases  showed  marked  osteo- 
p>orosis,  with  osteoarthritis. 

3.  It  is  strongly  urged  that  in  conditions  asso- 
ciated with  primary  hyperparathyroidism,  namely, 
renal  calculi,  osteoporosis,  osteoarthritis,  thyroid 
mass  and  refractory  peptic  ulcer,  studies  of  para- 
thyroid function  should  be  made  a routine  procedure. 

Addendxmi : Since  presenting  this  paper  a fas- 
cinating event  has  occurred  in  our  second  case,  with 
the  appearance  of  a second  parathyroid  adenoma  five 
years  after  the  first  was  successfully  resected,  with 
return  of  blood  chemistries  to  normal  after  the  first 
operation.  The  second  adenoma  was  located  high 


in  the  left  side  of  the  neck,  while  the  first  was  at  | 
the  lower  pole  of  the  right  thyroid  lobe.  The  pre- 1 
operative  findings  in  the  recurrence  were  typical  for  ' 
parathyroid  adenoma.  The  serum  phosphorus  was  ' 
low  with  elevated  calcium,  with  no  renal  insuf- 
ficiency, although  the  bone  changes  were  more  pro-  I 
nounced  than  at  the  time  of  removal  of  the  first  ! 
adenoma.  The  second  adenoma  was  a chief-cell 
type.  Serum  calcium  returned  to  normal  after  oper-  i 
ation.  This  undoubtedly  represents  the  independent 
appearance  of  two  parathyroid  adenomas  chrono- 
logically unrelated  to  each  other. 
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St.  George  Tucker,  Jr.,  for  his  assistance  in  case 
four,  to  Dr.  A.  I.  Dodson,  Sr.,  Professor  of  Urology, 
and  to  Dr.  Harry  Walker,  Professor  of  Medicine,  for 
permission  to  use  cases  treated  on  their  services,  and 
to  Dr.  Martin  Markowitz  for  permission  to  use  case 
six.  Dr.  Frank  Pole  performed  the  renal  surgery 
and  Dr.  Carrington  Williams,  Sr.,  performed  the 
neck  surgery  in  case  four,  and  Dr.  Arnold  Salzberg 
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Bibliography 

1.  Milne,  J.:  Primary  Hyperparathyroidism,  New  Eng- 

land J.  Med.  251 :393,  1954. 

2.  Schneider,  R.  W.  and  Robnett,  A.  H.:  Diagnosis  of 

Obscure  Hyperparathyroidism,  Cleveland  Clin. 

Quart.  18:66,  1951. 

3.  Black,  B.  M.:  Hyperparathyroidism,  1953,  Charles  C. 

Thomas,  Springfield,  Illinois. 

4.  Atlas,  D.  H.,  Gaberman,  R.  and  Eisenberg,  H.  L. : 

Syndrome  of  Masked  Hyperparathyroidism,  Ann. 

Int.  Med.  44:1195,  1956. 

5.  Kyle,  L.  H.:  Differentiation  of  Hyperparathyroidism 

and  the  Milk — Alkali  (Burnett)  Syndrome,  New 

England  J.  Med.  251:1035,  1954. 

6.  Albright,  F.  and  Reifenstein,  E.  C. : The  Parathyroid 

Glands  and  Metabolic  Bone  Disease.  Selected 

Studies.  1948,  The  Williams  and  Wilkins  Co., 

Baltimore. 


1805  Monument  Avenue 
Richmond,  Virginia 


568 


Virginia  Medical  Monthly 


Benign  Tumors  of  the  Ovaries  Associated 
With  Fluid  in  the  Chest 

Case  Report 

WALTER  S.  JOHNSON,  M.D. 
JAMES  C.  GALE,  M.D. 
CHARLES  D.  SMITH,  M.D. 
Roanoke,  Virginia 


'^HIS  IS  the  report  of  a case  of  a patient  who 

T had  benign  tumors  of  the  ovaries,  and  pleural 
fluid  that  disappeared  spontaneously  after  the  tumors 
had  been  removed.  Associated  with  the  ovarian 
tumors  were  uterine  fibroids.  An  important  part 
of  her  clinical  picture,  in  fact  the  situation  that 
caused  her  to  seek  medical  care,  was  an  incarcerated 
umbilical  hernia. 

The  importance  of  recognizing  this  syndrome,  first 
called  to  attention  and  considered  a clinical  entity 
in  1937  by  Meigs  and  Case^,  is  that  treatment  of 
patients  with  these  findings  may  be  greatly  simpli- 
fied. Before  the  entity  was  described,  some  of  these 
people’s  lives  were  despaired  of  because  tumors  in 
the  female  pelvis  and  chest  fluid  were  always  thought 
to  be  ovarian  malignant  disease  and  metastatic 
pleural  implants.  When  one  can  elicit  a long  his- 
tory of  pelvic  tumors  and  no  evidence  of  w^asting 
disease  is  present,  one  is  justified  in  prompt  pelvic 
exploration.  If  miscroscopic  study  of  the  removed 
tumors  shows  benign  growth,  especially  fibromatous, 
one  may  safely  postpone  thoracentesis  and  wait  for 
spontaneous  disappearance  of  the  chest  fluid. 

CASE  REPORT 

G.  1.  S.  (Roanoke  Memorial  Hospital  :^8838, 
1956)  was  a fifty-eight  year  old  white  maiden  who 
worked  part  time  in  a grocery  store.  She  was  ad- 
mitted to  the  hospital  because  of  swelling  of  the 
abdomen.  She  had  not  previously  consulted  a doc- 
tor for  over  five  years.  Two  days  before  admission 
she  developed  what  she  called  intestinal  flu  and  her 
family  doctor,  when  he  found  the  large  abdominal 
masses,  sent  her  into  the  hospital. 

At  the  time  of  admission  the  patient  stated  that  she 
had  had  the  abdominal  swelling  for  years,  but  re- 
cently she  had  noticed  more  swelling  and  distention 
toward  the  end  of  each  day.  She  had  not  had  any 
abdominal  pain  or  discomfort  and  her  bowel  move- 
ments had  been  regular.  Her  urinary  situation  had 


been  normal.  Ten  years  jjreviously  she  had  gone 
through  the  menopause  without  difficulty. 

Her  past  medical  history  was  negative  and  she 
had  had  no  surgery.  Her  weight  had  remained  con- 
stant for  the  past  several  years.  Pier  menstrual  his- 
tory up  to  and  through  the  menopause  had  been 
normal. 


Fig.  1 — Large  soft  tissue  masses  from  pelvis  fill  greater 
part  of  abdomen.  Patchy  calcification,  typical  of  uterine 
myoma  calcification,  may  be  seen  in  the  right  lower 
quadrant.  Dilated  loops  of  small  bowel  may  be  seen 
at  the  right  above  the  soft  tissue  mass. 


The  physical  examination  made  upon  admission 
to  the  hospital  revealed  no  abnormal  findings  in 
the  chest.  The  examination  of  the  abdomen  revealed 
a grapefruit  size  mass  in  the  right  lower  quadrant, 
which  was  freely  movable,  and  a larger,  fixed,  solid 
mass  in  the  left  upper  quadrant.  At  the  umbilicus 
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was  an  egg-sized  mass  with  a dimple.  This  ai> 
j)e.ared  to  be  a small  hernia.  None  of  the  masses  was 
tender. 

.\t  the  time  of  admission  to  the  hospital  she  had 
a leucocvte  count  of  11,400  with  a normal  differential 
count,  and  a hemoglobin  of  14  grams.  voided 
urine  specimen  showed  one  plus  albumin,  two  to 
four  red  blood  cells  and  white  blood  cells,  and  a 
few  casts.  Her  serological  examinations  were  nega- 
tive. 

An  admission  4x5  routine  chest  film  showed  an 
increased  density  in  the  right  lower  lung  field  area. 
On  the  14  x 17  chest  films  this  appeared  to  be  a 
collection  of  fluid  that  filled  the  lower  fourth  of  the 
right  pleural  cavity.  (Fig.  2) 


Fig.  2 — Maj'  10,  1956.  Fluid  occupies  lower  fourth  of 
right  pleural  cavity. 


The  film  of  the  abdomen  (Fig.  1)  showed  large 
soft  tissue  masses  that  seemed  to  arise  from  the 
pelvis  and  fill  most  of  the  abdomen.  The  right 
lower  quadrant  mass  was  calcified  in  a pattern 
usually  seen  in  calcified  fibroid  tumors  of  the  uterus. 
Several  loops  of  slightly  dilated  small  intestine  were 
noted  in  the  right  upper  abdomen. 

.\n  abdominal  operation  was  performed  on  May 
11,  1956.  A loop  of  small  bowel,  caught  in  an 
umbilical  hernia,  was  dilated,  but  still  viable,  and 
was  freed  without  difficulty.  There  were  large 
ovarian  masses  on  each  side,  the  one  on  the  left 


extending  up  almost  to  the  rib  cage.  These  masses 
were  removed  with  the  uterus. 

The  pathology  report  was:  the  specimen  consists 
of  both  ovaries  made  up  of  large  cystic  tumors,  and 
a uterus  thcit  contains  several  fibroid  tumors.  The 
larger  ovarian  tumor  weighs  4500  grams,  the  smaller 
550  grams.  The  uterus  is  attached  to  the  larger 
ovarian  tumor  and  weighs  550  grams.  The  larger 
fibroid  tumor  in  the  uterus  is  paitly  calcified.  The 
microscopic  studies  show  benign  papillarj’  cystade- 
noma  of  each  ovary.  The  cysts  are  lined  in  most 
areas  by  columnar  cells.  Separating  the  cysts,  and 
making  up  a large  part  of  the  ovarian  tumors,  is  a 
dense  fibrous  stroma.  The  uterine  tumors  are  typi- 
cal leiomyomas. 

The  patient  made  an  uneventful  recovery  and  was 
discharged  eight  days  after  admission  to  the  hos- 
pital and  six  days  after  the  operation. 

She  returned  for  observation  on  June  27,  1956,  and 
was  found  to  be  in  good  health,  and  without  sub- 
jective complaint.  A radiograph  of  the  chest  (Fig. 
3 ) showed  that  the  fluid  previously  noted  in  the  right 
pleural  cavity  had  disappeared  spontaneously. 


Fig.  3 — June  27,  1956.  The  pleural  cavities  have  cleared 
spontaneously. 


(The  patient’s  chest  was  radiographed  again  in 
May  of  1957  and  the  pleural  cavities  were  still 
clear.) 

Meigs’  first  report  recorded  seven  cases.  In  1943, 
he,  Armstrong  and  Hamilton^  made  another  report, 
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adding  additional  cases,  but  pointing  out  that  they 
1 had  been  able  to  find  a report  by  an  English  surgeon, 
Lawson  Tait,  of  a similar  case  he  had  seen  as 
I early  as  1892.  The  S}  ndrome,  however,  has  cer- 
tainly been  popularized  by  Aleigs  and  familiarity 
’ with  his  work  is  valuable  in  managing  these  cases 
I properly. 

SUMMARY 

case  of  benign  tumors  of  the  ovaries  and  con- 
comitant pleural  fluid  has  been  presented.  The 


A.M.A.  to  Meet 

The  American  Medical  Association’s  11th  clinical 
meeting,  set  for  Dec.  3-6  in  Philadelphia,  will  be 
aimed  at  helping  the  general  practitioner  “catch  up” 
on  the  latest  medical  advances. 

.Approximately  4,000  physicians  are  expected  to 
attend  the  meeting,  which  is  intended  to  provide  the 
family  doctor  with  information  about  the  latest  spe- 
cial techniques,  treatments,  medicines  and  equipment. 

The  -A.M.A.  council  on  scientific  assembly  and 
the  general  committee,  headed  by  Dr.  Gilson  Colby 
Engel  of  Philadelphia,  have  nearly  completed  plans 
for  the  scientific  meeting. 

Center  of  activities  will  be  Convention  Hall  where 
scientific  and  technical  exhibits,  color  television, 
motion  pictures,  and  scientific  lectures  will  be  pre- 
sented. There  will  be  120  scientific  exhibits  pre- 
pared by  physicians  and  160  technical  exhibits 
prepared  by  pharmaceutical  houses,  equipment  man- 
ufacturers, and  medical  publishers. 

Approximately  200  physicians  will  participate  in 
lecture  meetings,  symposiums,  and  panel  discussions 


pleural  fluid  cleared  spontaneously  after  tlie  ovarian 
tumors  had  been  removed,  and  the  pleural  cavities 
have  remained  clear  for  a period  of  twelve  months. 
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December  3-6 

on  such  subjects  as  cardiovascular  disease,  cancer, 
emotional  problems  of  menopause,  hypertension,  dia- 
l>etes,  arthritis,  and  injuries. 

.A  special  feature  of  the  meeting  will  be  a trans- 
.Atlantic  conference  between  physicians  in  Philadel- 
phia and  London.  The  conference  on  advances  in 
chemotherapy  of  cancer  will  be  held  via  telephone 
at  3 p.m.  (EST)  Wednesday,  Dec.  4. 

Closed  circuit  television  clinics,  featuring  Phila- 
delphia physicians,  will  emanate  from  Lankenau 
Hospital.  .A  medical  motion  picture  program  is  also 
being  prepared. 

Headquarters  will  be  the  Bellevue-Stratford  Hotel, 
where  the  .A.M..A.  House  of  Delegates,  the  associa- 
tion’s policy-making  body;  the  Board  of  Trustees, 
and  various  councils  and  committees  will  meet. 

The  first  action  of  the  House  of  Delegates  when 
it  convenes  Tuesday,  Dec.  3,  will  be  to  name  the 
General  Practitioner  of  the  ATar.  This  award  is 
given  annually  to  an  outstanding  .American  family 
doctor. 
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Carcinoma  of  the  Prostate  with 
Metastases  to  the  Testis 


HEX  ONE  CONSIDERS  the  early  and  wide- 
^ ’ spread  metastases  that  carcinoma  of  the  pros- 
tate is  prone  to  exhibit,  it  is  surprising  that  the 
testes  are  not  more  frequently  involved;  yet  to  date, 
only  8 cases  of  carcinoma  of  the  prostate  with 
metastases  to  the  testicle  have  been  recorded.  In 
none  of  these  cases  was  the  true  nature  of  the  tes- 
ticular lesion  recognized  prior  to  ]>athologic  exam- 
ination. 

The  following  case  is  the  first  one  in  which  the 
diagnosis  of  carcinoma  of  the  prostate  with  metas- 
tasis to  the  testis  was  made  clinically,  and  it  brings 
the  total  number  of  recorded  cases  to  nine. 

CASE  REPORT 

The  patient,  a 64  year  old  N'egro  male,  was  first 
seen  in  1952  at  another  hospital  because  of  diffi- 
culty in  urination.  At  that  time,  an  enlarged,  nodu- 
lar, hard  prostate  was  found  on  rectal  examination. 

From  the  Departments  of  Urology  and  Pathology,  the 
Memorial  Hospital,  Danville. 


CHARLES  L.  RANSOM,  M.D.  I 

LEON  \V.  POWELL,  Jr.,  M.D. 

RALPH  R.  LANDES,  M.D. 

Danville,  Virginia 

i 

I. 

and  x-rays  of  the  pelvis  revealed  bony  metastases.  1 ‘ 
A clinical  diagnosis  of  carcinoma  of  the  prostate  was 
made.  The  patient  was  treated  with  stilbestrol,  one  |l 
milligram,  3 times  daily  and  his  urinary  symptoms  i 
improved  greatly.  His  residual  urine  volume  was  Ij 
small  and  surger}-  was  deemed  unnecessarj’.  |i 

The  patient  was  not  heard  from  again  until  May,  ' 
1955,  when  he  was  seen  because  of  a firm,  non- 
tender mass  in  the  right  testis.  This  mass  appeared  ' 
to  be  in  the  testicular  parenchyma,  but  projected 
anteriorly  as  a smooth,  spherical  lesion  approxi-  i 
mately  1.5  cm.  in  diameter.  The  prostate  gland  was  ^ 
still  rocky  hard  and  nodular  with  lateral  fixation. 

An  x-ray  of  the  pelvis  revealed  one  2 cm.  area  of  < 
bony  condensation  in  the  right  ilium  near  the 
sacrum,  but  no  definite  osseous  metastases.  At  that 
time,  one  of  us  (R.R.L.)  thought  this  testicular 
nodule  might  rej^resent  a metastatic  lesion  from  the 
primary  prostatic  carcinoma. 

Consequently,  the  patient  was  admitted  to  Wins-  ] 
low  Hospital  for  treatment.  At  that  time  (^lay  17, 


Fig.  1 — Gross  photograph  of  fixed  testis  sectioned  through  the  tumor  mass.  The  white  nodule 
in  the  upper  part  of  the  figure  is  metastatic  carcinoma. 
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1955)  his  hemoglobin  was  11  grams  with  a red  cell 
count  of  3,600,000,  a white  cell  count  of  10,000  and 
a normal  differential  count.  A urinalysis  was  essen- 
tially normal,  and  there  were  no  other  relevant  find- 
ings. A bilateral  orchidectomy  was  performed. 

On  gross  pathologic  examination,  the  right  testis 
measured  5 x 3.5  x 3 cm.  and  the  tunica  albuginea 
was  intact.  On  cut  section,  there  was  a firm,  gray- 
ish-white tumor  mass  1.5  x 1 x 1 cm.  attached  to  the 
tunica  albuginea  and  protruding  into  the  testicular 
I parenchyma.  It  did  not  involve  the  epididymis.  The 
I other  testis  was  of  similar  size  but  contained  no 
j tumor  mass  grossly.  The  remaining  testicular  tis- 
I sue  was  composed  of  salmon-colored  seminiferous 
tubular  material  which  was  easily  teased  into  long 
strings.  On  microscopic  examination,  both  testes 
showed  some  interstitial  fibrosis  and  moderate 
atrophy  with  oligospermia.  The  tumor  mass  in  the 
right  testis  consisted  of  metastatic  adenocarcinoma 
of  a moderatly  varied  pattern.  The  tumor  cells  were 
cuboidal  usually  with  pale  cytoplasm  and  large  oval 
nuclei  of  varying  sizes.  Other  groups  of  cells  had 
basophilic  C}toplasm  with  dark  nuclei.  These  cells 

t 


Fig.  2 — Photomicrograph  of  the  carcinoma  in  the  testis. 
The  contrast  between  glandlike  structures  with  pale 
cells  (lower  left)  and  those  with  dark  staining  cells 
(upper  right)  is  seen  here. 


were  arranged  in  bizarre  glandular  itatterns  and 
formed  cords  and  nests.  Tumor  cells  were  observed 
in  the  lumens  of  veins  and  lymphatics  as  well  as  in 
the  interstitial  fibrous  tissue,  but  were  not  seen  in 
the  seminiferous  tubules.  The  cellular  pattern  was 
compatible  with  a primary  adenocarcinoma  of  the 
prostate  gland.  Ko  tumor  was  seen  in  the  left 
testis  on  microscopic  examination. 


Fig.  3 — Photomicrograph  of  testis  showing  atrophy  and 
fibrosis.  Most  of  the  round  structures  seen  here  are 
seminiferous  tubules.  The  central,  dark  area  is  metas- 
tatic carcinoma  in  a vein. 

The  patient  has  done  well  following  the  orchi- 
dectomy, and  is  still  being  maintained  on  stilbestrol 
therapy,  ^\'hen  last  seen  in  November,  1956,  x-rays 
of  the  jtelvic  bones  still  revealed  no  definite  metas- 
tases.  The  patient  was  asymptomatic,  and  no  change 
in  the  consistency  of  the  prostate  was  felt  on  rectal 
examination. 

DISCUSSION 

The  first  case  of  carcinoma  of  the  prostate  with 
metastasis  to  the  testicle  was  reported  by  J.  H. 
Semans  in  1938^.  Helfert  and  Pinck  reported  the 
second  ca.se  in  1944,  and  in  1948  Baird  and  Hare 
recorded  a third^  ’.  All  of  the  above  authors  thought 
that  the  metastases  occurred  by  arterial  extension  or 
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embolism.  This  route  of  spread  seemed  reasonable 
since  each  case  showed  widespread  metastatic  lesions 
in  bone. 

Bradham  reported  a case  of  carcinoma  of  the  pros- 
tate ■ with  no  evidence  by  clinical  examination  or 
x-ray  of  metastasis,  other  than  to  the  right  testicle^. 
Considerable  tumor  tissue  was  demonstrated  in  the 
veins  and  tubules  of  the  testicle  and  epididymis,  but 
no  emboli  could  be  found.  Hence,  metastasis  by  the 
arterial  route  was  regarded  as  unlikely.  Retrograde 
venous  extension  or  embolism  or  retrograde  lym- 
phatic spread  were  suggested  as  more  likely  possi- 
bilities. 

Kay  and  his  associates  reported  three  cases  of 
carcinoma  of  the  prostate  metastatic  to  the  testes, 
and  postulated  that  prostatic  tumor  may  descend  by 
way  of  the  ejaculatoix-  ducts  to  ultimately  reach  the 
epididymis  and  testes®.  They  reasoned  that  in  such 
a case,  tumor  would  be  found  in  the  spermatic 
tubules,  as  indeed  it  was  in  one  of  their  cases  and 
in  Bradham’s  case. 

Doubtless,  more  than  one  route  of  metastasis  may 
be  implicated  in  individual  instances.  Nevertheless, 
the  idea  of  retrograde  venous  spread  is  more  tenable 
when  one  recalls  that  the  testis  is  supplied,  not  only 
by  the  internal  spermatic  arter}-  from  the  aorta,  but 
also  by  the  deferential  arten.'  which  sometimes  arises 
from  the  inferior  vesical  artery.  The  inferior  vesical, 
of  course,  is  one  of  the  main  arteries  supplying  the 
prostate  gland.  The  veins  of  these  structures  ac- 
company their  respective  arteries.  The  veins  of  the 
prostate  form  a rich  plexus  in  the  vicinity  of  the 
gland,  being  part  of  the  pudendal  plexus  around  the 
lower  part  of  the  bladder  and  communicating  with 
the  vesical  plexus.  Likewise,  the  deferential  vein 
from  the  testis  and  epidid}'mis  accompanies  the 
ductus  deferens  to  the  base  of  the  bladder  where  it 
breaks  up  into  a plexus  which  joins  the  vesical  and 
pudendal  plexuses  and  then  reaches  the  hypogastric 
vein®. 

Thus,  tumor  cells  from  the  prostate  may  reach  the 
pudendal  and  vesical  plexuses  and  pass,  retrograde 
fashion,  into  the  deferential  vein  and  thence  to  the 
testis.  Similarly,  hanphatic  retrograde  spread  may 
occur  in  a parallel  fashion,  since  the  lymphatic 
channels  are  rather  closely  associated  with  the  ar- 
teries and  veins  of  these  structures  and  follow  sim- 
ilar courses. 

The  theory  of  arterial  emboli  for  the  dissemina- 
tion of  tumor  from  the  prostate  to  bone  has  been 
favored  by  ^^’illis".  This  same  idea  has  been  pro- 
p>osed  as  a mechanism  for  the  deposition  of  prostatic 


carcinoma  metastases  in  the  testis  by  Semans,  Hel-i 
fert,  and  Pinck,  and  Baird  and  Hare^-^^.  , 

Our  feeling  is  that  Batson’s  theoix-  of  pelvic  tumor ' 
spread  by  the  vertebral  venous  plexus  serves  to  ex- 
plain many  of  the  metastases  seen  in  prostatic  car- 
cinoma without  implicating  arterial  emboli®.  Pro- 1 
static  carcinoma  metastatic  to  the  corpus  cavernosa 
of  the  penis  in  some  cases  is  thought  to  occur  by  j 
retrograde  venous  spread  from  the  pudendal  plexus  | 
through  the  deep  dorsal  vein  of  the  pelvis®.  Batson 
has  shown  that  the  deep  dorsal  vein  of  the  penis 
has  connections  with  the  vertebral  veins,  and  hence 
it  is  possible  for  carcinoma  of  the  prostate  to 
metastasize  to  the  vertebrae  or  even  to  the  skull  and 
brain  without  passing  through  the  heart  and  lungs. 

We  think  that  the  testicular  metastases  in  our  case 
are  best  explained  by  retrograde  venous  and  lym- 
phatic spread. 

Kay  and  others  believe  that  testicular  metastases 
from  a primary  prostatic  carcinoma  are  more  com- 
mon than  the  literature  would  indicate,  and  postulate 
that  failure  to  perform  routine  pathological  examina- 
tions on  testicular  material  may  account  for  this®. 

The  eighth  case  of  carcinoma  of  the  prostate 
metastatic  to  the  testes  that  we  located  in  the  litera- 
ture was  not  rejx)rted  as  such.  Involvement  of  the  * 
testes  was  simply  an  incidental  finding  among  many  ( 
widespread  metastases^®.  | 

Our  case  was  recognized  clinically  because  it  was  i 
a circumscribed  tumor  nodule  brought  to  the  phy- 
sician’s attention  by  the  patient.  This  fact  plus  the 
presence  of  known  prostatic  carcinoma  with  long- 
standing bony  metastases  was  good  evidence  for  the 
clinical  diagnosis  of  metastatic  carcinoma  in  the 
testis.  The  finding  of  tumor  cells  in  the  small  veins 
and  lymphatics  of  the  testis,  but  not  in  the  arteries 
or  seminiferous  tubules  would  lend  weight  to  the 
theory  of  retrograde  venous  and  Bmphatic  spread 
as  the  mechanism  of  testicular  metastases. 
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Rest  is  not  “a  universal  panacea”  for  fatigue,  even 
1 among  aging  persons.  In  many  cases,  activity  is  a 
I better  remedy,  especially  when  the  fatigue  results 
I from  “atrophy  of  disuse,”  Dr.  Theodore  G.  Klumpp, 
. president  of  Winthrop  Laboratories,  Inc.,  said, 
i In  the  absence  of  specific  disease  as  a cause  of 
! fatigue,  it  arises  in  older  persons  from  the  normal 
( physiological  processes  of  aging  which  reduce  the 
, body’s  endurance;  from  loss  of  incentive,  motivation, 
I and  interest;  from  a decline  of  glandular  activity, 
I and  from  “atrophy  of  disuse.” 

I Fatigue  is  “a  normal  incident  of  normal  living,” 
j but  when  its  pattern  changes  radically  or  it  interferes 
I with  ordinary  activities,  it  becomes  a serious  problem 
i and  needs  m.edical  attention,  Dr.  Klumpp  said  in  the 
I October  5 Journal  of  the  American  Medical  .Asso- 
I ciation.  His  article  is  one  of  a series  on  aging, 
j “For  a long  time,  the  approach  to  the  problem  of 
fatigue  was  thought  to  l)e  simple.  A brief  history 
I of  the  patient’s  mode  of  life  was  obtained  with  one 
I objective  in  mind — to  cut  out  something. 

' “It  made  little  difference  how  little  the  individual 
' was  doing — if  the  patient  was  tired,  something  had 
I to  go  ...  if  the  patient  did  nothing  more  than  sit 
I in  a rocking  clair  all  day,  he  was  no  doubt  advised 
j to  stop  rocking  and  go  lie  down.” 

' Now  physicians  know  better.  Following  the  sur- 
, geons’  practice  of  getting  patients  up  soon  after 
surgery,  they  now  prescribe  physical  activity. 

The  pattern  of  American  life  is  specifically  de- 
signed to  avoid  physical  activity  and  stress — to  the 
point  where  physical  exertion  is  virtually  eliminated, 
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the  author  said.  Young  people  are  able  to  keep  in 
relatively  good  physical  condition  through  sports  and 
play,  but,  as  they  grow  older,  they  tend  to  give  up 
these  things.  With  the  help  of  “labor-saving  devices, 
now  including  electric  golfmobiles,”  they  begin  to 
suffer  rapidly  and  too  early  in  life  from  atrophy  of 
disuse. 

This  brings  with  it  a loss  of  muscular  tone  and 
functional  reserve  of  all  parts  of  the  body,  so  that 
the  slightest  added  stress  causes  undue  fatigue. 
Maintaining  an  adequate  physical  reserve  against 
stress  is  the  best  preventive  for  such  fatigue. 

Fortunately  some  degree  of  fitness  can  be  regained 
through  a program  of  graded  exercise  at  any  time, 
except  where  its  loss  is  due  to  advanced  organic 
disease.  The  exercise  should  be  fun  for  the  patient 
and  should  not  be  drudgery,  .^long  with  the  exer- 
cise, the  aging  patient  also  needs  an  adequate  amount 
of  sleep  at  night  and  if  necessary  a short  nap  at 
midday. 

Undue  fatigue  occurs  more  commonly  among  over- 
weight persons.  In  addition  to  the  obvious  diet,  the 
doctor  should  prescribe  some  type  of  exercise,  despite 
the  traditional  “hearsay  to  the  contrary,”  Dr. 
Klumpp  said.  Its  greatest  value  lies  in  its  stimulat- 
ing effect  on  endocrine  gland  activity  and  in  over- 
coming the  tendency  “to  sleep  and  snooze  too  much 
— a common  counterpart  of  obesity.” 

Dr.  Klumjrp  also  noted  that  much  fatigue  in  aged 
persons  occurs  because  they  lose-  their  incentive  and 
interest  in  life.  Then  the  doctor  must  helj)  the  patient 
find  a “new  and  absorbing  interest.” 
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Neurological  Diseases  in  Relation  to  Motor 
Vehicle  Operation,  Driver  Misfits 

How  Best  to  Test  for  and  Weed  Out  the  Mentally  and 
Physically  Incompetent  Driver 


All  persons  interested  in  medical  disease 
and  driving  license  should  review  the  book, 
Epilepsy  and  the  Law — -1  Proposal  for  Legal  Re- 
form in  the  Light  of  Medical  Progress,  by  Roscoe 
L.  Barrow  and  Howard  D.  Fabing,  V.D.,  a Hoeber- 
Harper  book  (49  East  33rd  Street,  New  York  16, 
N.  Y.).  It  is  the  first  major  document  to  clarify 
the  legal  and  social  status  of  the  epileptic  in  this 
countr}-.  To  quote  from  the  foreword,  “a  lawyer  and 
a physician  have  collaborated  in  bringing  together 
information  never  before  assembled  in  one  place.” 

d'he  number  of  epileptics  in  the  L^nited  States  is 
estimated  to  be  between  800,000  and  1,500,000.  The 
exact  number  cannot  be  determined  because  social 
attitudes  and  laws  drive  unknown  numbers  “under- 
ground”. 

Ej)ilepsy  may  occur  as  ( 1 ) Grand  mnl  or  major 
seizures.  'I'hese  persons  have  a convulsion  with 
loss  of  consciousness  and  tonic-clonic  movements, 
tongue  biting  and  possibly  soiling.  This  loss  of 
consciousness  lasts  one  minute  or  longer.  (2)  Psy- 
chomotor seizures  occur  with  loss  of  consciousness; 
they  may  have  purposeless  psychomotor  activit}’, 
motor  movements  and  acts  without  conscious  aware- 
ness. There  is  amnesia  for  the  event  and  in  some 
irrational  behavior.  (3)  Jacksonian  seizures,  uni- 
lateral seizures  that  are  characterized  by  convulsive 
movements  and  not  associated  with  loss  of  conscious- 
ness. (4)  The  small  seizures  or  petit  mal  seizures 
are  short  absences  _of  consciousness.  They  may  be 
the  “short  stare”,  momentary  loss  of  consciousness, 
the  akynetic  seizure,  with  sudden  loss  of  body  tone 
and  loss  of  consciousness,  or  the  myoclonic  type 
with  brief  jerking  of  the  arms  and  loss  of  conscious- 
ness. The  small  seizures  are  brief  in  duration,  often 
momentary,  and  rarely  last  over  thirty  seconds,  never 
over  a minute. 

Text  of  address  before  “The  Association  of  Judges  of 
County  and  Municipal  Courts  of  Virginia”  called  by  the 
Governor  on  November  16,  1956. 


WEIR  M.  TUCKER,  M.D. 

Richmond,  Virginia 

The  grand  mal,  psychomotor,  and  Jacksonian 
seizures  are  associated  with  some  etiology,  such  as 
trauma,  infection,  toxin,  neoplasm,  vascular  or  de- 
generative or  systemic  condition  and  so  are  also  i 
called  symptomatic  seizures.  The  small,  or  petit 
mal,  seizures  have  no  known  cause,  a high  hereditary 
component,  and  are  known  as  idiopatic  seizures.  It 
is  rare  to  find  petit  mal  epilepsy  in  persons  after 
the  age  of  twenty. 

1 

The  primary  treatment  in  control  of  epilepsy  is  ( 
through  drugs.  In  some,  surgerj-  becomes  an  indi-  ' 
cated  procedure.  Dilantin,  phenobarbital,  mysoline, 
tridione  and  paradione  are  the  most  frequent  drugs 
used.  Toxicity  and  side  reaction  of  these  drugs  may 
be  ataxia,  unsteadiness,  or  somnolence. 

In  treatment  of  epileptics,  60%  can  be  well  con- 
trolled, 20%  greatly  improved,  and  20%  controlled 
with  difficulty.  Although  complete  control  of  seizures 
is  estimated  in  50%  of  the  cases  of  epilepsy,  80% 
may  be  controlled  to  the  point  of  leading  useful  lives. 

The  automobile  is  a part  of  our  way  of  life.  The 
privilege  of  driving  is  important.  Denial  deprives 
a person  of  work,  transportation,  and  pleasure;  it 
is  a serious  problem  in  rehabilitation.  To  deny 
driving  to  a seizure  free  epileptic  does  not  increase 
traffic  safety.  Only  epileptics  who  are  capable  of 
driving  with  reasonable  safety  should  be  granted 
the  driving  privilege.  Epileptics  may  become  safe 
driving  risks  because  the  seizures  have  ceased  with 
or  without  treatment  and  then  on  medication  con- 
tinue free  of  seizures.  To  grant  these  persons,  free 
of  seizures,  a license  “a  procedure  must  be  adopted 
that  will  provide  a reliable  basis  for  determining 
those  persons  having  a histor\’  of  seizures  who  have 
become  safe  driving  risks.”  Denying  license  to  all 
epileptics  and  requiring  j)hysicians  to  report  their 
epileptic  cases  to  the  motor  vehicle  licensing  agency 
will  drive  epileptics  “underground”  and  even  deny 
themselves  treatment  for  fear  of  being  reported  by 
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I physicians  and  increase  false  application  that  may 
constitute  a driving  risk  or  ineffectual  traffic  safe- 
guard. These  epileptic  persons  run  a risk  to  them- 
selves in  chancing  an  accident  which  they  may 
rationalize,  but  to  injure  or  kill  another  person 
because  of  that  chance  is  not  fair  nor  would  they 
I even  wish  it.  So  the  statutes  are  constructed  to 
protect,  even  if  to  deny,  not  just  the  individual  in 
question  but  the  other  persons  who  are  driving. 
They  should  understand  that  legislation  is  fair, 
they  should  seek  treatment,  and  after  the  seizures 
are  controlled  for  a reasonable  period  of  time,  to 
make  application  for  a license,  fully  discussing  the 
history  of  seizures,  treatment  and  control.  With 
; proper  education  and  conditioning  most  of  those 
unfit  to  drive  will  accept  their  position.  It  must  be 
expected  that  some  who  are  found  unfit  will  drive 
surreptitiously  as  they  do  now.  Education  and  un- 
derstanding of  the  law  through  parents,  teachers  and 
! patients  will  reduce  this  number  who  surreptitiously 
drive.  These  measures  will  achieve  a greater  degree 
of  traffic  safety. 

Licensing  maintains  traffic  safety  without  placing 
unnecessary  restrictions  on  the  driving  privilege. 
Epileptics  whose  seizures  are  controlled  may  be 
I issued  a limited  drivers  license.  Nearly  all  patients 
have  a basic  pattern,  frequency,  severity,  and  type 
I of  attack.  Physicians  trained  in  the  diagnosis  and 
treatment  of  epilepsy  can  determine  those  epileptics 
whose  seizures  are  under  control.  Re-examinations 
can  determine  changes  or  new  developments  in  the 
individual’s  case.  The  special  committee  on  legis- 
lation of  the  American  League  Against  Epilepsy  has 
recommended  a seizure  free  period  of  one  year  as 
an  adequate  period  for  determining  whether  a con- 
I trolled  epileptic  is  a safe  driving  risk. 

An  important  consideration  in  granting  licenses 
to  controlled  epileptics  is  whether  they  are  eligible 
for  liability  insurance  and  thus  able  to  comply  with 
a state’s  financial  responsibility  regulations.  Ideally 
the  medical  expert  and  traffic  expert  should  have 
I appropriate  voice  in  determining  as  to  whether  the 
license  should  be  issued.  A safeguard  and  a better 
basis  would  be  to  have  an  administrative  hearing. 
The  composition  of  the  board  should  include  phy- 
sicians cjualified  in  the  diagnosis  and  treatment  of 
epilepsy,  a representative  of  the  agency  charged 
with  the  issuance  of  insurance  and  a licensing  offi- 
cial. The  case  thus  can  be  examined  on  its  merits 


and  licenses  may  1k'  issued  to  controlled  ej)ileptics 
with  reasonal)le  safety  to  themselves  and  to  other 
users  of  the  highway.  'I'he  eligibility  of  the  ejrilep- 
tic  for  liability  insurance  and  being  able  to  comj)!)- 
with  the  state’s  financial  responsil)ility  law  is  im- 
portant. Epileptics  issued  limited  licenses  in  Wis- 
consin have  been  able  to  obtain  full  coverage  at 
premiums  uprated  only  5 % . 

A medical  board  procedure  has  been  established 
in  \\'isconsin  by  statute.  The  administrator  is  given 
authority  to  grant  licenses  upon  certification  of  the 
attending  physician  that  the  applicant  is  under  treat- 
ment and  free  of  seizures.  The  license  is  granted 
when  the  patient  has  been  free  of  seizures  for  two 
years.  If  the  administrator  denies  the  license,  the 
applicant  may  have  an  administrative  hearing  re- 
view before  the  board.  The  board  consists  of  the 
administrator  or  licensing  official  designated  by  him 
and  two  physicians  qualified  in  the  diagnosis  and 
treatment  of  epilepsy.  The  physicians  are  appointed 
by  the  Board  of  Health.  If  the  license  is  granted, 
the  Board’s  decision  is  binding.  The  license  is 
renewaljle  every  six  months- upon  re-certification  by 
the  attending  physician  that  there  has  been  no  re- 
currence of  seizures  and  that  the  applicant  is  con- 
tinuing medication  and  under  medical  supervision. 

Other  neurological  diseases  considered  a hazard 
and  needing  medical  observation  or  opinion  regard- 
ing their  safety  in  driving  are:  chorea,  diabetes, 
muscular  incoordination,  liemiplegia,  hypersensi- 
tive carotid  sinus,  some  degeneration  diseases  of  the 
C.N.S.,  fainting,  some  cases  of  heart  disease,  cases 
emotionally  or  mentally  unfit  to  drive,  alcoholic 
offenders,  accident  prone  individuals  and  others. 
These  conditions  should  be  given  the  same  legal 
consideration  in  the  interest  of  the  safety  of  the 
public  and  appropriate  medical  experts  could  be 
appointed  or  recommended  by  the  Board  of  Health 
to  evaluate  these  conditions  in  serving  on  the  board 
for  licensing  drivers. 

I have  spent  the  greater  part  of  my  time  with 
epilepsy,  or  those  conditions  causing  loss  of  control 
through  loss  of  consciousness,  because  they  present 
the  major  problem.  The  solution  to  epilepsy  as  a 
hazard  in  driving  will  solve  the  problem  of  highway 
safety  as  affected  Iry  other  medical  syndromes. 

212  West  Franklin  Street 
Richmond  20,  Virginia 
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Abdominal-Thoracic  Pain 

A Diagnostic  Challenge 


IN  THIS  COMPLEX,  present  day  society  there 
are  few  physicians,  regardless  of  their  avowed 
specialty,  who  are  not  frequently  asked  to  give  at 
least  an  “in  the  saddle”  interpretation  of  a patient’s 
complaint  of  pain  in  the  chest  or  abdomen.  To 
make  the  matter  more  difficult,  the  outcome  more 
doubtful  and  the  reply  harder,  somewhere  in  the 
interview  the  patient  is  apt  to  ask,  “Is  it  my  heart, 
doctor?”.  The  following  case  will  illustrate  what 
I mean:  On  14  February  1947,  L.F.T.,  41,  white, 
male,  farmer,  consulted  me  for  pain  in  his  right 
arm.  A brief  note  reveals  that  I gave  him  2 cc’s 
of  Aqua  B,  Sodium  Salicylate  Enseals  and  codeine 
sulfate.  He  came  back  the  following  day  and  I 
prescribed  diathermy  and  pantapon.  He  was  sub- 
sequently seen  by  another  physician,  observed,  and 
allowed  activity.  On  the  24th  of  March  of  the  same 
year  he  went  out  to  the  wood  pile  and  on  his  return 
to  the  house  fell  dead  in  the  path.  My  notes  here 
are  admittedly  scant  but  there  was  nothing  seen 
by  two  doctors  which  suggested  the  fatal  outcome. 

The  above  case,  plus  several  more  to  be  discussed 
later,  has  made  me  ask  who  is  the  marked  man  for 
coronary  artery  disease,  how  can  we  recognize  such 
a person,  what  can  we  do  about  it?  The  classical 
picture  of  coronary  artery  disease  is  known  to  all 
of  us.  Dr.  .\dam  Hammer  of  St.  Louis  is  credited^ 
with  tlie  first  case  correctly  diagnosed  in  life  and 
this  only  eighty  years  ago. 

He  was  followed  in  this  by  George  Dock,  Sir 
William  Osier  and  James  B.  Herrick.  This  con- 
dition is  dramatic;  the  patient,  if  he  lives,  demands 
that  something  be  done,  and  in  many  cases  such 
is  possible,  to  the  end  that  the  patient  is  restored 
to  useful  life.  The  present  state  (according  to 
latest  newspaper  and  radio  reports)  of  President 
Eisenhower  will  attest  to  this. 

There  is,  unfortunately,  a problem  facing  those 
of  us  engaged  in  the  practice  of  medicine,  regardless 
of  how  we  are  designated,  which  is  more  difficult 
to  solve  and  often  attended  with  an  unhappy  ter- 
mination. The  causes  of  pain  in  the  chest  and 

Presented  before  the  South  Piedmont  Medical  Society, 
Danville,  May  30,  1956. 


NATH.\NIEL  H.  WOODING,  M.D. 

Halifax,  Virginia 

abdomen  are  legion.  Current  text  books  give  com-  1 
plete  lists^'®.  Master^  has  tried  to  distinguish  cardiac  | 
from  noncardiac  pain.  For  brief  review  we  can  list:  I 

a.  Angina  pectoris.  : 

b.  Pericarditis.  j 

c.  Pleurisy.  1 

d.  Pain  as  related  to  intrinsic  lung  disease.  | j 

e.  Diseases  of  the  mediastinum.  |j 

f.  Diseases  of  the  cervical  and  thoracic  spine  and  i 

the  shoulder  girdle;  as  arthritis,  bursitis,  rup-  | 
tured  intervertebral  discs,  herpes  zoster,  dis- 
eases of  the  mammary  glands,  and  the  myalgia 
that  accompanies  so  many  infectious  processes  i 
or  might  even  follow  overwork.  | 

g.  Conditions  of  the  diaphragm  and  related  struc- 
tures: as  hiatus  hernia,  oesophageal  spasm  i 
and  ulcers  and  cardiospasm. 

In  Diseases  of  the  upper  abdominal  cavity  as 
peptic  ulcer,  gall  bladder  disease,  disease  of  the 
pancreas  and  of  the  transverse  colon. 

i.  “Acute  Indigestion”.  At  this  term  the  younger 
doctors  may  laugh,  but  those  older  than  I will 
understand  me  if  I add  that  in  my  work  as 
County  IMedical  Examiner  I have  seen  three 
cases  of  the  “slop  jar  syndrome”,  where  the  ! 
deceased  was  found  slumped  over  a combinet, 
having  died  in  the  act  of  vomiting.  This 
might  now  be  called  acute  coronary  occlusion. 
Truly  the  matter  of  making  a differential  diag- 
nosis is  not  easy. 

Having  recognized  some  of  the  possible  causes  of 
chest  and  abdominal  pain,  and  still  remembering 
the  case  mentioned  a few  minutes  ago,  we  ask  how 
are  we  to  recognize  early  coronary  artery  disease; 

I would  say  “latent”,  but  is  it  latent  when  the 
patient  has  come  to  us  with  the  complaint  of  pain? 

It  has  been  charged  that  we  have  been  prone  to 
depend  on  machine  made  diagnosis^,  and  to  this  we 
reply  that  we  have  our  clinical  findings.  The  fol- 
lowing case  has  just  recently  given  me  the  humility 
of  the  neophyte.  J.M.L.,  54,  a white,  married 
farmer,  was  first  seen  by  me  on  the  23rd  of  August, 
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; 1951,  complaining  of  epigastric  pain  which  was 
relieved  by  food.  On  the  8th  of  August,  1953,  he 
complained  that  it  felt  as  if  food  would  not  pass  into 
' his  stomach  and  he  had  difficulty  in  eating.  On 
July  26,  1955,  there  was  abdominal  distress  which 
I appeared  while  he  was  pulling  tobacco.  The  pain 
i was  in  the  epigastrium.  It  was  relieved  (?)  by 
Amphogel.  On  September  26,  1955,  there  was  pain 
in  the  chest  and  right  arm,  recurrent,  moderately 
severe.  He  was  given  Peritrate;  late  the  same  day 
he  returned,  this  time  with  increased  breath  sounds 
in  both  bases,  and  was  given  penicillin  and  an 
analgesic.  On  Januar}'  30,  1956,  he  was  seen  by 
me  for  the  last  time,  complaining  of  distress  in  his 
1 chest.  IMy  physical  findings  did  not  indicate  dis- 
' ease.  He  had  in  the  past  month  been  seen  by  two 
other  local  physicians,  one  of  whom  had  told  him 
to  stay  in  bed,  the  other  had  obtained  an  apparently 
normal  electrocardiogram.  I prescribed  Proban- 
thine.  Four  days  later  he  died  in  a car  in  front  of 
my  office.  Survivors  include  a 39  year  old  widow 
I and  six  young  children. 

As  a clinician  I ask,  how  am  I to  recognize  early 
heart  disease?  Sprague  on  Examination  of  the 
I Heart®  concludes  that  severe  organic  heart  disease 
! may  exist  in  the  complete  absence  of  any  positive 
findings  obtained  by  physical  examination.  Insur- 
! ance  companies,  in  their  instructions  to  medical 
I examiners,  stress  certain  base  lines  in  pulse  rate 
and  blood  pressure;  one'^  gives  blood  pressure  of 
145/90  and/or  pulse  of  90  or  over  as  cause  to  under- 
i take  special  cardiac  studies.  Lest  it  appear  that 
such  information  will  safely  guide  us  in  our  advice 
I to  our  patients,  let  us  look  at  this  case.  D.E.M., 

^ a 53  year  old  white  male  was  first  seen  by  me  on  the 
: 26th  of  December,  1948,  complaining  of  epigastric 
distress.  He  admitted  drinking  too  much  and  eat- 
ing poorly.  Physical  findings  were  essentially  nor- 
mal. He  was  next  seen  by  me  on  the  7 th  of  Decem- 
ber, 1949,  complaining  that  “heart  beats  too  fast”. 

' He  felt  “shaky”.  Physical  examination  and  historj- 
' were  negative  for  organic  disease.  Four  days  later 
he  was  seen  at  home,  complaining  of  pain  in  arms. 
Blood  pressure  was  100/70,  pulse  was  regular,  chest 
was  clear.  He  thought  he  had  been  eating  too  much. 
Despite  w’hat  I found,  I treated  him  with  100  mgm. 
of  Demerol  intramuscularly,  amyl  nitrite  perl  and 
tablets  of  nitroglycerine.  A week  later  he  said  he 
felt  very  little  better.  It  was  suggested  that  he  go 
to  the  Duke  Hospital  out-patient  department  for 
further  study.  He  died  the  following  morning  before 
getting  out  of  bed. 


7'he  several  writers  quoted  stress  the  need  for 
a good  previous  personal  and  family  history  in 
investigating  chest  complaints.  The  following  two 
cases  will  leave  us  confused.  W.L.D.,  white,  mar- 
ried farmer,  of  alx)ut  55  years,  was  .seen  at  his  home 
in  the  mid  morning  of  January  28,  1952.  He  com- 
plained of  substernal  pain,  sudden  in  onset,  which 
had  caused  him  to  drop  to  the  ground.  My  only 
positive  finding  was  blood  pressure  of  180/90.  I 
could  obtain  no  relevant  history.  I gave  him  an 
antispasmodic.  He  died  in  his  sleep  at  1 1 p.m. 
the  following  night.  1 learned  afterwards  that  a 
brother  had  died  while  sitting  at  a table  eating. 
The  other  case  is  O.C.M.,  a 58  year  old,  white, 
married  merchant  who  was  seen  for  the  first  time 
on  November  28,  1947.  He  said  he  felt  bad  and 
that  his  legs  gave  out.  The  most  positive  of  the 
physical  findings  was  a general  appearance  of  pre- 
mature aging.  The  family  history  was  negative 
for  heart  disease.  His  blood  pressure  was  130/70. 
Six  weeks  later  he  complained  of  being  nervous  and 
sleeping  poorly.  His  blood  pressure  was  170/100. 
It  was  January  6,  1950,  when  I next  saw  him,  with 
blood  pressure  of  160/90  and  similar  complaints. 
Four  months  later  he  felt  better,  pulse  was  regular, 
blood  pressure  was  140/70.  Some  18  months  later 
he  said  he  had  a feeling  of  “being  filled  up”  in  the 
substernal  region.  There  were  no  other  complaints, 
blood  pressure  was  170/100.  In  early  1953  he  had 
multiple  complaints  but  the  only  positive  findings 
were  a temperature  of  99  degrees  and  a few  pus 
cells  in  the  urine.  He  died  suddenly  on  October 
3,  1953,  at  that  time  under  the  care  of  another 
doctor  and  after  having  been  ill  for  only  one  day. 

Of  the  cases  listed,  with  the  possible  exception 
of  the  fourth,  the  probability  of  coronary  artery  dis- 
ease was  not  great.  That  any  one  of  these  men 
would  have  been  accepted  for  life  insurance  is  not 
certain,  for  the  fact  they  had  sought  medical  care 
might  be  used  as  a sign  that  they  were  not  well. 
In  several  of  the  cases  the  total  picture  was  not  that 
of  vigorous  health,  yet  they  were  hardly  much  dif- 
ferent from  many  other  people  whom  we  know  as 
patients. 

SUMMARY  AND  CONCLUSIONS 

1 . Whereas  so  much  stress  has  been  given  to  varia- 
tions in  the  character  of  the  pulse  and  the  presence 
of  various  heart  murmurs,  to  the  end  that  many 
people  who  are  without  complaint  have  been  made 
cardiac  cripples,  I believe  that  complaint  from  the 
patient  of  chest  pain,  especially  if  it  is  atypical. 
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deserves  sober  consideration  on  the  part  of  the 
clinician. 

2.  So  far,  laboratorv-  aids,  including  the  electro- 
cardiograph, can  help  but  cannot  give  the  complete 
stor}-.  Complete  histories  with  careful  physical 
examinations,  with  due  attention  to  the  patients’ 
occupations,  modes  of  living,  family  backgrounds 
and  past  infections  or  diseases  will  help  us  to  avoid 
some  errors. 

3.  In  making  the  differential  diagnosis,  avoid  a 
conclusion  that  is  reached  by  exclusion.  Of  the  pos- 
sible diagnoses,  the  more  probable  ones  can  be 
selected  on  the  basis  of  a complete  evaluation  of  the 
patient,  and  each  of  these  probabilities  in  turn  should 
be  examined  on  its  own  merits,  always  asking  our- 
selves, “why  can’t  it  be  heart  disease?”.  Even  if 
we  are  convinced  that  our  patient  has  a neurosis 
and  we  have  obtained  for  him  psychotherapy,  we 
must  not  forget  that  he  can  develop  a coronara- 
thrombosis.  J.  B.,  a white  male,  married,  tobacco 
auctioneer,  now  about  55,  for  many  years  com- 
plained of  distress  in  his  chest,  would  accept  re- 
assurance from  no  one,  yet  finally  had  a posterior 
wall  infarct  from  which  he  has  apparently  made 
an  uneventful  recover}-  with  a dispersion  of  many 
of  his  previous  complaints. 

4.  Of  the  diseases  of  the  coronary  arteries  which 
produce  chest  pain  we  have  three  well  established 
s}-ndromes : 

(a)  Thrombosis,  characterized  by  shock,  followed 
by  elevation  of  temperature  and  increase  in  the 
sedimentation  rate  with  leukocytosis. 

(b)  .\ngina  pectoris,  related  to  effort,  substernal 
in  location,  constricting  in  character,  transitory  in 
nature®  and  relieved  by  nitroglycerine. 

(c)  Coronary  failure,  described  by  Blumgart^  in 
which  there  is  cardiac  (chest)  pain  too  prolonged 
to  be  consistent  with  angina  pectoris,  but  lacking 


the  elevation  of  temperature,  leukocytosis  and  in-  I 
crease  in  sedimentation  rate  which  are  present  in  I 
acute  myocardial  infarction. 

(d)  I propose  a fourth  symptom  complex:  the 
relatively  healthy  p>erson  who  comes  to  us  because 
of  pain  in  chest  or  abdomen,  pain  for  which  we  ' 
might  never  even  think  to  treat  with  nitroglycerine,  ; 
which  more  frequently  resembles  that  produced  by  ' j 
odier  diseases,  with  laboratory  findings  within  nor-  ( 
mal  limits;  but  who  dies  suddenly  with  few  if  any  j 
of  the  presently  accepted  symptoms  of  coronar}-  i 
artery  disease.  i 

5.  Of  the  various  body  changes  causing  pain  in  | 

the  chest  or  abdomen,  the  greater  number  may  be  | 

diagnosed  by  a carefully  taken  history  and  a con- 
scientious physical  examination,  but  it  would  ap- 
pear that  atypical  coronary  artery-  disease  may  exist 
unrecognized  despite  all  our  diagnostic  aids,  and 
go  on  to  sudden  and  fatal  termination. 
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Let’s  Reminisce! 

Snow  as  a dressing  for  wounds,  and  hemostatic  in  surgery.  Dr.  O’Hasser  recom- 
mends for  certain  operations — especially  in  tracheotomy — that  instead  of  sponges, 
freshly  fallen  snow  should  be  applied  to  the  parts.  It  absorbs  the  blood  splendidly, 
acts  as  an  astringent  upon  the  blood-vessels,  and  as  an  anaesthetic  upon  the  nerv-es. 
The  .snow  should  be  loose.  (Virginia  ^Medical  Monthly,  August  1875) 
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Editorial  “We” — Chronic  Disease. 

To  THE  Editor: 

We  have  little  defense  against  the  essayist  who 
discourses  with  such  vigor  against  the  editorial  “we” 
in  the  September  issue  of  the  Virginia  Medical 
Monthly.  May  we  say  to  him:  Thou  hast  presented 
thy  cause  well. 

We  may  be  listed  among  that  black  herd  guilty 
of  perverting  our  mother-tongue.  Perhaps  we  feel  a 
genteel  aversion  to  the  frequent  use  of  the  first 
person  singular  in  formal  discourse  e.specially  when 
our  pronouncements  are  not  often  equal  in  gravity  to 
those  of  a Leibnitz.  Perhaps  in  presenting  a patient 
we  make  subtle  acknowledgement  of  the  several  an- 
cillary medical  aids  (clinical  pathologist,  radiologist, 
other  consultation)  that  went  into  the  final  evalua- 
tion, even  though  the  final  resjxinsibility  for  such 
evaluation  is  ours. 

Let  us  (or  is  it  “Let  me”?)  hope  that  with  ma- 
turity come  tolerance,  mellowness,  freedom  from  that 
slavish  pedantic  adherence  to  linguistic  rectitude 
that  characterized  the  callow  earlier  years  of  many 
of  us,  and  the  wondrously  significant  revelation  that 
rules  subserve  lucid  communication,  and  not  vice 
versa. 

Sincerely  thine, 

Christian  Virgil  Cimmino,  M.D. 
September  14,  1957. 

Fredericksburg,  Va. 


Experiences  with  Nicotinic  Acid  in  Dia- 
betes Mellitus. 

To  THE  Editor: 

I feel  that  the  article  in  the  August,  1957  issue, 
page  403,  titled  “E.xperiences  with  Nicotinic  Acid 
in  Diabetes  Mellitus”,  by  Dr.  Leo  Halley,  should 
provoke  some  discussion. 

While  the  author  attempts  to  be  semi-conservative 
is  his  summary,  the  article  itself  is  much  more 
radical  and  practically  invites  a diabetic  on  insulin 
to  stop  taking  it.  The  mere  appearance  of  “feeling 
gcK)d”  although  not  taking  insulin  may  be  all  right, 
but  without  laboratory  controls  the  patient’s  eyes, 
kidneys  and  vascular  system  in  general  may  be 
beginning  to  pay  the  toll  which  will  be  e.xacted  with 
interest  several  years  later  as  a result  of  loss  of  some 
semblance  of  control  of  the  diabetes. 

As  an  extreme  example  in  contradiction  to  this 
type  of  article,  the  American  Diabetes  Association’s 
“.\DA  Forecast”  Magazine  published  about  four 
years  ago  an  article  about  a 19  year  old  girl  who 
was  persuaded  to  stop  taking  insulin  by  a faith  heal- 
er. She  substituted  prayer  for  insulin  and  lived  a 
total  of  60  hours  after  her  last  insulin  injection. 

Sincerely  yours, 

Edward  G.  D.avis,  Jr.,  M.D. 

October  1,  1957 
Richmond,  Virginia 


Let’s  Reminisce! 

Danger  of  sleeping  in  rooms  containing  fragrant  flowers  and  fruits.  The  volatile 
matieres  breathed  out  from  flowers  and  fruits  possess  in  high  degree,  on  account  of 
the  extraordinary  fineness  of  their  division,  the  tendency  and  power  to  absorb  the 
oxygen  from  the  surrounding  atmosphere,  and  to  give  out  in  its  place  a corresponding 
quantity  of  carbonic  acid,  thus  injuring  the  salubrity  of  such  air  for  people  living 
therein,  in  a two-fold  manner — first,  by  diminishing  the  life-air  (oxygen);  second, 
by  increasing  the  fatal  carbonic  acid.  As  these  facts  are  sufficiently  well  known, 
though  too  little  regarded,  they  merit  being  from  time  to  time  spoken  of  and  accom- 
panied by  warning  examples.  (Virginia  Medical  Monthly,  November,  1875) 
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Pre-Existing  Conditions 

The  Blue  Cross-Blue  Shield  Plans  in  Virginia, 
like  all  the  other  “Blue”  Plans  in  the  United  States, 
have  a few  special  limitations  and  restrictions  to  the 
benefits  available  to  a new  Subscriber  during  the  first 
twelve  months  of  his  membership.  The  most  fre- 
quently applicable — and  perhaps  the  least  under- 
stood— of  these  first-year  restrictions  is  the  one 
pertaining  to  “pre-existing  conditions”;  physicians 
frequently  write  the  Plans’  office  to  inquire  about 
claim-denials  which  have  been  based  on  the  pertinent 
provision  of  the  Subscriber-Contract. 

For  example,  a typical  doctor’s  letter  states:  “Mrs. 
Smith  did  not  have  her  trouble  correctly  diganosed 
until  her  recent  hospital  admission  and  yet  Blue 
Cross-Blue  Shield  classified  her  condition  as  ‘pre- 
existing’ and  denied  her  claims”.  In  this  case,  Mrs. 
Smith  had  joined  Blue  Cross-Blue  Shield  six  months 
before  the  hospital  admission  in  question;  but,  ac- 
cording to  her  medical  history,  it  was  prior  to  that 
date  that  she  became  aware  of  objective  as  well  as 
subjective  signs  and  symptoms  referrable  to  the 
pathology  that  subsequently  brought  about  her  ad- 
mission. This  fact  established  her  condition  as 
“pre-existing”,  and  such  conditions  are  not  provided 
for  during  the  first  year  of  membership. 

.\fter  twelve  months  of  membership,  however,  full 
contract  benefits  would  be  available  to  Mrs.  Smith 
for  this  or  any  other  condition,  no  matter  when  its 
onset. 

Unfortunately  there  is  no  clear-cut  w^ay  to  admin- 
ister the  “pre-existing  condition”  provision  of  first- 
year  Blue  Cross-Blue  Shield  Contracts.  Obviously 
it  would  not  be  equitable — nor  understandable  to 
the  Subscriber-patient — to  base  decisions  about  “pre- 
existing conditions”  on  medical  knowledge  or  opin- 
ions concerning  the  time  it  takes  various  patho- 
logical conditions  to  develop.  Were  the  Plans  to  take 
cognizance  of  medical  opinions  about  etiology,  a 
member  of  ten  months  standing  who  was  hospitalized 
for  a brain  tumor  would  have  his  claim  denied  even 
though  the  tumor  had  been  completely  asymptomatic 
until  four  or  five  months  prior  to  admission.  That 
would  not  be  right.  On  the  other  hand,  a member 
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of  five  months  standing  whose  admission  was  due 
to  severe  headaches  of  ten  months  duration  equitably 
should  have  his  claim  denied,  irrespective  of  what 
was  found  to  be  the  cause  of  those  headaches. 

Nor  would  it  be  proper  to  use  as  criteria  for  “pre-  ! 
existing  conditions”  the  actual  dates  on  which  diag-  ' : i 
noses  might  be  made.  If  a patient  delayed  consulting  ; ' 
a doctor,  or  if  the  doctor  made  an  inadvertent  error  i 
in  the  diagnosis,  the  Plans  would  incur  financial  ^ , 
liability  for  a case  which,  in  the  light  of  subsequent  1 . 
knowledge,  obviously  pertained  to  a “pre-existing  ■ 
condition”. 

Accordingly,  when  investigating  a questionable 
claim  that  has  been  submitted  in  behalf  of  a first-  i 
year  member,  the  Plans  obtain  information  from  the 
personal  medical  history  of  the  patient  involved  and  J 
use  as  the  criterion  of  “pre-existence”  the  date  on  1 
which  the  patient  himself  was  first  cognizant  of  ^ 
signs  or  svmptoms  referrable  to  the  pathology.  > 

i 

New  Subscribers  are  advised  about  the  one  year  j 
waiting  period  before  pre-existing  conditions  will  be  ^ 
covered;  a pertinent  denial  should  not  come  as  a i 
surprise  or  disappointment  to  them.  Notice  of  the  < 
first-year  exclusion  of  “conditions  which  existed  on  ' 
or  prior  to  the  effective  date  of  participation,  in- 
cluding exacerbations  or  complications  of  such  pre- 
existing conditions”  appears  on  the  Application 
Forms  signed  by  Subscribers,  as  well  as  in  the  Con- 
tracts proper,  and  the  Plans’  promotional  literature 
also  gives  notice  of  the  year’s  waiting  period  new 
members  must  serve  before  they  shall  become  eligible 
for  services  for  “conditions  or  defects  existing  at  the 
effective  date  of  the  Contract”.  In  this  regard,  how- 
ever, the  Plans  have  not  yet  found  a way  by  which 
they  can  make  new  Subscribers  fully  realize  that  the 
Plans  necessarily  must  impose  a few  limitations  and 
restrictions  upon  the  benefits  of  membership. 

Waiting  periods,  of  course,  must  be  imposed  for 
financial  reasons,  not  just  to  protect  the  Plans  from 
defrauders.  It  seems  only  proper  that  the  prepaid 
funds  of  memlaers  of  long  standing  should  be  spared 
the  expense  of  providing  services  for  a new  member 
whose  condition  was  subjectively  symptomatic  prior 
to  the  time  the  new  member  made  any  contribution 
to  those  funds. 


582 


Virginia  Medical  Monthly 


Mental  Health 


• • • • 


The  Laurence-Moon-Biedl  Syndrome, 
Report  of  Two  Cases 

I.  History 

The  names  associated  with  this  rare  syndrome 
are  those  of  John  Zachariah  Laurence,  an  English 
ophthalmic  surgeon;  Robert  Charles  Moon,  an  Amer- 
ican ophthalmologist;  and  Arthur  Biedl,  a Czecho- 
slovakian physiologist.  In  1866,  Laurence  and  Moon 
reported  the  occurrence  in  the  same  family  of  four 
cases  of  retinitis  pigmentosa  associated  with  general 
imperfections.  Actually,  Hoering  had  described  a 
similar  case  in  1864,  and  in  1865  Stoer  had  described 
another  one.  The  syndrome  is  now  considered  to 
be  an  inherited  endocrine  disturbance  of  the  pitu- 
itary, or  more  probably  of  the  hypothalamic  struc- 
tures, characterized  by  girdle  type  obesity,  hypo- 
genitalism, mental  retardation,  polydactyly  and  pig- 
mentary retinal  degeneration.  It  must  be  stressed, 
however,  that  the  syndrome  is  often  incomplete.  This 
bizarre  and  rare  combination  of  abnormalities  at- 
tracted no  further  attention  until  the  turn  of  the 
century. 

In  1901,  Froehlich  described  his  now  well-known 
syndrome  of  dystrophia  adiposo  genitalis.  This  syn- 
drome is  more  correctly  called  Babinski-Froehlich’s 
disease,  as  Babinski  wrote  the  first  description  of 
it  in  1900.  In  1908,  Nettleship,  reviewing  the  liter- 
ature on  retinitis  pigmentosa  noted  a resemblance 
between  the  cases  reported  by  Laurence,  and  other 
cases  of  retinitis  pigmentosa  reported  by  Hutchinson 
in  1900.  It  was  established  that  both  Hutchinson 
and  Laurence  had  seen  the  same  cases  with  25  years’ 
interval.  Hutchinson  regarded  the  eye  condition  as 
due  to  “disease  of  the  choroids”.  Leber,  in  1916, 
regarded  them  as  cases  of  gyrate  atrophy  associated 
with  general  defects.  Both  of  these  writers  seemed 
to  have  missed  the  fact  that  retinal  changes  and 
associated  defects  constitute  a syndrome,  and  this 
recognition  came  not  from  ophthalmologists  but  from 
students  of  endocrinology,  the  stimulus  being  given 
by  Froehlich’s  work. 

Thus  in  1908  Sievert  described  an  incomplete 
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Froehlich’s  Syndrome  in  two  out  of  eight  surviving 
children,  in  whom  there  was  present  optic  atroph}' 
in  addition  to  obesity.  In  1912,  von  Jaksch  re- 
ported a case  of  Froehlich’s  Syndrome  with  mental 
defect  and  optic  atrophy,  and  atypical  retinitis  pig- 
mentosa. The  patient  also  had  si.x  fingers  on  his  left 
hand.  In  1913,  Rozabel-Farnes  reported  a Froeli- 
lich’s  Syndrome  with  polydactyly  and  visual  dis- 
turbances with  optic  atrophy  starting  at  the  age  of  3. 
Retinitis  pigmentosa  does  not  appear  to  have  been 
present.  In  the  same  year,  Bertelotti  described  a 
case  of  Froehlich’s  Syndrome  associated  with  mental 
deficiency,  atrophy  of  the  disc,  and  retinitis  pig- 
mentosa with  polydactyly  on  the  right  hand  and  both 
feet.  Dwarfing  was  also  noted.  Bertelotti  held  that 
Froehlich’s  Syndrome  with  polydactyly  constituted 
a distinct  syndrome.  Madigan  and  Moore,  in  1918, 
noted  mental  deficiency  in  association  with  Froeh- 
lich’s Syndrome.  That  dystrophia  adiposo-genitalis, 
retinitis  pigmentosa,  and  polydactyly  constitute  a 
unit  syndrome  was  clearly  recognized  by  Bardet  in 
recording  an  isolated  case  of  this  association  in  1920. 
However,  he  failed  to  appreciate  mental  deficiency 
and  familial  occurrence  as  part  of  this  syndrome. 
Two  years  later  Biedl  showing  two  sibs,  expanded 
the  syndrome  to  include  congenital  malformations 
(atresia  ani,  polydactyly  and  deformities  of  the 
skull)  and  peculiar  disturbances  of  digestion.  He 
recognized  the  condition  with  or  without  hypogeni- 
talism. His  patients  showed  no  detectable  changes 
in  the  pituitary  gland,  no  sign  of  cerebral  tumor  or 
increased  intracranial  tension.  Diabetes  is  men- 
tioned as  a concomitant  disease.  Raab,  who  reported 
Biedl’s  cases  in  full,  speaks  of  the  syndrome  as  con- 
sisting of  retinitis  pigmentosa,  })olydactylism,  adi- 
posity, genital  hypoplasia  and  mental  deficiency. 

Solis-Cohen  and  Weiss  in  1925,  in  reporting  four 
cases  in  one  family  drew  attention  to  the  original 
work  by  Laurence  and  Moon,  and  at  the  suggestion 
of  Solis-Cohen  and  Weiss,  the  condition  became 
known  as  the  Laurence-Biedl  Syndrome.  However, 
it  is  generally  known  today  as  Laurence-Moon-Biedl 
Syndrome.  It  is  of  interest  to  know  that  the  syn- 
drome was  fully  described  in  the  United  States  by 
Gordon  in  1907  but  he  too  missed  the  significance 
and  recorded  two  cases,  brother  and  sister,  aged  9 
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and  14  rears,  respectively,  showing  mental  dullness, 
polydactvly,  obesity  and,  in  the  case  of  the  boy, 
hypogenitalism  associated  with  markedly  defective 
vision,  as  cases  of  late  Tay-Sachs  disease.  As  late 
as  1932.  Junius  still  records  these  cases  as  unusual 
cases  of  Tay-Sachs  disease. 

In  an  excellent  paper  by  Cockayne,  Krestin  and 
Sorsby  in  1935,  the  authors  report  on  30  isolated 
cases  and  15  familial  groups  collected  by  several 
writers  over  the  10  year  period  preceding  publication 
of  the  paper.  In  nearly  all  the  reports,  the  parents 
were  referred  to  as  healthy.  In  no  case  did  either 
of  the  parents  or  other  ascendants  exhibit  the  syn- 
d-ome.  Occasionally,  however,  obesity  was  reported 
in  one  or  more  ascendants;  psychic  disturbances  and 
polydactyly  are  reported  in  a few.  Consanguinity 
in  the  parents  was  occasionally  reported.  The  strik- 
ing feature  was  the  history  in  the  majority  of  cases 
of  suggestive  lesions  in  deceased  members  of  the 
sibship. 

II.  The  composite  picture  of  the  syndrome  is  as 
iollcrdcs : 

A.  Obesity  is  constantly  of  the  Froehlich  type, 
and  usually  dates  from  infancy.  Rarely  it  develops 
later  after  some  illness  early  in  life.  In  males,  after 
puberty,  the  skin  remains  smooth.  Hair  is  absent 
usually,  or  is  very  sparse  and,  if  present,  of  a fem- 
inine distribution. 

B.  Hypogenitalism  is  not  always  present  nor  easily 
determined,  particularly  in  the  case  of  girls  before 
puberty.  In  boys,  the  penis  may  be  so  buried  in  fat 
as  to  appear  smaller  than  it  actually  is.  In  a case 
reported  by  Denzier  in  1925,  and  seen  12  years  later 
by  Willi,  hypogenitalism  was  slight  at  first  and  final 
development  was  normal.  In  Ross,  Crome  and  !Mac- 
Kenzie's  case  at  the  age  of  20,  when  he  weighed 
175  lbs.,  the  penis  and  testicles  were  "rather  smair\ 
\A'hen  he  died  of  acute  on  chronic  pyelonephritis 
four  years  later,  the  testicles  and  j>enis  appeared  to 
be  within  normal  size  limits,  although  histologically 
the  testes  showed  arrested  development.  Unfortu- 
nately, the  authors  do  not  say  whether  the  boy  had 
lost  much  weight  in  the  four  years  preceding  his 
death.  It  is  conceivable  that  gonadotrophic  hormones, 
being  very  fat-soluble,  are  taken  up  avidly  by  the 
adipose  tissue  and  stored  there  before  reaching  their 
target  organ  (Sodeman).  When  the  patient  loses  his 
fat,  the  sex  hormones  fulfill  their  normal  function. 

C;  IMental  development.  Rieger  and  Trauner  re- 
port a case  with  normal  mentality.  Biedl  and  Raab, 
Bernhardt,  Clay,  Omsteen  and  Willi  described  pa- 
tients who  showed  only  slight  mental  changes. 


I 


Case  No.  I 

Otherwise,  the  majority  show  a mental  deficiency 
which  may  be  in  the  nature  of  a failure  of  develop 
ment  or  of  a disintegration  of  a full  developed 
mentalitv.  However,  most  affected  children  were 
noted  to  be  backward  from  early  infancy. 

D.  Polydactyly.  This  is  a common  defect  of 
humans  and  animals  and  may  affect  one  or  more 
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j extremities.  Up  to  1.5  digits  have  been  reported.  In 
' the  Laurence-Moon-Biedl  Syndrome,  6 digits  on  both 
I hands  and  feet  are  found.  The  6th  digit  is  always 
in  the  i^ost  axial  jiosition.  Syndactyly  of  the  third 
and  fourth  toes  commonly  occurs.  The  hands  are 
ynidgy  with  short  thick  fingers. 

E.  Retinal  degeneration  with  pigmentary  dis- 
' turbances,  frequently  complicated  by  cataract,  is 
I present  in  all  recorded  cases  except  one  rather 
I dubious  example  of  Turner’s.  Generally,  nystagmus 
and  night  blindness  early  in  childhood  are  first 
noticed.  Progressive  loss  of  vision  follows.  The  pic- 
I ture  is  not  always  that  of  typical  retinitis  pigmentosa 
I with  its  characteristic  “bone  corjjuscle”  pigment 
I along  the  retinal  vessels  toward  the  periphery. 

I Sometimes  the  appearance  is  that  of  cerebromacular 
degeneration.  There  may  be  a variety  of  pigmentary 
I disturbances  associated  with  retinal  degeneration, 

! ranging  from  typical  retinitis  pigmentosa  to  almost 
I every  conceivable  form  of  a typical  pigmentary  dis- 
, turbance.  In  fact,  tjpical  retinitis  pigmentosa 
I would  appear  to  be  the  exception.  Pigmentary  dis- 
I turbance  of  the  retina,  which  sometimes  takes  the 
! form  of  retinitis  pigmentosa  is  thus  the  fundic  char- 
i acteristic  for  the  Laurence-Moon-Biedl  Syndrome. 
I The  eye  signs,  however,  differ  in  one  important 
i respect  from,  those  of  typical  retinitis  pigmentosa  in 
j that  the  juvenile  onset  of  a severe  fundic  lesion  is 
j uncommon  in  classical  retinitis  pigmentosa. 

; F.  Associated  Conditions:  The  following  have 
I been  described:  Hyperparathyroidism,  hydroen{)hro- 
I sis,  hypospadias,  microcephaly,  oxycephaly,  brachy- 
I cephaly,  genu  valgum,  dislocation  of  both  patellae, 
' kyphoscoliosis,  congenital  heart  disease,  head  nod- 
ding, choreiform  movements,  muscular  weakness,  and 
I dwarfism  in  most  cases.  Output  of  1 7 Ketosteroids 
j tends  to  be  lower  than  normal,  probably  due  to  tes- 
I ticular  underdevelopment. 

j III.  Pathology 

Up  to  1955,  about  three  hundred  cases  have  been 
reported.  Cases  where  autopsy  has  been  done 
I amount  to  10;  in  these,  autopsy  was  incomplete  in 
six  and  the  eyes  were  examined  in  only  two  cases. 
Ross,  Crome  and  MacKenzie,  in  1956,  report  a case 
and  review  the  available  postmortem  findings  in  the 
literature.  In  their  cases,  death  was  due  to  uremia, 
resulting  from  acute  on  chronic  pyelonephritis,  which 
the  authors  say  is  a common  cause  of  death  in  this 
syndrome.  At  postmortem  examination  six  hours 
after  death,  the  body  was  that  of  a pale  edematous 
young  man  with  scanty  pubic  hair,  but  testicles  and 
penis  were  within  normal  size  limits.  The  axilla 


showed  only  a few  fine  liairs  and  there  was  very 
little  hair  on  the  face.  Scars  of  am])utation  of  su|)er- 
numerary  digits  were  jmesent  on  the  liands,  and  there 
was  partial  syndactyly  between  the  second  and  tliird 
toes  of  both  feet.  Significant  findings  were  slight 


Case  No.  II 


atrophy  of  the  frontal  lobes,  ascites,  enlarged  liver, 
uniformly  contracted  and  congested  kidneys,  and  the 
bladder  showed  severe  edema  of  the  mucosa  and 
patchy  inflammation. 

The  authors  tabulate  10  cases  reported  between 
1936  and  1956.  There  was  a positive  family  history 
in  five  of  these.  Obesity  was  present  in  nine  of  them, 
mental  defects  in  eight,  polydactyly  in  six,  retinitis 
pigmentosa  in  six,  and  doubtful  in  three.  Genital 
hypoplasia  was  present  in  all  of  them.  The  causes 
of  death  were,  uremia  in  six  cases,  cardiac  failure 
in  one,  carcinoma  of  the  esophagus  in  one,  measles 
in  one,  and  cerebral  trauma  in  one.  There  are  no 
constant  pathological  appearances  and  no  apparent 
common  factor  in  the  number  of  cases  which  have 
been  examined. 

IV.  Genetic  Behavior 

1.  The  ratio  of  affected  to  normal  children  within 
the  sibship.  The  corrected  ratio  is  1 to  1.71,  which  is 
very  close  to  the  ratio  found  in  rare  recessive  defects 
such  as  xeroderma  pigmentosum. 

2.  Sex  ratio:  There  appears  to  be  real  prepon- 
derance of  males  over  females  with  this  defect.  F rom 
the  figures  available,  it  appears  to  be  about  1.5  to  1. 

3.  Mode  of  Inheritance:  It  would  appear  that  the 
syndrome  is  inherited  as  an  autosomal  recessive,  but 
it  is  most  unlikely  that  a mutation  of  a single  gene 
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causes  both  the  skeletal  defects  and  retinal  changes, 
with  mental  deficiency,  obesity  and  h}j30genitalism. 
Polydactyly  and  other  skeletal  defects  are  due  to  an 
abnormal  division  of  the  jwimitive  mesenchyme,  or 


Case  No.  II 


to  some  other  mesodermal  error  of  develof)ment, 
whereas  the  rest  of  the  syndrome  depends  upon  an 
abnormality  of  the  retina  and  diencephalon,  which 
are  ectodermal.  Sorsby  et  al  agree  with  Rieger  and 
Trauner  in  believing  that  both  parts  of  the  syndrome 
are  recessive,  and  that  it  is  an  example  of  linkage. 


and  is  due  to  mutation  of  two  genes  in  the  same 
chromosome.  The  condition  is  a very  rare  one,  but 
has  occurred  in  Latin  and  Teutonic  races,  and  has 
been  recorded  in  Europe  and  North  and  South 
.America.  In  1935,  it  had  not  yet  been  described  in 
Negroes,  Alongols  or  any  of  the  races  in  India. 
Sorsby  et  al  advance  the  interesting  theory  in  which 
they  state  that  the  chances  are  very  remote  that  two 
genes  in  the  same  chromosome  would  mutate  together 
each  in  the  same  way  on  two  separate  occasions,  and 
it  is  probable  that  the  families  in  which  the  syn- 
drome has  appeared  are  descended  from  a single 
individual  in  whom  the  double  mutation  took  place, 
though,  if  this  be  the  case  the  mutation  must  be  a 
very  ancient  one. 

4.  Relationship  to  Tay-Sachs  disease  (Amaurotic 
family  idiocy).  The  two  conditions  have  no  real 
connection.  In  the  type  of  amaurotic  idiocy  which 
occurs  at  about  six  years  (i.e.  the  juvenile  form  of 
Spielmeyer  and  Vogt)  the  fundus  may  be  indistin- 
guishable from  that  of  the  Laurence-Moon-Biedl 
Syndrome.  The  cherry  red  spot  at  the  macula,  char- 
acteristic of  infantile  forms,  does  not  appear.  Instead 
there  is  retinal  pigmentation  and  sometimes  optic 
atrophy. 

I'he  following  features,  however,  serve  to  distin- 
guish the  two  conditions. 

a.  Mode  of  onset:  Juvenile  amaurotic  idiots  are 
cjuite  normal  until  the  second  dentition  starts;  con- 
versely a normal  early  development  is  exceptional 
in  the  I.aurence-Moon-Biedl  S}Tidrome. 

b.  The  course:  progressive  blindness,  increasing 
dementia,  convulsions,  paroxysmal  seizures  of  laugh- 
ing and  crying,  and  death  at  about  15  years  are 
usual  in  the  cerebromacular  type  of  degeneration. 
Laurence-Moon-Biedl  S>mdrome  follows  a slow  al- 
most nonprogressive  course. 

c.  Neurological  manifestations:  amaurotic  idiocy 
is  a progressive  degeneration  of  the  nerve  cells 
from  the  highest  to  the  lowest  leading  to  spastic  or 
flaccid  paralysis,  and  in  some  cases  Parkinsonism. 

d.  .Associated  conditions:  There  are  no  convinc- 
ing reports  of  any  constant  associated  phenomena 
in  amaurosis  such  as  occurs  in  the  Laurence-Moon- 
Biedl  Syndrome. 

e.  Genetic  behavior : There  is  no  male  preponder- 
ance among  juvenile  amaurotic  idiots  as  there  is  in 
the  Laurence-AIoon-Biedl  Syndrome. 

A".  Conclusion 

Ross,  Chrome  and  MacKenzie  state  that  the  Lau- 
rence-Moon-Biedl Syndrome  is  not  of  pituitar)-  ori- 
gin, and  the  ocular  changes  differ  in  no  material 
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j respects  from  those  found  in  cases  of  isolated  retinitis 
pigmentosa.  Few  brains  from  cases  dying  with  this 
syndrome  appeared  to  have  been  fully  examined. 

I Furthermore,  most  of  the  reports  are  not  only  in- 
I complete  but  probably  also  not  comparable  with  each 
I other,  since  the  results  of  neuropathological  exam- 
I ination  vary  greatly  with  the  methods  employed  and 
the  areas  examined.  Also  positive  neuropathological 
I findings  are  often  of  doubtful  significance,  on  account 
I of  the  difficulty  of  controlling  these  results  against 
material  treated  in  an  identical  manner.  The  authors 
, conclude  that  it  is  still  too  early  to  form  an  opinion 
as  to  whether  characteristic  neuromorphological  fea- 
' tures  of  the  syndrome  exist,  and  in  particular  it  was 
: difficult  to  account  for  the  low  intelligence  of  the 
1 patients  whose  brains  were  found  to  be  normal  in 
size  and  showed  no  apparent  cortical  changes.  It 
' would  appear  that  the  cause  of  the  Laurence-^Ioon- 
Biedl  Syndrome  is  still  unknown,  and  the  number 
of  cases  examined  postmortem  is  still  too  sm.all  to 
enable  any  opinion  to  be  formed.  All  that  is  known 
is  the  Laurence-Moon-Biedl  Syndrome  is  a genotypic 
I inherited  unit  character  defect  of  unknown  cause. 

Case  No.  I.  D.  F.  No:  38302.  This  17-year- 
old  Negro  was  admitted  into  Central  State  Hospital 
I four  years  ago  with  the  diagnosis  of  severe  mental 
I deficiency.  According  to  the  available  insufficient 
! history,  he  is  an  illegitimate  child.  He  depended  on 
. I his  mother  for  everHhing.  The  patients’  mental 
1 1 peculiarity  was  first  observed  at  the  age  of  2 years, 
' I and  was  manifested  when  he  did  not  talk  or  act 
'I  normally.  At  times  he  did  not  appear  to  see  things; 

' had  poor  vision.  His  symptoms  are  said  to  have 
' t developed  gradually.  The  patient  attempted  homi- 
i cide  by  getting  a knife  and  threatening  to  cut  off 
|i|  the  heads  of  his  sisters  and  brothers,  whose  number 
I are  unknown  to  us.  He  could  not  use  dining  utilities. 

I ^ His  home  environment  is  bad. 

[:  Height:  5'  Sy/' 
f Weight:  198  lbs. 

I Head  Circumference:  20 J4" 

(i  Eyes:  He  is  blind  due  to  retinitis  pigmentosa  and 
ji  optic  nerve  atrophy. 

! Hands  and  Feet:  Short  pudgy  hands  with  tajsering 
! fingers,  has  had  six  toes  and  six  fingers  before  sur- 
I gery  was  done  on  him. 

I Genitalia:  Small  penis  and  testes. 

I Body:  Female  distribution  of  fat  and  hair. 

Voice : Soprano 

Reference  from  American,  British,  German  and 
' French  literature. 


BMR:  -(). 

17  Ketostercids : 6.2  mgms./24  hours. 
IMPRESSION:  Laurence-Moon-Biedl  Syndrome. 

Case  No.  II.  F.  D.  \V.  No:  42057.  This  37-year- 
old  Negro  was  admitted  into  Central  State  Hospital 
in  February  1957  with  a diagnosis  of  Schizophrenic 
Reaction,  Paranoid  Tyjie.  The  patient  is  the  third 
of  four  living  siblings.  In  addition,  his  mother 
had  two  stillbirths  and  one  miscarriage  and  another 
child  lived  for  two  weeks.  The  father  and  mother 
v.'ere  first  cousins.  The  patient  was  born  with  “twin 
toes”.  He  weighed  10  pounds  at  birth,  and  has 
always  been  large.  At  birth,  the  patient  had  a very 
small  penis.  His  vision  has  been  j)Oor  since  early 
childhood,  and  he  wore  glasses  from  the  age  of  9. 
His  vision  became  steadily  worse  in  the  last  two 
years  in  high  school.  He  was  unable  to  read.  An 
eye  specialist  told  the  family  that  the  ])atient  would 
probably  l>ecome  blind  by  the  age  of  25.  During 
the  past  few  years  there  has  been  a good  deal  of 
further  visual  deterioration,  and  the  patient  has 
been  unable  to  find  his  way  to  places  where  he  had 
been  going  for  the  last  several  years.  His  mother 
noticed  that  he  would  l)ump  into  her. 

The  patient  has  a brother  who  has  poor  vision 
also.  His  brother  began  to  wear  glasses  in  the  first 
grade,  and  he  stopped  school  in  the  elementary 
grade.  His  brother  was  born  with  “twin  toes”  also, 
and  he  has  always  been  quite  fat.  The  patient’s 
father  had  an  aunt  and  her  daughter  who  were  both 
mentally-ill.  There  are  also  two  first  cousins  on  the 
father’s  side  who  were  mentally-ill,  and  some  white 
relatives  of  the  father  were  mentally-ill  in  addition. 

Height:  S'  '//' 
iVeight:  158  lbs. 

Head  Circumference : 22" 

Eyes:  He  is  blind  due  to  retinitis  pigmentosa,  optic 
nerve  atrophy,  cataracts. 

Body:  He  is  obese,  but  he  does  not  have  the  charac- 
teristic female  fat  distribution;  sparse  hair. 
Genitalia:  Small  penis,  undescended  testicle  in 
inguinal  canals. 

Hands  and  Feet:  Short  pudgy  hands  with  tapering 
fingers;  had  operation  for  removal  of  accessory  fingers 
and  toes.  His  right  foot  has  six  metatarsal  bones. 
Voice:  Normal. 

BMR:  -4 

17  Ketosteroids:  14.2  mgms./24  hours. 

Patient  is  not  m.ental  defective. 

IMPRESSION ; Laurence-Moon-Biedl  Syndrome. 
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Public  Health . . . . 


Asian  Influenza 

Since  the  start  of  the  outbreaks  of  influenza  in  the 
Far  East  last  spring,  the  U.  S.  Public  Health  Serv- 
ice and  the  State  Department  of  Health  have  en- 
deavored to  keep  the  public  constantly  informed 
regarding  Asian  influenza.  The  spread  of  the  dis- 
ease in  various  parts  of  the  world,  sporadic  outbreaks 
in  the  F'nited  States,  and  more  widespread  develop- 
ments in  certain  states  have  been  reported.  Informa- 
tion has  been  shared  on  the  developments  in  the 
identification  of  the  virus  and  in  the  testing,  produc- 
tion, and  distribution  of  a monovalent  vaccine  de- 
signed to  combat  the  new  strain  of  influenza. 

The  State  Health  Commissioner  has  represented 
the  Association  of  the  State  and  Territorial  Health 
Officers  at  meetings  with  representatives  of  the  Pub- 
lic Health  Service,  the  American  Medical  .Associa- 
tion, the  American  Academy  of  Pediatrics,  the 
.American  Hospital  .Association,  and  other  jirofes- 
sional  organizations,  to  plan  emergency  medical 
and  related  services  in  the  event  of  an  epidemic.  The 
Commissioner  has  met  also  with  the  Executive 
Committee  of  The  Aledical  Society  of  A'irginia,  and 
he  has  concurred  in  the  actions  of  the  committee  in 
recommending  to  practicing  physicians  that  thev 
give  priority  to  the  following: 

( 1 ) those  individuals  whose  services  are  necessary 
to  maintain  the  health  of  the  community 

(2)  those  individuals  necessary  to  maintain  other 
basic  community  services 

(.3)  those  persons  with  tuberculosis  and  others 
who,  in  the  opinion  of  the  ph}sician,  consti- 
tute a special  medical  risk. 

In  addition,  the  dosage  of  vaccine  recommended 
for  children  by  Dr.  E.  C.  Curnen,  Chairman  of  the 
Committee  on  Control  of  Infectious  Diseases,  .Amer- 
ican Academy  of  Pediatrics,  at  the  recent  meeting 
of  the  Public  Health  Service  and  the  State  and  Ter- 
ritorial Health  Officers  .Association  in  Washington, 
was  adopted  for  recommendation  to  the  physicians 
of  A'irginia. 

For  pre-school  children  (i  months  to  5 years) — 
0.1  cc.  intracutaneously  or  .subcutaneously,  repeated 
after  an  interval  of  one  to  two  weeks. 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

For  children  5 to  12  years  of  age — 0.5  cc  sub- 
cutaneously, rej^eated  after  an  interval  of  one  to 
two  weeks. 

For  children  13  years  of  age  and  older — the  dose 
for  adults,  1.0  cc  subcutaneously  in  a single  dose, 
may  be  used. 

This  committee  also  appointed  a Joint  Committee 
of  The  Medical  Society  of  A’irginia  and  the  State 
Department  of  Health  on  publicity  and  information,  j 
to  review  available  information  on  the  Asian  in-  | | 
fluenza  situation  and  to  keep  the  comjjcnent  societies  i 
adequately  informed.  j] 

Influenza  is  a virus  disease  and  is,  therefore,  rela-  ^ 
tively  unpredictable.  It  cannot  be  said  where  or  • 
when  it  will  api:)ear.  From  the  point  of  view  of  the 
individual  there  is  little  cause  for  undue  anxiety 
or  special  concern.  Should  an  epidemic  develop,  the  | 
approximately  20  per  cent  of  the  people  who  contract 
.Asian  influenza  would  be  stricken  with  a relatively 
mild  illness  with  symptoms  no  more  severe  than  those  | 
produced  by  the  types  of  influenza  prevailing  in  the 
past  few  years.  The  disease  is  disabling  for  only 
about  a week,  but  if  it  should  affect  even  10  per  cent 
of  the  population  of  a community  at  one  time,  it  ' 
could  be  disabling  from  the  standpoint  of  main-  | 
tenance  of  community  services  and  it  would  present  I 
a problem  in  providing  care  for  the  usual  number 
of  sick  persons  plus  those  who  have  influenza.  If 
the  disease  should  be  concentrated  among  persons 
in  industrial  occupations,  it  could  be  economically 
crippling. 

The  only  jmotection  against  the  disease  is  through 
use  of  the  vaccine.  Both  the  State  Department  of 
Health  and  The  Aledical  Society  of  A’irginia  recom- 
mend that  the  people  of  A’irginia  be  inoculated  as 
rapidly  as  the  vaccine  becomes  available.  The  manu- 
facturers of  the  vaccine  have  already  done  a spen- 
did  job  of  production.  The  virus  was  given  to  the 
six  companies  licensed  to  produce  influenza  vaccine 
on  Alay  22  of  this  year  and  on  August  12  they  had 
vaccine  on  the  market  and  are  well  ahead  of  their 
anticipated  schedule.  These  companies  are  distribut- 
ing the  vaccine  to  the  states  on  an  equitable  basis 
according  to  each  state’s  proportion  of  the  total 
population  of  the  United  States.  The  voluntary 
allocation  program  applies  to  future  civilian  use  and 
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I not  to  vaccine  already  shipped  to  fill  military  and 
civilian  orders.  Virginia’s  proportion  of  the  vac- 
' cine  is  2.1  per  cent. 

j There  will  be  many  false  alarms  in  identifying 
I an  epidemic.  The  virus  has  been  seeded  in  every 
I state,  and  there  have  been  epidemics  in  parts  of  a 
i few  states.  It  must  not  be  forgotten  that  at  this 
season  colds  and  influenza  are  normally  present. 

; Laborator)-  studies  alone  can  identify  the  type  of 
virus  causing  an  outbreak.  These  laboratory  studies 
are  of  no  value  to  the  patient  in  the  treatment  of  his 
i illness  because  they  are  not  completed  until  after 
his  recovery.  They  are  important  in  diagnosing  an 
' epidemic  and  only  about  12  to  24  specimens  would 
I be  needed.  There  is  only  one  public  health  virus 
' laborator)’  in  the  State  which  has  been  set  up  to 
diagnose  Asian  influenza  and  it  is  a part  of  the 
' Laboratory  of  the  State  Department  of  Health,  lo- 
cated in  the  State  Office  Building,  Richmond.  Be- 
I cause  this  laboratory  has  a very  limited  staff  trained 
in  viral  studies,  because  equipment  and  space  are 
; limited,  and  because  reagents  are  scarce  and  expen- 
I sive,  the  Laboratory  will  examine  only  those  speci- 
mens that  are  sent  in  through  the  health  directors. 
For  these  reasons  a practicing  physician  should 
I arrange  through  the  health  director  of  his  area  before 
^ collecting  and  forwarding  specimens  to  the  Labora- 
I tory  for  examination  for  Asian  influenza. 

I Physicians  should  report  cases  of  influenza  and 
I pneumonia  to  the  health  departments  by  name,  ad- 
: dress,  age,  sex,  and  color.  In  cases  of  pneumonia, 
I sputum  specimens  should  be  collected  for  identifica- 
/ tion  of  the  type  of  bacteria  causing  the  pneumonia 
I and  for  sensitivity  to  antibiotics.  This  should  be 
done  before  antibiotics  or  sulfonamides  are  given. 

I In  observations,  it  is  important  to  identify  pneu- 

I 


monias  in  order  that  any  change  in  virulence  during 
the  course  of  an  epidemic  may  t)e  noted. 

The  functions  of  the  State  Department  of  Health 
in  connection  with  a possible  impending  epidemic 
are: 

(1)  To  disseminate  health  education  and  to  serve 
as  an  information  center. 

(2)  To  collect  morbidity,  mortality,  and  compli- 
cations records  and  to  report  the  same  to  the 
National  Office  of  Vital  Statistics  and  to  the 
medical  societies  of  Virginia. 

(3)  To  advise,  assist,  and  cooperate  with  the 
medical  societies  of  Virginia. 

(4)  To  advise,  assist,  and  cooperate  with  local 
medical  groups. 

(5)  To  provide  laboratory  facilities  for  the  diag- 
nosis of  the  epidemic. 

(6)  To  provide  epidemiologic  consultation  where 
needed. 


Monthly  Report  of  Bureau  of 


COM.VIUNICABLE 

Disease 

Control 

Jan.- 

Jan.- 

Sept. 

Sept. 

Sept. 

Sept. 

1957 

1956 

1957 

1956 

Brucellosis 

1 

8 

19 

24 

Diphtheria 

2 

1 

14 

24 

Hepatitis 

31 

41 

359 

379 

Measles 

69 

74 

4788 

23525 

Meningococcal  Infections 

3 

4 

55 

63 

Meningitis  (Other) 

50 

28 

373 

116 

Poliomyelitis 

24 

82 

75 

174 

Rabies  (In  Animals) 

19 

18 

255 

246 

Rocky  Mt.  Spotted  Fever  — 

1 

9 

29 

47 

Streptococcal  Infections 

222 

506 

5097 

4675 

Tularemia 

2 

1 

25 

18 

Typhoid  Fever 

0 

12 

35 

47 
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Books  received  for  review  are  promptly  acknowl- 
edged in  this  column.  In  most  cases,  reviews  will 
be  published  shortly  after  the  acknowledgement  of 
receipt.  However,  we  assume  no  obligation  in  return 
for  the  courtesy  of  those  sending  us  same. 

Battle  For  The  Mind.  By  WILLIAM  SARGANT,  M.D., 

Loudon,  England.  Doubleday  & Company,  Garden 

City,  New  York.  1957.  263  pages.  With  illustrations. 

Cloth.  Price  $4.50. 

This  book  is  an  attempt  to  find  a generalization 
valid  to  the  effects  of  reindoctrination  of  human  atti- 
tudes, beliefs  and  vital  motivations  by  men  in  the 
diverse  fields  and  purposes  of  medicine  (psychiatry), 
politics,  religion  and  primitive  superstitions. 

I'he  orbit  around  which  the  author’s  conclusions 
revolve  was  described  by  Pavlov  in  his  conditioned 
reflex  experiments  on  dogs.  Full  credit  is  given 
to  this  Pavlovian  influence  with  its  “mechanistic 
and  physiologic  approach”.  Sargant  concludes  that 
while  “men  are  not  dogs”,  they  can  be  classified 
according  to  their  “response  to  imposed  stress  or 
conflict  situation”  into  Pavlov’s  four  basic  tem- 
peramental types. 

Sargant  indicates  that  behavior  and  attitudes  are 
the  product  of  conditioned  reflex  patterns  which  are 
gradually  established  in  an  individual,  and  that 
conversion  involves  causing  the  sudden  disruption 
of  these  patterns.  This  is  accomplished  by  actively 
inducing  states  of  distress,  fear,  fatigue,  weakness 
and  confusion.  The  various  techniques  to  do  this 
are  described. 

The  author  convincingly  presents  the  similarity 
between  the  techniques  for  inducing  these  states  of 
unrest  and  final  functional  disorganization,  break- 
down or  reversal  as  found  in  the  brainwashing  of 
political  prisoners,  in  conversion  of  the  unsaved  by 
preachers  using  fear  provoking  sermons,  in  psychia- 
tric reorientation  and  in  tribal  rites  of  initiation  of 
primitive  societies.  He  emphasized  the  various  re- 
sponses to  these  stresses  between  individuals  of  the 
four  basic  temperamental  types,  adding  that  certain 
individuals  are  “peculiarly  resistant  to  them.” 

Comparisons  of  the  motives  and  purposes  of  the 
various  disciplines  are  avoided,  while  techniques  are 
extensively  compared.  For  example,  Wesley’s 


method  of  preventing  backsliding  by  following  his 
sermons  with  class  meetings  is  compared  with  Com- 
munist solidifying  gains  by  the  use  of  small  cells 
where  authoritarian  party  doctrine  can  be  continu- 
ally reinforced. 

7'he  author  maintains  the  materialistic  concept 
of  altered  brain  function  as  the  basis  for  explaining 
these  phenomena  but  does  not  present  physiologic 
data  to  substantiate  his  position. 

The  reader  who  thinks  dualistically  of  mind  and 
brain  may  be  disturbed  by  statements  that  in  some 
patients,  barbiturates  “relax  their  brain”  (p.  68), 
and  that  reason,  religion  and  social  apprehensions 
are  “physiologically  entailed  to  the  brain”  (p.  239). 
Continuing  in  this  vein,  the  author  explains  the 
benefit  of  electroshock  convulsions  as  due  to  tem- 
porary exhaustion  and  inhibition,  i.e.,  to  altered 
brain  j)hysiology  which  he  contends  happens  sim- 
ilarly in  severe  emotional  exhaustion. 

The  timeliness  of  this  work  lies  in  the  relating 
through  similar  indoctrination  techniques  of  the 
two  opposing  great  ideological  forces  of  Communism 
and  Christianity.  For  this  reason,  if  for  no  other, 
the  book  should  attract  wide  attention. 

The  author  states:  “Man  cannot  and  should  not 
try'  to  exist  without  some  form  of  religion,  but  let 
us  add  that  although  it  is  quite  possible  to  indoc- 
trinate people  with  ideas  based  on  an  out-of-date 
economic  or  historical  tradition,  or  even  on  deliberate 
lies,  and  keep  them  fixed  in  these  beliefs,  a nation’s 
health  and  efficiency  depend  on  a close  relation  be- 
tween social  practice  and  religious  belief.” 

The  author  acknowledges  that  further  study  is 
needed  concerning  individual  and  group  reactions 
to  these  stresses.  Search  is  indicated  to  find  means 
to  protect  the  innocent  from  abuse  and  to  intensify 
causes  dedicated  to  the  dignity  of  man. 

This  book  will  interest  analytical  persons  of  many 
walks  of  life  who  are  atuned  to  current  intellectual 
problems.  The  work  betrays  the  author  as  a serious 
student  of  man  despite  his  preoccupation  with  cer- 
tain bodily  elements. 

George  E.  Arrington,  Jr.,  M.D. 
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SIX  NATIONWIDE  RADIO  CHANNELS  for  emergency  use  of  physicians  have 
been  recommended  to  the  Federal  Communications  Commission  by  the  American  Med- 
ical Association.  The  AMA  also  endorsed  the  use  of  several  channels  for  non-com- 
mercial FM  educational  broadcast  stations.  The  proposed  channels  would  all  be  in  the 
vicinity  of  161  megacycles  in  the  radio  spectrum. 

According  to  the  AMA,  . . the  use  of  numerous  remote  pickup  broadcast  stations  in 
conjunction  with  non-commercial  FM  broadcast  stations  represents  an  effective  meth- 
od of  developing  the  potential  of  educational  programs.  To  make  full  utilization  of 
I remote  pickup  broadcast  stations  as  an  integral  part  of  broadcast  programs,  it  is  essen- 
1 tial  that  clear  channels  be  reserved  for  these  . . . stations.” 

‘ The  American  Hospital  Association  has  also  requested  separate  frequencies  for  hospitals 
i and  hospital  associations.  It  cited  needs  for  more  effective  communication  with  am- 
j bulances  and  automobiles  of  staff  physicians  and  surgeons,  as  well  as  for  use  in  time  of 

I disaster. 

( 

PHYSICIANS  are  being  urged  to  renew  their  efforts  in  connection  with  the  nationwide 
drive  for  polio  immunization.  Secretary  Folsom  of  the  Department  of  Health,  Edu- 
cation and  Welfare  has  reported  that  the  incidence  of  paralytic  polio  has  decreased  a 
spectacular  80%,,  due  largely  to  the  use  of  vaccine.  He  states  that  1,578  paralytic  cases 
have  been  reported  thus  far  this  year  in  contrast  with  7,886  for  the  comparable  period 
two  years  ago,  and  5,241  last  year.  Total  cases  (non-paralytic  included)  also  have  de- 
creased, from  an  average  of  24,928  over  the  past  five  years  to  4,8  51  this  year. 

Secretary  Folsom  states  that  this  is  the  best  time  for  medical  societies  and  individual 
physicians  to  make  sure  that  everyone  who  needs  protection  gets  it.  He  noted  that  more 
than  37,000,000  Americans  under  40  have  received  no  vaccine,  and  44,000,000  have 
had  only  one  or  two  doses. 

THE  AMERICAN  MEDICAL  RESEARCH  FOUNDATION  was  recently  established 
by  the  AMA.  Principle  purposes  of  the  Foundation  will  be:  (1)  to  promote  the  bet- 
terment of  public  health  through  scientific  and  medical  research;  (2)  to  plan  and  ini- 
tiate scientific  and  medical  research,  and  (3)  to  collect,  correlate,  evaluate  and  dissem- 
inate results  of  scientific  and  medical  research  activities  to  the  general  public.  Voting 
members  of  the  Foundation  will  be  AMA  trustees.  Meetings  will  be  held  annually  at 
the  time  of  the  AMA  Annual  Sessions. 

THE  WORLD  MEDICAL  ASSOCIATION  is  a confederation  of  53  national  medical 


associations,  representing  700,000  physicians  around  the  world. 

CONTRIBUTE  NOW  TO  A.M.E.F. 


A DRAMATIC  EDUCATIONAL  FILM  on  cancer  has  recently  been  added  to  the  AMA 
Film  Library.  Entitled  "The  Other  City”,  the  film  stresses  the  encouraging  fact  that 
doctors  currently  are  saving  one-in-three  patients  as  compared  with  a previous  one-in- 
four  ratio.  The  setting  of  the  film  is  Racine,  Wisconsin,  and  the  following  four  basic 
thoughts  are  developed:  (1)  Racine  empty  and  lifeless;  (2)  a symbolic  representation 
of  what  cancer  is;  (3)  how  the  75,000  inhabitants  of  this  token  city  could  have  helped 
save  themselves,  and  (4)  Racine  alive  and  bustling. 

Produced  by  the  American  Cancer  Society,  this  16  mm  color  film  is  suitable  for  show- 
ings on  local  television,  church,  club  and  school  gatherings.  Medical  societies  may 
book  the  film  through  the  AMA  Film  Library  or  through  the  State  Office  of  The  Med- 
ical Society  of  Virginia. 

MORE  THAN  30,000  PHYSICIANS  last  year  took  graduate  training  either  as  an  in- 
tern or  resident.  There  were  9,893  graduates  serving  internships  in  1956-57,  an  increase 
of  290  over  195  5-5  6.  There  were  23,012  serving  residencies,  an  increase  of  1,587  over  the 
preceding  year.  This  training  was  offered  by  1,372  approved  hospitals. 

The  percentage  of  available  Internship  and  residency  positions  filled  in  1956-57  remain 
the  same  as  that  of  195  5-5  6.  Respectively  they  were  83  and  81  per  cent  filled. 

During  the  past  ten  years,  there  has  been  an  increase  of  6 per  cent  in  the  number  of 
approved  hospitals  and  an  Increase  of  3 1 per  cent  in  the  number  of  internships  offered. 
The  number  of  interns  per  hospital  has  increased  from  11.3  ten  years  ago  to  13.9  in 
1956-57. 

THE  OFFICE  OF  VOCATIONAL  REHABILITATION  reports  that  the  number  of 
persons  restored  to  useful  work  during  the  fiscal  year  ending  July  1 reached  a record 
high  of  71,570.  Another  145,000  disabled  persons  were  receiving  rehabilitation  serv- 
ices at  the  end  of  the  fiscal  year,  and  most  of  these  are  expected  eventually  to  be  re- 
stored to  productive  work.  It  is  estimated  that  those  rehabilitated  during  the  twelve 
months  will  increase  their  earnings  the  first  year  on  the  job  from  $18.9  million  to  $127.6 
million. 

FROM  ALL  INDICATIONS,  VA  patient  loads  are  relatively  stable  at  present.  It  seems 
likely,  however,  that  Congress  will  soon  have  to  decide  whether  this  load  is  to  remain 
stable.  Several  state  veterans’  groups  have  been  pressing  for  new  VA  hospitals  in  their 
areas  even  though  there  are  no  service-connected  cases  on  the  VA  waiting  list  any- 
where in  the  United  States. 

THE  LINES  ARE  BEING  DRAWN  and  signs  point  to  a busy  time  in  the  health  field 
during  the  second  session  of  Congress.  The  Chairman  of  the  House  Appropriations^ 
Sub-Committee  on  HEW  Budget  has  placed  federal  construction  aid  to  medical  schools: 
high  on  the  list  of  bills  due  for  action.  However,  he  made  no  mention  of  the  labor 
backed  bill  for  free  hospitalization  for  the  aged  under  Social  Security. 


Womans  Auxiliary . . . . 


i Biographical  Sketch 

I 

{ Louise  \\'a]ler  St.  George,  the  wife  of  Dr.  John 
Randolph  St.  George,  is  from  Portsmouth,  Virginia. 
She  was  born  in  Weldon,  North  Carolina,  but  has 
spent  most  of  her  life  in  Portsmouth.  She  is  the 
i daughter  of  Mrs.  Ethel  Day  Waller,  who  is  widely 
known  in  the  field  of  Nursing  Education  in  Vir- 
( ginia.  Her  father  died  when  she  was  a very  young 
child.  It  was  after  his  death  that  her  mother  en- 
, tered  the  Graduate  School  of  Nursing  of  the  Univer- 
I sity  of  Pennsylvania,  in  Philadelphia.  After  three 
years  separation.  Airs.  St.  George  and  her  only  sister 
were  reunited  wdth  their  mother  in  Portsmouth.  After 
a few  years  of  public  health  nursing  her  mother 
entered  the  field  of  hospital  administration  and 
nursing  education.  Because  of  her  mother’s  career, 

. Airs.  St.  George’s  girlhood  was  spent  in  the  at- 
I mosphere  of  hospitals  and  the  medical  profession. 

She  attended  Westhampton  College  and  sang  in 
the  Glee  Club.  She  studied  voice  under  Air.  and 
^ Airs.  Edwin  Eeller,  in  Norfolk.  Airs.  St.  George 
I attended  business  school  after  leaving  college.  She 

■ I became  secretary  to  four  doctors,  met  and  married 
' Dr.  St.  George  when  he  returned  to  Portsmouth  to 

■ i practice. 

Dr.  St.  George  attended  William  & Alary  College 
H and  graduated  from  the  Aledical  College  of  Vir- 
fl  ginia.  He  interned  and  was  resident  in  surgery  at 
'I  the  Hospital  of  St.  Vincent  de  Paul,  in  Norfolk. 

1 1 He  does  general  practice  and  surgery  and  is  active 
■|  in  the  Virginia  Academy  of  General  Practice.  Airs, 
il  St.  George  was  historian  for  the  auxiliary  to  this 
t|  organization  last  year. 

Dr.  and  Airs.  St.  George  have  one  son,  John 
f Randolph  St.  George,  Jr.,  who  graduated  from  the 
' Virginia  Alilitary  Institute  last  June  with  a Bache- 
I lor  of  Arts  Degree  in  Biology,  studied  this  past  sum- 
I mer  at  the  Alountain  Lake  Biological  Laboratory  of 
the  University  of  Virginia,  and  is  continuing  his 
I graduate  studies  in  Biology  this  year  at  the  Virginia 
: Polytechnic  Institute. 

Airs.  St.  George  is  a member  of  the  Woman’s 
Auxiliary  to  the  Norfolk  County  Aledical  Society. 
She  is  a former  president  and  has  served  on  the 
board  in  various  capacities  for  a number  of  years. 
She  is  also  a member  of  the  Auxiliary  to  the  Ports- 
mouth Academy  of  Aledicine,  which  organized  on 
September  sixth  of  this  year. 


Mrs.  John  Randolph  St.  George 
President,  Woman's  Auxiliary 


On  the  board  of  the  \\’oman’s  Auxiliary  to  The 
Aledical  Society  of  Virginia  Airs.  St.  George  has 
been  Finance  Chairman,  Revisions  Chairman,  Chair- 
man of  Organization  and  Alembership,  Third  Vice- 
President  and  President-elect. 

Dr.  and  Airs.  St.  George  are  active  members  of 
St.  John’s  Episcopal  Church,  in  Portsmouth.  Dr. 
St.  George  is  on  the  staff  of  both  hospitals  there, 
and  Airs.  St.  George  is  a member  of  the  Auxiliary 
to  the  Alaryview  Hospital  and  the  Portsmouth  Gen- 
eral Hospital.  She  was  a former  president  of  the 
Auxiliary  to  the  King’s  Daughters’  Hospital,  which 
is  now  the  Portsmouth  General.  She  has  served  on 
the  board  of  this  auxiliary  for  a number  of  years. 
It  is  in  this  hospital  that  her  mother  is  still  actively 
engaged  in  directing  a school  of  nursing  and  nursing 
services. 

Although  her  life,  as  far  back  as  she  can  remem- 
ber, has  been  spent  in  the  association  of  the  sick 
and  those  who  administer  to  them.  Airs.  St.  George 
has  many  other  associations  and  hobbies.  She  is  a 
member  of  the  Elizabeth  River  Garden  Club,  the 
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Portsmouth  Woman’s  Club,  the  Norfolk  ^luseum  of 
Arts;  supports  the  Community  Concerts  and  the 
Little  Theater.  She  loves  opera  and  the  symphony; 
enjoys  choir  work.  Gardening  is  a hobby  which  she 
shares  with  her  husband.  She  does  some  flower  ar- 


ranging, stencilling  and  tray  painting,  but  does  not 
claim  proficiency  in  these.  She  is  constantly  seeking 
new  outlets  for  her  energies,  but  tries  to  take  them 
one  at  a time,  in  order  to  do  each  job  well  and  give 
of  herself  whole-heartedly. 


All  Fevers  Aren’t  Flu 


The  .American  Medical  Association's  special  com- 
mittee on  influenza  warned  against  attributing  all 
flu-like  symptoms  to  .\sian  influenza.  In  its  first 
comprehensive  report  to  physicians  on  .\sian  in- 
fluenza, the  committee  quoted  an  Army  physician 
as  saying,  “All  that  fevers  is  not  flu.”  When  a dis- 
ease is  widespread,  there  is  a tendency  to  attribute 
the  symptoms  of  most  patients  to  the  new  disease. 
Physicians  particularly  must  Ije  aware  of  this  fact. 

Only  by  isolating  the  causative  virus  from  throat 
swabs  of  ill  patients  can  a definite  diagnosis  of 
-Asian  flu  be  made. 

In  the  report  in  the  September  28  Journal, 

the  committee  listed  eight  main  conclusions  about 
the  disease  and  summarized  the  situation  as  it  now 
stands.  .An  accompanying  editorial  pointed  out  that 
‘‘any  change  in  the  incidence  of  reported  cases,  or 
in  the  virulence  of  the  virus,  might  warrant  a com- 
pleteh'  new  approach  toward  the  disease." 

-As  of  now,  the  committee  has  reached  these  con- 
clusions : 

— The  probability  of  an  epidemic  of  .Asian  influ- 
enza this  fall  or  winter  is  great. 

— The  United  States  population  has  no  natural 
immunity  to  this  type  of  influenza. 

— The  most  satisfactory  vaccine  possible  has  been 
developed. 

— The  supply  of  this  vaccine  should  soon  be  ade- 
quate to  protect  essential  national  services. 

— The  vaccine  is  safe,  e.xcept  in  patients  with 
known  allergy  to  eggs. 

— The  course  of  the  disease  is  moderate  in  most 
patients,  and  there  have  been  very  few  deaths  re- 
ported due  to  the  disease. 

— It  is  possible,  but  not  probable,  that  the  disease 
will  increase  in  virulence. 

— .Antibiotic  and  sulfonamide  drugs  are  not  effec- 
tive in  uncomplicated  influenza  cases.  If  secondary 
bacterial  infection  occurs  as  a complication,  adequate 


treatment  with  these  drugs  should  lessen  the  serious- 
ness of  the  infections. 

The  committee  pointed  out  that  vaccine  is  now 
available  in  limited  quantities.  Much  more  will 
become  available  during  the  next  few  months,  but 
until  then  physicians  will  have  to  decide  how  best 
to  conserve  the  supply  of  vaccine.  Two  methods  of 
injection  have  been  suggested.  One  calls  for  one 
cubic  centimeter  to  be  injected  sulxrutaneously  (under 
the  skin).  The  other  calls  for  one-tenth  of  a cubic 
centimeter  to  be  injected  intradermally  (between  the 
layers  of  the  skin). 

Until  further  information  about  the  effectiveness 
of  these  two  methods  is  available,  the  physician  will 
have  to  decide  for  himself  how  the  vaccine  should  be 
given  to  his  patients. 

The  symptoms  of  .Asian  influenza  consist  of  chills 
that  occur  with  very  little  warning  and  temperature 
that  climbs  to  10,5  or  104  F and  remains  in  that 
range  for  three  to  four  days.  The  fever  is  accom- 
panied by  headache  and  general  muscle  pains.  .As 
the  fever  subsides  and  the  aches  and  pains  gradually 
vanish,  the  patient  is  generally  left  weak. 

There  is  actually  no  specific  treatment.  Naturally 
the  healthy  person  with  good  habits  of  eating  and 
sleeping  “stands  the  best  chance  in  a bout  of  any 
infectious  disease,”  the  report  said.  Once  .Asian  flu 
strikes,  bed  rest  and  fluids  are  necessary.  Hospitali- 
zation should  be  limited  to  patients  who  develop 
complications  or  to  those  with  other  diseases  which 
might  be  aggravated  by  influenza. 

.All  patients  should  be  isolated  insofar  as  it  is 
convenient  and  every  patient  should  be  protected 
from  sources  of  bacterial  infections.  During  the  acute 
stage  of  influenza,  the  patient  should  not  be  allowed 
to  have  visitors,  the  report  concluded. 

The  special  report  was  prepared  by  a subcommit- 
tee consisting  of  Drs.  Cortez  F.  Enloe,  Jr.,  New 
York,  Alax  L.  Lichter,  Detroit,  and  David  Henry 
Peer,  .Atlanta,  Georgia,  in  consultation  with  the  sur- 
geon general  of  the  U.S.  Public  Health  Service. 
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Editorial . . . . 


Harry  Clark  Bates,  Jr. 

NEWS  that  Harry  Clark  Bates,  Jr.,  M.lJ.,  had  l)een  named  I‘resident-EIect 
of  I he  IMedical  Society  of  Virginia  created  a great  deal  of  e.xcitement  in  our 
medical  com.munity  of  Northern  Virginia.  For  the  first  time  in  the  over  one  hundred 
year  history  of  The  Medical  Society  of  \ irginia  its  president  was  to  come  from  the 
area  of  the  Tenth  District. 


Harry  Clark  Bates,  Jr.,  M.D. 
President,  The  Medical  Society  of  Virginia 


The  October,  1956,  issue  of  the  Medical  Bulletin  was  already  in  press.  However, 
this  news  could  not  wait.  W'e  literally  stopped  the  presses!  We  changed  our  lead 
story  to  have  the  headline  “Bates  President-Elect  of  State  Scx'iety'’.  We  ripped  out 
the  cartoon  on  our  editorial  page  and  in  its  itlace  ran  the  words  “Congratulations 
Harry!”  The  story  also  made  the  front  jrage  of  our  local  newspaper,  The  Northern 
Virginia  Sun,  and  was  carried  in  the  Washington  ])apers.  To  us  this  was  an  historic 
event. 

This  news  brought  happiness  to  every  single  member  of  our  medical  community — 
phy'sicians,  wives,  nurses,  technicians,  secretaries  and  allied  personnel.  Here  is  an 
individual  who  truly  has  100%  backing  of  the  “home  folk”. 

What  kind  of  person  is  this  and  why  does  he  have  such  a following?  Let  us  first 
review  the  high-lights  of  his  life  to  date  and  then  obtain  an  exi)ression  of  opinions 
from  his  phy’sician  colleagues. 

Harry  Clark  Bates,  Jr.,  was  born  October  19,  1917,  in  Brentwood,  Maryland.  Three 
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years  later  he  moved  to  Arlington,  Virginia.  His  parents,  whose  guidance,  encourage- 
ment and  help  have  been  and  continue  to  be  invaluable  to  Harry,  still  reside  at  the 
family  home  at  4761-24th  Road,  North,  Arlington. 

Dr.  Bates  attended  elementary  and  high  schools  in  .Arlington  County  and  W’ashing- 
ton,  D.  C.  In  the  fall  of  19.35,  he  entered  the  University  of  Virginia,  graduating  in 
19.39,  with  a B.  S.  degree. 

The  following  fall,  Harry  entered  George  \\’ashington  University  IMedical  School. 
The  Medical  School  program  was  accelerated  due  to  World  War  II  and  he  received 
his  M.D.  degree  in  P'ebruary,  1943.  While  in  IMedical  School,  he  was  a member  of 
Phi  Chi  Medical  Fraternity,  the  \\'illiam  Beaumont  Medical  Society  and  the  A.F.A. 
King  Obstetrical  Society. 

Dr.  Bates  served  as  intern  and  resident  physician  at  George  Washington  University 
Hospital  until  October,  1944.  At  this  time,  he  was  called  to  active  duty  with  the 
United  States  Army  Medical  Corps.  He  was  discharged  as  a captain  in  1946.  Fol- 
lowing his  discharge,  he  continued  his  medical  studies  by  serving  as  a resident  in 
internal  medicine  in  the  Mount  Alto  Veterans  Hospital  for  a period  of  two  years. 
After  completion  of  his  residency.  Dr.  Bates  opened  his  office  for  the  private  practice 
of  medicine  in  Arlington  in  1948.  Here  he  has  won  the  respect  of  his  many  patients 
not  only  by  his  medical  knowledge  but  by  his  sympathetic,  humanistic  approach  to 
their  problems. 

Harry  is  a devoted  family  man.  He  married  the  lovely  and  petit  Venita  L.  Robbie 
of  .Arlington  in  June,  1943.  Harry  and  Venita  had  been  sweethearts  since  high  school 
days.  They  have  three  wonderful  children.  Clark,  age  11,  be-bop  fan,  president 
of  the  6th  grade,  loves  sports,  particularly  baseball.  Jacqueline,  age  8,  a Bluebird  in 
the  Campfire  Girls,  plays  the  piano.  Robert,  age  1,  bright-eyed,  specialist  in  back- 
ground music,  delights  in  his  toy  mailbox. 

Harry’s  most  pleasurable  moments  are  spent  with  his  family.  He  enjoys  his  hobby 
of  electr'ical  trains  and  likes  to  work  with  his  hands  such  as  in  the  garden  or  in 
creating  things  for  his  children  in  his  workshop.  The  family  are  members  of  St. 
Mary’s  Episcopal  Church  in  .Arlington. 

In  addition  to  his  devotion  to  his  profession  and  to  his  family,  there  is  another 
important  asjject  to  Dr.  Bates’  personality.  He  is  an  individual  who  believes  in  his 
community  and  works  for  its  betterment.  He  has  been  a member  of  the  Arlington 
Kiwanis  Club  for  8 years,  and  a member  of  the  Board  of  Directors  for  three  years; 
member  of  the  Beard  of  Directors  of  the  Arlington  Red  Cross;  member  of  the  Board 
of  the  Northern  Adrginia  Heart  Association;  member  of  the  Board  of  Trustees  of  the 
■Arlington  Community  Chest  and  Council ; member  of  the  Arlington  Hospitalization 
Fund  Board  and  served  as  chairman  in  1955.  He  is  a Clinical  Instructor  in  Medicine 
in  the  George  ^^'ashington  Imiversity  Medical  School,  having  held  this  position  for  the 
past  nine  years. 

Harry  has  been  a member  of  the  Arlington  County  Aledical  Society  since  1948,  sec- 
rctar}’  in  1951  and  president  in  1955.  In  addition  he  has  served  on  several  committees 
for  the  Society. 

Dr.  Bates  has  been  a member  of  The  Aledical  Society  of  Virginia  since  1948.  He 
has  served  on  numerous  committees.  He  was  chairman  of  the  Public  Relations  Com- 
mittee in  1955,  1956,  and  10th  District  Councilor  1952,  1955,  and  1956. 

His  other  affiliations  include  the  Adrginia  Academy  of  General  Practice;  member, 
AM.A;  associate  member.  Medical  Society  of  the  District  of  Columbia;  memlrer.  World 
IMedical  Association. 

Harry  is  keenly  interested  in  good  public  relations  for  the  medical  profession.  In 
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all  his  endeavors,  he  has  taught  and  practiced  the  princijde  of  desired  jjuljlic  relations. 

Now  that  we  have  reviewed  his  life  to  date,  let  us  see  what  three  of  his  medical 
colleagues  have  to  say  about  him. 

ir.  C.  Welburn,  M.D.: 

“At  a caucus  of  delegates  from  the  10th  District  it  was  agreed  that  .•\rlington 
County  should  name  a candidate  for  the  Council. 

“\^'e  selected  Harr}’  Clark  Bates  and  we  ‘builded  better  than  we  knew.’ 

“He  had  previously  shown  great  interest  in  the  problems  confronting  the  State 
Aledical  Society  and  as  councilor  he  gave  freely  of  his  time  and  money  to  further 
its  interests.  His  judgment  and  advice  were  so  appreciated  that  he  was  early  marked 
for  advancement.  All  we  had  to  do  was  give  him  a start  and  he  made  the  grade 
under  his  own  power. 

“Thanks  to  Harry  Bates,  Arlington  County  Medical  Society  has  at  last  found  its 
place  in  the  sun.” 

J.  R.  B.  Hutchinson,  M.D.: 

“Harry  Clark  Bates,  who  had  been  elected  to  the  Presidency  of  The  Medical 
Society  of  Virginia,  is  a man  most  worthy  of  this  honor.  He  is  a person  respected 
and  held  in  the  highest  esteem  by  the  profession  as  well  as  the  laymen  of  his  com- 
munity. His  associates,  I am  sure,  recognize  that  he  has  the  ability,  interest  and 
willingness  to  assume  the  responsibilities  which  are  necessary  for  real  leadership 
and,  at  the  same  time,  maintain  his  genial  and  pleasant  personality. 

“Our  late  Dr.  Fisher  of  Staunton,  Virginia,  Chairman  of  the  Nominating  Com- 
mittee which  considered  the  nomination  of  Dr.  Bates,  stated  that  he  had  observed 
this  physician  for  a considerable  period  of  time  and  felt  that  he  had  the  character- 
istics and  innate  ability  to  become  one  of  the  leading  Presidents  of  the  State  Medical 
Society  as  well  as  probably  being  one  of  the  youngest. 

“We  of  the  Tenth  District  are  proud  and  deeply  appreciative  of  the  recognition 
and  honor  which  have  Ijeen  bestowed  upon  Dr.  Bates  by  our  State  IVIedical  Society 
and  wish  for  him  every  success  in  the  coming  year.” 

Lloyd  B.  Burk,  Jr.,  M.D.: 

“Many  men  fail  to  achieve  maturity  in  a full  life  span — for  maturity  is  more 
than  an  aging  process.  While  there  are  numerous  men  of  later  years  who  may  be 
classified  as  mature,  a young  man  who  “comes  of  age”  is  outstanding.  Arlington 
has  found  such  a person  in  the  individual  of  Harry  Clark  Bates;  and  The  Medical 
Society  of  Virginia  also  discovered  his  unusual  talents  and  has  made  him  its 
President.  We  are  indeed  delighted. 

“I  cannot  think  of  a greater  achievement  in  a man’s  life  than  the  attainment  of 
maturity.  There  are  so  many  elements  which  are  productive  of  this  end  result.  I 
believe  it  is  a goal  before  many  of  us  and  the  example  is  worth  reviewing. 

“First  of  all  Harry  is  a religious  man — his  faith  in  God  is  firm.  He  and  his 
family  are  active  in  their  Church.  And,  as  an  individual  and  physician  he  seeks 
God’s  guidance  and  help. 

“Harry  is  a devoted  husband  and  father.  In  spite  of  a busy  practice  and  his  many 
extracurricular  activities  he  sets  aside  time — not  enough  according  to  him — for  his 
family. 

“He  is  a physician  of  the  highest  calibre.  He  cares  for  his  patients  with  high 
intelligence  and  genuine  compassion.  On  difficult  problems  he  seeks  counsel  with 
other  physicians  and  these  occasions  are  additive  to  his  stature. 

“His  conduct  in  the  administrative  phase  of  hospital  staff,  medical  societies  and 
community  affairs  is  a singular  achievement.  He  deals  with  each  problem  thoroughly 
and  with  dispatch.  He  has  self  confidence  without  egotism — enthusiasm  for  others 
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and  humility  for  his  own  attainments.  His  evaluation  of  controversy  is  without 
bias  and  with  disciplined  emotions.  He  presents  dignity  without  pompousness.  He 
has  an  inherent  ability  to  differentiate  right  from  wrong — and  stand  firm  in  his 
beliefs  regardless  of  political  favor. 

“Harry  Clark  Bates  of  Virginia  is  a leader  and  will  always  have  the  confidence 
of  the  men  he  sen-es.” 

In  summary,  the  medical  community  of  Northern  Virginia,  and  particularly  .Ar- 
lington County,  has  indeed  been  honored  that  one  of  its  members,  Harry  Clark  Bates, 
Jr.,  M.D.,  is  to  serve  as  president  of  The  Medical  Society  of  Virginia.  He  is  one  of 
the  youngest  men  ever  elected  to  the  presidency  of  the  Society,  but  he  is  most  capable 
of  handling  the  job. 

.A.  A'.  Rigsbee,  M.D. 


State  Sovereignty  and  the 
Big  Square  States 


nPHIS  ISSUE  of  the  A'irginia  Medical  Monthly  marks  the  second  anniversary  of 
the  appointment  of  the  present  Editorial  Board.  The  indulgence  of  the  reader  is 
requested  to  permit  your  Editor,  on  this  occasion,  to  digress  from  the  usual  medical 
topics  and  discuss  a matter  which  should  Ije  of  interest  to  all  of  us  but  which  is  without 
medical  significance.  The  thoughts  expressed  are  those  of  the  writer  and  are  not  neces- 
sarily shared  by  other  members  of  The  Medical  Society  of  A’irginia. 

For  the  past  two  months  we  have  heard  much  about  Little  Rock  and  states’  rights 
and  this  brings  home  to  us  anew  the  degree  to  which  state  sovereignty  has  been  lost 
during  recent  years.  States'  rights  is  a meanful,  tangible  thing  to  A’irginians  but  as 
one  goes  north  or  west  the  phrase  appears  to  have  neither  interest  nor  meaning  for  the 
average  citizen.  AA'hy  does  a matter  of  such  import  to  us  mean  so  little  to  so  many 
Americans? 

One  needs  only  to  look  at  a map  of  the  United  States  to  find  an  answer.  The  states 
north  of  the  Ohio  River  and  west  of  the  Alississippi  are  generally  large  and  square 
or  rectangular  in  shape.  This  means  that  they  were  cut  out  of  public  lands.  In  the 
west,  this  land  belonged  to  the  federal  government  while  north  of  the  Ohio  it  formerly 
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j was  part  of  the  State  of  Virginia.  Where  the  line  fell  meant  little  in  tliese  va.st  wind- 

swept spaces. 

I At  the  time  this  federal  land  was  partitioned  the  inhabitants  thought  primarily  in 

I terms  of  the  national  government  and  only  secondarily,  if  at  all,  in  terms  of  their  newly- 

■ created  state.  This  pattern  of  thought  has  carried  on  to  the  jrresent  da}’.  Attorney 

I General  Brownell  is  a product  of  Nebraska  and  President  Eisenhower  s[)cnt  his 

I formative  years  in  adjoining  Kansas.  The  federal  government  e.xi.sted  before  these 

states  were  formed  and  the  states  served  only  as  prolitical  subdivisions  with  much  the 
same  relationship  to  the  national  government  as  our  Virginia  counties  have  to  our 
Commonwealth.  The  transition  from  territorial  to  state  status  was  accomplished  easily 
for  actually  little  change  took  place. 

More  than  fifty  per  cent  of  the  area  of  a number  of  the  western  states  continues  as 
public  land  and  over  eighty-seven  j)er  cent  of  Nevada  still  l)elongs  to  the  United 
States.  \\’hat  can  states’  rights  mean  fi)  a state  which  controls  only  one-seventh  of  the 
land  within  its  boundaries? 

A corollary  to  these  observations  is  the  significance  of  the  long  straight  boundaries 
between  the  Western  States.  A straight  line  between  two  states  means  that  at  the  time 
the  boundary  was  established  there  was  little  or  no  difference  between  the  people  who 
lived  on  either  side  and  it  was  a matter  of  indifference  to  them  as  to  which  state  they 
ultimately  were  assigned.  The  straight  boundary  between  Virginia  and  North  Caro- 
lina is  an  e.xample  of  this. 

On  the  other  hand,  barring  natural  barriers,  as  rivers  or  mountain  ranges,  an 
irregular  line  between  two  states  means  that  dissimilar  people  lived  across  the  line 
from  each  other  and  it  was  a matter  of  vital  concern  as  to  which  side  they  found 
themselves  on.  The  boundary  between  Virginia  and  West  Virginia,  which  was  created 
during  the  Confederate  \\’ar,  is  a good  illustration  of  this.  The  only  straight  line 
along  this  tortured  boundary  is  a short  section  between  Berkeley  and  Jefferson  Counties 
in  West  Virginia  and  Frederick  and  Clarke  Counties  in  Virginia.  The  reason  for  this 
is  not  hard  to  arrive  at.  Berkeley  and  Jefferson  Counties  cho.se  to  remain  in  Virginia 
l)ut  were  removed  b\’  force  from  the  Commonwealth  and  given  to  West  Virginia  because 
the  tracks  of  the  Baltimore  and  Ohio  Railroad  passed  through  them  and  the  North 
did  not  want  this  railway  on  Virginia  soil. 

Statehood  and  the  rights  and  privileges  inherent  in  a sovereign  state  mean  little  to 
these  rectangular  Johnnies-come-lately.  These  recent  arrivals  contributed  nothing  when 
they  entered  the  union  but  gained  much  in  political  patronage  and  federal  handouts. 
Where  all  comes  free  nothing  is  of  value.  Virginia,  on  the  other  hand,  gave  uj)  a 
quarter  million  sejuare  miles  of  territory  and  175  years  of  relatively  independent  ex- 
istence. Before  Virginia  ratified  the  Constitution,  Patrick  Henry  and  like-minded 
Virginians  saw  to  it  that  the  Bill  of  Rights  would  spell  in  simple  language  the  broad 
rights  of  the  sovereign  states.  Once  our  signature  was  obtained  these  written  promises 
have  proved  as  ephemeral  as  President  Eisenhower’s  verbal  assurances  that  armed 
forces  would  not  be  used  to  enforce  integration. 

But  what  of  the  New  Englanders  who  also  ratified  the  Constitution  and  should  have 
been  equally  zealous  in  maintaining  the  sovereignty  of  their  own  states?'  Such  has 
not  been  the  case.  An  explanation  in  part  may  be  found  in  the  many  first  and  second 
generations  of  foreign  born  who  came  to  a strange  land  and  “knew  not  Joseph,”  but  this 
is  not  the  entire  answer,  d'he  unanswered  part  of  this  question  is  part  and  parcel  of 
the  much  larger  question  as  to  what  makes  Yankees  behave  as  they  do.  The  answer 
to  this  must  await  another  editorial  and  another  author — possibly  a i>sychiatrist. 

H.J.W. 
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New  Members. 

Since  the  list  published  in  the  October  issue  of 
the  Monthly,  the  following  new  members  have  been 
admined  into  The  Medical  Society  of  Virginia : 
Samuel  Webster  Adams,  Jr.,  ;M.D.,  Martinsville 
George  Emor}-  Cain,  M.I).,  Dante 
William  Belfield  Cave,  ^I.D.,  Madison 
Kurt  Johannes  Fox,  M.D.,  Culpeper 
lames  Eugene  Grimes,  M.D.,  Fredericksburg 
Michael  John  Keith,  M.D.,  Norfolk 
James  Bunting  Kenley,  M.D.,  Louisa 
Herbert  Edward  Lane,  Jr.,  M.D.,  Falls  Church 
William  Michael  Lordi,  M.D.,  Richmond 
Irwin  H.  McNeely,  M.D.,  Franklin 
Charles  Loren  Ransom,  M.D.,  Danville 
Joseph  Walter  Siewick,  M.D.,  Falls  Church 
Walter  Paul  Wise,  ^M.D.,  Manassas 

Annual  McGuire  Lecture. 

The  29th  .\nnual  McGuire  Lectures  Series  of  the 
Medical  College  of  Virginia  will  be  held  on  Novem- 
ber 13-15.  Dr.  Francis  D.  Moore.  Moseley  Profes- 
sor of  Surgery,  Harvard  Medical  School,  will  be 
guest  lecturer.  He  will  speak  on  Electrohle  Dis- 
orders Characteristic  of  the  Surgical  Patient  on  the 
13th  and  on  Protein  Starvation  and  the  Wound  on 
the  14th. 

A Svmposium  on  Endocrinology  and  Metabolism 
in  Surgery  will  be  held  on  the  14th  and  l^th.  Sub- 
jects for  discussion  on  the  14th  are:  The  Regula- 
tion of  Endocrine  Secretion  Following  Operative 
Trauma  by  Dr.  David  M.  Hume,  Medical  College 
of  Virginia;  F'rinary  Catechol  Amines  by  Dr.  IMc- 
Chesney  Goodall.  Duke  University;  Epinephrine 
Secretion  in  the  Adrenal  Venous  Blood  by  Dr. 
Hume;  Blood  Catechol  Amines  by  Dr.  Moore;  Am- 
monia Metabolism  in  Liver  Disease  by  Dr.  Stuart 
Ragland,  Jr.,  Medical  College  of  Virginia;  Am- 
monia ^Metabolism  in  Shock  by  Dr.  J.  Shelton  Hors- 
lev,  HI.  Peter  Bent  Brigham  Hospital;  Normal 
.\idosterone  Secretion  by  Dr.  Frederic  C.  Bartter. 
National  Heart  Institute;  and  .Mdosterone  Secretion 
in  Response  to  Trauma  by  Dr.  Bernard  Zimmermann, 
University  of  Minnesota.  On  the  15th,  subjects  will 
be:  The  Anti-Diuretic  Hormone  by  Dr.  Bartter; 
Sodium  and  Potassium  ^letabolism  by  Dr.  Zimmer- 
mann; Functioning  Carcinoid  by  Dr.  William  Par- 
son, Universitv  of  Virginia,  and  Dr.  Albert  Sjoerd- 
sma.  National  Heart  Institute;  Management  of 


.\cute  Renal  Failure  by  Dr.  Allan  IM.  L'nger,  Medi-  i 
cal  College  of  Virginia;  Electrohie  Problems  in 
Pediatric  Surger}-  by  Dr.  Arnold  M.  Salzberg,  Medi- 
cal College  of  Virginia;  The  Diagnosis  of  Adrenal 
Tumors  by  Dr.  Parson;  and  Surger}-  of  the  Adrenal 
Gland  by  Dr.  Hume. 

.\11  lectures  will  be  held  in  the  Baruch  Auditorium  j 
of  the  Egvptian  Building,  Medical  College  of  Vir-  | 
ginia.  There  is  no  charge  for  the  ^IcGuire  Lectures  ■ 
themselves;  there  will  be  a charge  of  S5.00  a day  , 
for  the  lectures  given  during  the  days  of  the  14th  ' j 
and  15th.  except  to  members  of  the  faculty  of  the  , i 
ISIedical  College  of  Virginia,  the  Medical  Depart-  , < 
ment  of  the  F’niversity  of  Virginia,  the  physicians  i:- 
of  the  McGuire  VA  Hospital,  medical  students,  and  i 
members  of  the  house  staff  of  any  hospital. 

Dr.  Garcin  Honored. 

Dr.  Ramon  D.  Garcin,  Richmond,  was  honored  k 

i 

on  his  90th  birthday  at  a dinner  given  by  the  Board  ■ ' 
of  Directors  of  the  State  Planters  Bank  of  Com-  ! 
merce  and  Trusts.  He  was  presented  with  a mounted 
scroll  of  commendation.  Dr.  Garcin  has  been  a 
director  of  the  bank  since  1912  and  has  attended 
526  of  the  550  scheduled  meetings. 

New  Medical  Journal.  j 

The  American  Rheumatism  announces  the  forth- 
coming publication  of  ‘‘.Arthritis  and  Rheumatism" 
which  is  to  be  their  official  journal.  The  new  journal 
will  appear  bimonthly  starting  with  the  January- 
February  1958  issue.  Dr.  William  S.  Clark  has  been 
named  editor. 

The  journal  will  cover  the  field  of  connective  tis- 
sue disorders,  in  particular  rheumatoid  arthritis, 
osteoarthritis,  rheumatic  fever,  gout,  the  so-called 
collagen  diseases,  and  nonarticular  rheumatism. 

Dr.  White  Receives  Award. 

Dr.  Forrest  P.  White,  Norfolk,  will  receive  S700 
as  one  of  the  nine  winners  in  the  second  annual 
Ted  V.  Rodgers  awards  for  articles  on  highway 
improvement.  He  was  the  only  non-journalist  to 
receive  the  honor  in  the  contest  sponsored  by  Trail- 
mobile,  Inc. 

Clinic  Is  Opened. 

The  Dickenson  Clinic  at  Clintwood,  Dickenson 
Countv's  newest  medical  facility,  officially  opened  its 
doors  the  first  week  in  September.  This  is  one  of 
the  most  modern  clinics  in  this  section  of  the  state. 
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It  has  four  consultation  rooms,  an  emergency  room, 
business  office  and  reception  room,  and  complete 
laboratorj’  and  x-ray  equipment. 

Named  to  Hospital  Board. 

Four  area  physicians  have  been  elected  to  the  Board 
of  Directors  of  the  Northern  Virginia  Doctors  Hos- 
pital Corporation.  They  are  Dr.  H.  Clark  Bates, 
Arlington;  Dr.  Lloyd  Burke,  Arlington;  Dr.  Chris- 
topher Murphy,  Alexandria;  and  Dr.  Thomas 
O'Brien,  Falls  Church. 

Dr.  Isadore  S.  Zfass, 

Richmond,  participated  in  a symposium  on  “Sleep 
Electroencephalography”  at  the  Eleventh  Annual 
Meeting  of  the  .American  Electroencephalographic 
Society,  held  at  Bishop’s  Lodge,  Santa  Fe,  New 
Mexico,  October  3-6.  Dr.  Zfass  is  a Councillor  of 
the  Society,  Chairman  of  the  Committee  on  Public 
and  Legal  Relations,  and  a member  of  the  Commit- 
tee for  the  Certification  of  Technicians. 

Southwestern  Virginia  Medical  Society. 

.At  the  annual  meeting  of  this  Society,  held  in 
Roanoke,  September  12th,  Dr.  Reverdy  H.  Jones, 
Jr.,  Roanoke,  was  named  president,  succeeding  Dr. 
J.  T.  Showalter,  Christiansburg.  Dr.  Glenn  Cox, 
Hillsville,  was  elected  vice-president,  and  Dr.  Wil- 
liam S.  Credle,  Bristol,  secretaiy'-treasurer.  New' 
board  members  are  Dr.  M.  A.  Johnson,  Roanoke, 
and  Dr.  R.  H.  Grubbs,  Christiansburg. 

Upjohn  Company’s  Grand  Rounds  #6. 

Another  timely  contribution  to  the  busy  physician’s 
post-graduate  education,  and  a subject  of  deep  cur- 
rent interest  is  to  be  presented  in  the  next  Grand 
Rounds,  the  live,  closed  circuit  medical  telecast, 
sponsored  by  the  Upjohn  Company. 

The  hour  and  a half  program  is  entitled  “Tw'O 
Key  Questions  in  Coronary  Disease — 1.  What  is  the 
Place  and  Value  of  Surgery,  and  2.  What  is  the  Role 
of  Dietaiy'  Fats?”  The  program  will  start  promptly 
at  9:00  P.M.,  E.S.T.,  on  Wednesday,  November 
13th,  at  the  Jefferson  Hotel  in  Richmond. 

There  will  be  plenty  of  seats  for  all  and  a tele- 
phone nearby  where  you  may  be  reached  in  an  emer- 
gency. Consult  your  Upjohn  representative  for  fur- 
ther details. 

The  panel  for  the  evening  will  include:  Dr.  Paul 
Dudley  White,  Cambridge,  Mass.;  Dr.  J.  M.  Morris, 
London,  England;  Dr.  Charles  P.  Bailey,  Philadel- 
phia, Pa.;  Dr.  Ancel  Keys,  Minneapolis,  Minn.;  Dr. 
Clarence  Lillehei,  Minneapolis;  Dr.  Claude  S.  Beck, 


Cleveland;  Dr.  Donald  B.  Effler,  Cleveland;  Dr. 
William  Dock,  New’  A'ork  City;  and  Dr.  E.  H. 
Ahrens,  Jr.,  New  York  City. 

Richmond  Surgical  and  Gynecological 
Society. 

Dr.  Randolph  Hoge  was  recently  elected  president 
of  the  reactivated  Society.  Dr.  Guy  W.  Horsley  W'as 
elected  vice-president  and  Dr.  Benjamin  W.  Rawles, 
Jr.,  secretary-treasurer. 

The  society  became  inactive  in  1920.  Two  mem- 
bers of  the  original  group  who  rejoined  are  Drs. 
Frank  S.  Johns  and  Arthur  S.  Brinkley. 

Dr.  Paul  D.  Camp, 

Richmond,  has  been  appointed  Governor  for  the 
State  of  Virginia  in  the  American  College  of  Cardi- 
ology. 

Dr.  Meade  S.  Brent, 

Heathsville,  has  been  made  a Life  Member  of  the 
Neuropsychiatric  Society  of  Virginia,  in  recognition 
of  his  long  association  with  the  American  Psychia- 
tric Association  and  service  to  psychiatry. 

Dr.  Elam  C.  Toone, 

Richmond,  has  been  made  vice-president  of  the 
Inter-Chapter  Medical  Advisory  Committee  of  the 
National  Arthritis  and  Rheumatism  Foundation.  He 
will  succeed  to  the  presidency  next  year. 

Van  Meter  Prize  Award 

The  American  Goiter  Association  again  offers  the 
Van  Meter  Prize  Award  of  $300.00  and  two  honor- 
able mentions  for  the  best  essays  submitted  concern- 
ing original  work  on  problems  related  to  the  thyroid 
gland.  The  award  will  be  made  at  the  annual  meet- 
ing of  the  Association  which  will  be  held  in  the  St. 
Francis  Hotel,  San  Francisco,  California,  June  17, 
18  and  19,  1958,  providing  essays  of  sufficient  merit 
are  presented  in  competition. 

The  competing  essays  may  cover  either  clinical  or 
research  investigations,  should  not  exceed  3,000  words 
in  length  and  must  be  presented  in  English.  Dupli- 
cate typewritten  cojries,  double  spaced,  should  be 
sent  to  the  Secretary,  Dr.  John  C.  McClintock,  149  54 
Washington  Avenue,  Albany  10,  New  A’ork,  not 
later  than  February  1,  1958.  The  committee  who 
will  review'  the  manuscripts  is  composed  of  men  well 
qualified  to  judge  the  merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  the  presentation  of  the  winning 
essay  by  the  author  if  it  is  possible  for  him  to  attend. 
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Available  in  shopping  center  in  Newport  News. 
Present  tenant  leaving  to  specialize.  Reply  to  :^225, 
c/o  Virginia  Medical  Monthly,  P.  O.  Bo.x  5085, 
Richmond  20,  Virginia.  (Adz’.) 

Wanted. 

Mental  Hospital  physician.  Merit  increases.  Va- 
cation and  sick  leave  with  pay.  Retirement  benefits. 

Chief  of  Serz'ice — Four  years  of  psychiatric  e.x- 
perience,  at  least  two  of  which  must  have  been  in  a 
mental  ho.spital.  State  license  or  eligibility  therefor. 
Starting  salary  $10,992.00  per  year. 

StafJ  Physician — Two  years  of  psychiatric  e.x- 


perience,  at  least  one  of  which  must  have  been  in  a 
mental  hospital.  State  license  or  eligibility  therefor. 
Starting  salary  $10,032.00  per  year. 

.\pply  to  Superintendent,  Dejarnette  State  Sana- 
torium, Staunton,  Virginia.  (Adv.) 

Wanted. 

Two  full-time  general  practitioners  or  psychia- 
trists to  work  on  psychiatric  service  of  2000-bed 
hospital  in  medical  and  cultural  locality.  Full-time 
salary  range  $6000-$10,320  (plus  25%  for  certi- 
fication) with  retirement,  insurance,  leave  and  other 
government  benefits.  Citizenship  and  license  by  seme 
states  required.  Contact  Manager,  V.A,  Hospital,  Roa- 
noke 17,  Va.  (Adv.) 


Obituaries . . . . 


Dr.  Frank  Albert  Farmer, 

Prominent  and  beloved  physician  of  Roanoke,  died 
October  9th.  He  was  found  dead  in  his  office  by  a 
patient,  death  being  due  to  a heart  attack.  Dr. 
Farmer  was  born  in  Halifax  County  in  1891  and 
graduated  from  the  Medical  College  of  Virginia  in 
1916.  He  had  practiced  in  Roanoke  since  his  grad- 
uation except  for  two  years  when  he  served  as  cap- 
tain in  the  .\rmy  Medical  Corps  during  World  War  I. 

Dr.  Farmer  was  a past  president  of  the  Roanoke 
.Academy  of  Medicine  and  the  Southwestern  Virginia 
Aledical  Society.  He  was  an  organizer  and  charter 
member  of  the  Virginia  .Academy  of  General  Prac- 
tice, had  served  on  its  board  and  was  vice-president 
in  1956.  Dr.  Farmer  joined  The  Medical  Society  of 
A'irginia  in  1920  and  has  served  in  numerous  offices 
since  that  time.  He  has  been  a vice  president  and 
was  a member  of  the  Council  at  the  time  of  his 
death,  having  served  in  this  capacity  for  many  years. 
He  was  a member  of  the  Executive  Committee  of  the 
Council  and  was  chairman  of  the  Insurance  Com- 
mittee. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  James  Oscar  Mundy, 

Charlottesville,  died  September  27th.  He  was  70 
years  of  age  and  a graduate  of  the  School  of  Medi- 
cine, F'niversity  of  A’irginia,  in  1912.  Dr.  Mundy 


has  practiced  for  more  than  forty  years  in  Char- 
lottesville. He  was  on  the  staff  at  the  Martha  Jef- 
ferson Hospital. 

Dr.  Alundy  had  been  a member  of  The  Aledical 
Society  of  A'irginia  for  twenty-eight  years.  A daugh- 
ter survives  him. 

Dr.  Elliott  Clarke  Haley, 

Front  Royal,  died  September  13th  after  an  ex- 
tended illness.  He  was  thirty-four  years  of  age  and 
a graduate  of  the  University  of  A’irginia  Medical 
School  in  1948.  Dr.  Haley  l)egan  his  medical  prac- 
tice in  Front  Royal  in  1949.  He  has  been  a member 
of  The  Aledical  Society  of  A’irginia  since  1950. 

His  wife  and  two  sons  survive  him. 

Dr.  Higgins 

William  Harrison  Higgins,  1883-1957,  a native  of  Ken- 
tucky, spent  the  productive  years  of  his  life  in  Richmond, 
where  as  citizen,  internist,  college  professor,  churchman 
and  friend  he  left  a lasting  impression. 

Born  in  Stanford,  Kentucky,  on  October  13,  1883,  he 
was  the  son  of  substantial.  God-fearing,  Presbyterian 
parents,  and  so  was  early  made  mindful  of  the  value  of 
education  and  the  responsibility  of  service.  .After  attend- 
ing local  schools  he  was  graduated  from  Centre  College 
with  the  .A.B.  degree  in  1904,  and  the  same  year  matricu- 
lated at  the  Johns  Hopkins  Medical  School  from  which 
he  was  graduated  in  1908.  He  took  his  internship  at  the 
Johns  Hopkins  Hospital  and  at  Clifton  Springs  Sani- 
tarium. 

It  was  at  the  insistence  of  warm  friends  that  he  settled 
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in  Richmond.  Aligning  himself  with  one  of  the  South's 
foremost  surgeons,  J.  Shelton  Horsley,  he  began  an  en- 
viable and  rewarding  career  as  one  of  the  group  of 
earnest  young  Lydgates  who  had  been  imbued  early  in 
the  century  in  New  York,  Philadelphia  and  Baltimore 
with  the  Osier  tradition  “to  observe,  record  and  tabulate,  ' 
— the  group  that  began  to  replace  the  old  bedside  manner 
with  the  new  bedside  science.  Happy  it  was  for  those 
who  were  to  come  after  that  these  men  never  forgot 
medicine  is  an  art  as  well  as  a science.  They  remained 
always  students  and  lovers  of  its  history.  It  is  suggestive, 
however,  of  the  importance  they  placed  upon  science 
that  even  then  young  Higgins  insisted  on  Wassermanns 
for  all  patients  entering  the  hospital  for  whose  laboratory 
he  was  responsible, — no  light  determination  since  it  en- 
tailed for  him — at  least  in  the  beginning — a long  ride  on 
the  street  car  to  a farm  in  what  is  now  Westhampton 
where  there  were  sheep  to  be  chased,  and  caught,  and 
bled.  No  doubt  his  success  in  this  strenuous  undertaking 
was  due  to  the  summers  he  had  spent,  during  college  and 
medical  school,  playing  semi-professional  baseball.  Those 
summers  may  also  account  for  the  trim,  athletic  figure 
and  buoyant  step  that  linger  in  one’s  visual  memory  of 
him. 

Dr.  Higgins  early  became  a member  of  the  teaching 
staff  of  the  Medical  College  of  Virginia,  and  attain'd  in 
due  time  the  rank  of  Clinical  Professor  of  Medicine 
which  he  held  until  his  resignation  in  1954  at  the  age  of 
seventy.  He  was  a member  of  many  medical  societies — 
the  Richmond  Academy  of  Medicine  (president  1930), 
The  Medical  Society  of  Virginia,  the  American  Medical 
Association,  the  Southern  Medical  Association,  the  Johns 
Hopkins  Medical  and  Surgical  Association,  the  American 
College  of  Physicians,  the  American  Clinical  and  Clima- 
tological Association,  the  Richmond  Society  of  Internal 
Medicine.  To  their  scientific  publications  he  contributed 
some  twenty  or  thirty  papers. 

Family  and  fireside  were  the  center  of  his  life.  It  was 
enriched  by  the  talents  and  devotion  of  his  wife,  Elsie 
Herrick  Lewis  of  Tappan,  New  York,  whom  he  married 
in  1912;  and  by  the  interests  and  affection  of  four  able 
and  personable  children:  Dorothea  E.  (Mrs.  R.  A. 
Rankin);  William  H.,  Jr.,  whom  he  enjoyed  launching 
into  medicine;  Elizabeth  N.  (Mrs.  Wilson  P.  Todd)  ; and 
Laurance  H.  To  them  and  to  a host  of  friends  and  ac- 
quaintances he  seemed  always  a gentle  person,  character- 
ized by  a certain  sweetness  and  gay  grace.  To  his  patients 
he  embodied  the  soul  of  comfort  and  healing  and  strength. 
To  his  city  he  contributed  uncounted  hours  of  work  with 
Red  Cross,  The  Community  Chest  and  as  chairman  of 
the  Board  of  Health;  and  his  support  and  advice  were 
important  in  the  beginnings  of  many  institutions  such  as 
the  new  Richmond  Memorial  Hospital.  His  religion,  as 
a lajman  in  his  denomination  and  as  an  elder  for  many 
years  in  Second  Presbyterian  Church,  Richmond,  as  well 
as  in  his  daily  walk  and  conversation,  was  a matter  of 
self-forgetful  sincerity  and  continuing  performance. 

Harrison  Higgins  was  a victim  of  progressive  cardio- 
vascular disease,  and  in  the  very  last  years  of  his  life 


he  had  to  cope  with  an  ever-increasing  invalidism.  He 
died  at  his  home  in  Richmond  on  June  8,  1957. 

WYNDHA.M  B.  BI..ANTON,  Chair  mail 

H.  J.  Warthen,  Jr. 

Emanuel  U.  Wai.i.erstein 

Dr.  Cutler 

On  the  6th  of  July  1957,  the  city  of  Newport  News  and 
the  Newport  News-Warwick  Medical  Society  suffered 
the  loss  of  one  of  their  oldest  friends  when  Dr.  John  C. 
Cutler  died.  Dr.  Cutler  was  born  in  1867  in  Grand 
Rapids,  Michigan,  where  he  attended  the  local  grammar 
and  high  schools  and  he  spent  one  year  in  Chicago  at  the 
Garret  Theological  Seminary  in  preparation  for  the 
ministry.  During  this  time  he  decided  that  he  would 
rather  spend  his  life  in  medicine  so  he  transferred  to 
Northwestern  Medical  School,  where  he  graduated  in 
1899  with  an  M.D.  degree.  Dr.  Cutler  immediately  went 
into  general  practice  in  the  town  of  Vorona,  Wisconsin, 
where  he  remained  for  several  years  and  then  moved  to 
another  somewhat  larger  town,  Mt.  Hored.  After  several 
attacks  of  pneumonia.  Dr.  Cutler  felt  that  the  rigors 
of  the  Wisconsin  winters  were  too  much  for  him  and 
he  moved  to  James  City  County  in  Virginia  in  1913, 
where  he  began  to  practice  medicine  and  also  became  a 
gentleman  farmer.  At  the  start  of  World  War  I,  how- 
ever, he  thought  that  he  would  serve  a more  useful  pur- 
pose elsewhere  and  moved  to  Newport  News  in  1917.  He 
immediately  became  a member  of  the  staff  of  the  Elizabeth 
Buxton  Hospital  of  which  he  remained  a loyal  member 
until  the  hospital  was  taken  over  by  the  Bernardine 
Sisters  in  1952  and  he  continued  on  as  a member  of  the 
staff. 

Despite  his  advancing  years.  Dr.  Cutler  maintained  nis 
interest  in  his  profession  and  in  life  in  general.  It  was 
always  a pleasure  to  have  him  speak  to  the  Medical 
Staff  and  to  the  members  of  the  Medical  Society  with  his 
ready  wit  and  kind  remarks  which  invariably  held  a 
lesson  for  those  who  heard  him.  All  of  us  felt  a distinct 
loss  when  he  announced  his  retirement  in  1956  and  we 
were  all  saddened  by  his  death  in  July.  Our  sympathy 
is  extended  to  his  widow,  Mrs.  Jessie  Cutler,  and  his 
children,  and  we  suggest  that  a copy  of  this  memorial 
be  transmitted  to  his  family  and  also  be  published  in  the 
Journal  of  The  Medical  Society  of  Virginia. 

C.  D.  Bradley,  M.D.,  Chairman 

E.  L.  Alexander,  M.D. 

R.  V.  Buxton,  M.D. 

Dr.  King 

Dr.  Marion  Norwood  King  who  had  practiced  General 
Medicine  in  Norfolk  for  37  years,  died  September  8, 
1957.  A native  of  Warrenton,  N.  C.,  he  was  graduated 
from  the  School  of  Medicine  of  the  University  of  Mary- 
land in  1898.  In  1902  he  spent  a year  in  post  graduate 
study  in  Berlin  and  Vienna.  He  started  his  first  practice 
in  Texarkana,  Arkansas,  and  in  1907  rriarried  Miss 
Melissa  Payne,  daughter  of  Dr.  and  Mrs.  R.  L.  Payne 
of  Norfolk.  They  returned  east  in  1909  and  settled  in 
Durham,  N.  C.,  where  Dr.  King’s  work  was  interrupted 
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by  World  War  I.  He  volunteered  in  the  Army  and  was 
made  a battalion  surgeon  in  the  Medical  Corps  with  the 
rank  of  Captain.  For  two  years  he  was  overseas,  mostly 
in  France.  Upon  his  return  he  started  practicing  in  Nor- 
folk and  became  well  known  in  the  area.  Failing  health 
caused  his  retirement  in  1949. 

Dr.  King  was  a member  of  First  Presbyterian  Church 
and  served  as  an  elder  for  many  years.  He  was  also  a 
member  of  the  Norfolk  County  Medical  Society,  The 
Medical  Society  of  Virginia,  and  until  his  retirement, 
the  Medical  Societies  of  Arkansas  and  North  Carolina 
and  the  American  Medical  Association. 

Dr.  King  in  his  daily  work  was  always  gracious,  kind 
and  dignified,  and  his  death  leaves  a host  of  friends  and 
admirers  who  mourn  his  loss. 

There  was  always  the  influence  on  his  life  of  time  spent 
on  his  father’s  farm  in  his  early  youth.  He  loved  the 
country,  he  loved  the  soil,  he  loved  nature.  Fishing  and 
hunting  were  his  hobbies,  and  after  his  retirement,  he 
spent  many  happy  hours  in  Back  Bay.  In  his  latter  years, 
not  able  to  take  any  strenuous  out-door  exercise,  he  spent 
many  happy  hours  with  a few  old  retired  cronies  playing 
chess. 

He  was  always  a congenial  colleague,  a loyal  friend, 
and  all  who  knew  him  will  miss  him. 

Therefore,  Be  It  Resolved,  that  we  extend  our  deepest 
sympathy  and  love  to  the  family  of  the  late  Dr.  King  in 
the  great  loss  they  have  sustained,  and  we  invoke  the 
healing  protection  and  guidance  of  Divine  Providence 
upon  them  in  their  sorrow,  and 

Be  It  Further  Resolved,  that  this  resolution  be  recorded 
in  the  Minutes  of  the  Society  and  copies  be  sent  to  mem- 
bers of  the  family  and  to  the  Virginia  Medical  Monthly. 

Walter  P.  Adams,  M.D.,  Chairman 

William  Lett  Harris,  M.D. 

Ali.ie  D.  Morgan,  M.D. 

Dr.  Finch 

Almighty  God,  in  His  infinite  wisdom,  has  seen  fit  to 
draw  another  from  our  midst.  The  members  of  the  Rich- 
mond yXcademy  of  Medicine  were  saddened  in  May  of 
this  year  by  the  untimely  death  of  Frederick  L.  Finch 
while  he  was  working  in  a civilian  capacity  as  a medical 
officer  with  the  U.  S.  Navy  at  Portsmouth.  His  death  was 
sudden  and  unexpected  and  there  was  deep  sorrow  among 
his  many  friends  and  associates. 

Fred  Finch  was  born  in  Youngstown,  Ohio,  in  1905. 
After  attending  elementary  schools  in  New  York,  he  at- 
tended the  College  of  William  and  Mary.  He  graduated 
from  the  Medical  College  of  Virginia  in  1932  and  moved 
on  to  an  internship  at  St.  Luke’s  Hospital  here  in  Rich- 
mond. After  a year  of  general  practice  in  Urbanna,  Vir- 
ginia, he  opened  an  office  in  Richmond  in  1934  in  associa- 
tion with  Doctor  William  H.  Parker.  He  was  named 
assistant  industrial  physician  to  the  American  Tobacco 
Company  the  same  year  and  in  1946,  after  the  retirement 
of  Doctor  Parker,  was  named  physician  in  charge  of  the 
Virginia  Division  of  the  American  Tobacco  Company. 


He  maintained  this  position  as  well  as  his  own  practice 
here  until  1956  when  he  moved  to  San  Francisco  as  a 
civilian  medical  officer  at  the  Navy  Ship  yards.  He  sub- 
sequently was  transferred  to  the  Navy  Shipyard  at  Ports- 
mouth. 

Doctor  Finch  joined  the  U.  S.  Navy  in  1942  and  was 
discharged  in  1946  with  the  rank  of  Commander  in  the 
U.S.N.R.  He  was  a member  of  many  organizations  and 
societies,  but  his  chief  interest  was  always  in  industrial 
medicine.  He  was  in  charge  of  all  of  the  employees  of 
the  Virginia  Division  of  the  American  Tobacco  Company 
and  was  highly  regarded  by  each  of  them  as  a friend, 
physician,  and  as  a man  they  could  depend  upon  to  care 
for  their  injuries  as  well  as  illnesses. 

His  association  with  many  of  the  members  of  this 
Academy  was  always  on  the  highest  plane,  and  to  many 
of  us,  we  feel  a deep  sense  of  personal  loss  in  his  passing. 

Fred  Finch  is  survived  by  his  wife,  Melba,  and  a 
daughter,  Carole.  The  Richmond  Academy  of  Medicine 
mourns  with  them  the  loss  of  their  husband  and  father. 
We  share  with  them  the  comforting  remembrance  of  a 
richer  life  for  having  known  and  loved  Fred  Finch. 

It  is  requested  that  this  resolution  be  inserted  into  the 
minutes  of  the  Academy,  and  that  a copy  of  this  resolution 
be  sent  to  the  widow  of  Frederick  L.  Finch,  physician, 
friend  and  associate. 

HerbeiIt  C.  Lee,  M.D.,  Chairman 

R.  Campbell  Manson,  M.D. 

R.  D.  Butterworth,  M.D. 

Dr.  Jackson 

Dr.  Julian  D.  Jackson  died  at  Norfolk  Community 
Hospital  on  August  16,  1957,  at  sixty-seven  years  of  age. 

Dr.  Jackson  was  born  in  Richmond,  Virginia.  After 
graduating  from  the  public  high  school,  he  attended  Union 
University,  and  then  entered  Howard  University,  Wash- 
ington. 

After  graduating  from  Howard,  he  interned  at  Freed- 
man’s Hosiptal  in  Washington,  D.  C. 

He  came  to  Norfolk  in  1919.  Dr.  Jackson  was  a ‘tail 
member  at  Community  Hospital  and  a member  of  the 
Norfolk  County  Medical  Society. 

He  was  much  interested  in  the  organization  of  the 
Maternity  Home  in  Henry  Street,  which  eventually 
merged  with  Community  Hospital. 

He  was  a devoted  father  and  husband,  and  was  much 
liked  by  his  patients. 

Therefore,  Be  It  Resolved,  that  Dr.  Jackson  will  not 
only  be  missed  by  his  family,  but  also  by  his  patients  and 
the  medical  profession,  and 

Be  It  Further  Resolved,  that  a copy  of  this  resolution 
be  spread  on  the  minutes  of  the  Norfolk  County  Medical 
Society  and  a copy  sent  to  the  family. 

C.  L.  Harrell,  Chairman 
J.  Q.  A.  Webb 
F.  R.  Trigg 
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Pro-Banthine®  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 


in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility y* 


^‘Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthlne  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-Banthlne  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthme  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthlne  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthlne  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Lichstein.  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Pro-Banthlne  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  2J2.156  (Aug.)  1956. 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personai  Attention, 
Speciaily  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


4 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyri'ghf  7 955  H.N.  Afford,  Atfanta,  Go. 
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Third  0*cad«  of  Nurtlng 

MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 


GOl  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 

STAFF 

ELBYRNE  G.  GILL,  M.D.,  F.A.C.S. 
HOUSTON  L.  BELL,  M.D. 

A.  J.  BERLOW,  M.D. 

R.  B.  HARRIS,  M.D. 

J.  A.  THURMOND.  M.D. 

CHARLES  E.  LEBLANC 
DORIS  L.  JAMES,  B.S.,  O.D. 
(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 
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JOHNSTON-WILLIS 

HOSPITAL 


RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Every  Virginia  Doctor  Should 
Have  These  Books! 


The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 


Medicine  In  Virginia 


By  Wyndh.^m  B.  Blanton,  M.D. 

Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 


3 Volumes  for  $5.00 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


ST.  LURE’S  HOSPITAL 


75th  ANNIVERSARY 
1882 . 1957 


1000  West  Grace  Street 
Richmond,  Virginia 


McGUIRE  CLINIC 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOUTING.  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS.  JR.,  M.D. 
JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 
JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 
W.  H COX,  M.D. 


Orthopedic  Surgery 

JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 


Urology 

AUSTIN  I.  DODSON,  M.D. 
CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Roentgenology 
JESSE  N.  CLORE.  JR..  M.D. 
STUART  J.  EISENBERG. 


M.D. 


Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE,  M.D. 


Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 


Free  Parking  for  Patrons 


Anesthesiology 

HETH  OWEN,  JR.,  M.D. 
WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND, 

VIRGINIA 

Medicine: 

Surgery : 

Manfked  Call,  III,  M.D. 

A.  Stephens  Graham,  M.D. 

M.  Morris  Pinckney,  M.D. 

Charles  R.  Robins,  Jr.,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

Carrington  Williams,  M.D. 

John  D.  Call,  M.D. 

Richard  A.  Michaux,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Frank  M.  Blanton,  M.D, 

Carrington  Williams,  Jr.,  M.D. 

John  W.  Powexl,  M.D. 

Urological  Surgery : 

Frank  Pole,  M.D. 

Obstetrics  and  Gynecologv: 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Wm.  Durwood  Suggs,  M.D. 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Orthopedics : 

Bev'erley  B.  Clary.  M.D. 

Roentgenology  and  Radiology: 

James  B.  Dalton,  Jr.,  M.D. 

Fred  M.  Hodges,  M.D. 

L.  0.  Snead,  M.D. 

Pediatrics: 

Hunter  B.  Frischkobn,  Jr.,  M.D. 

Charles  P.  Mangum,  M.D. 

William  C.  B.arr,  M.D. 

Edward  G.  Davis,  Jr.,  M.D. 

Pathology : 

Ophthalmology,  Otolaryngology : 

James  B.  Roberts,  M.D. 

W.  L.  Mason,  M.D. 

Physiotherapy : 

Anesthesiology 

Miss  Etheleen  Dalton 

William  B.  Moncure,  M.D. 

Director: 

Heth  Owen,  Jr.,  M.D. 

Charles  C.  Hough 

RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


ADDRESS : JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 

William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address; 

Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Xurses 


^ Y W Established  1916 

^ppalaciltsn  J^all  • AshevUle,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  Tht  Institution  is  equipped  with  complete 
laboratory  facilities  including  elearoencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 

W.M.  Ray  Griffik,  Jr.,  M.D.  Mark  A.  Griffik,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHI.AN  HALL,  Asheville,  N".  C. 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 
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• “Understanding  Care”  • 


Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health 

Approved 


Each  Guest  Under  Care  of  His  Oivn  Doctor. 

AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALECC; 


Inspection 

Invited 


24  hours  daily  care  in  a specifically 
built  52  Bed  Nursing  Home.  Super- 
vised by  0 Resident  R.  N.  and  M.  C.  V. 
Extern.  Trained  Dietitian  and  orderly. 


TELEPHONE 

3-3993 


Private  and  Semi-Private  Rooms  with 
toilets.  Rates  from  *50  to  *75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone 

Bernard  Maslan,  Adm. 


Terrace  Hill  Nursing  Home 

INC. 

- • Kidde  ATMO  Fire  Detection  System  Equipped*  ~ 


2112  Mont?iro  Aye. 
Richmond  19,  Va. 


SAINT  ALBANS 


A PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD.  VIRGINIA 


James  K.  Morrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS: 

Bluefield  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


Ja.mes  L.  Chitwood,  M.D. 

Medical  Coiusultant 

Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 
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The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  December  4, 
1957.  The  examinations  will  be  held  in  the 
same  hotel  December  5,  6,  and  7,  1957,  inclusive. 
All  applications  and  other  documents  pertaining 
to  the  examinations  or  to  matters  to  be  dis- 
cussed by  the  Board  must  be  on  file  in  the 
Secretary’s  office  on  or  before  Nov.  12,  1957. 
The  Secretary  of  the  Board  is  Dr.  K.  D.  Graves, 
631  First  Street,  S.W.,  Roanoke,  Virginia. 


The  . . . 

FOR  EXCEPTIONAL 
CHILDREN 

Thompson 

Homestead 

Year  round  private 
home  and  school  for 
infants,  children  and 

School 

adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 

norite  for  booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

FKEE  UNION 

VIRGINIA 

KEELEY 

INSTITUTE 


447  W.  Woshlngfon  St. 
GREENSBORO. 
NORTH  CAROLINA 


Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune.  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patients  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON^  Lederle 


* 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

•Trademark  ©Registered  Trademark  for  Tridihexelhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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At  All 


DEPENDABLE 

PRESCRIPTION  SERVICE 

and 


SERVICE  TO  PHYSICIANS 


PATTERSONS 

- SAFE  SERVICE  DRUG  STORES 


Prescription  Specialists 


Lynchburg,  Vo.  Martinsville,  Va. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N.  C. 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"PREM  arin: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 
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Specializing  in  HOSPITAL,  SURGICAL  and  MEDICAL 
insurance  problems  makes  the  local 
AMERICAN  HEALTH  AGENT  a valued  "Doctor's  Aide 


Because  he  is  a specialist  who  focuses  his  attention  on 
Health  Insurance,  the  local  AMERICAN  HEALTH  Agent 
has  won  a position  of  friendship  and  trust.  As  a career 
agent  in  his  chosen  field,  it  is  his  purpose  to  serve  both 
Doctor  and  Patient  as  a true  friend  in  need  at  all  times, 
with  efficient  service,  prompt  settlements,  and  an  under- 
standing of  the  problems  of  the  medical  profession. 

Complete  local  service  in  your  state 


Americail  HsBrltll  insurance  corporation 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


IN  DUODENAL 


ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  nig.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINTA 
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is  the  symbol 
of  the 


Standardized 

Tablets 

Quinidine  Sulfate 
Natural 

0.2  Gram 
(approx.  3 gr-eins) 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

0inical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 

Boston  18,  Mass. 

Q4 


Always  in 
Good  Taste! 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 


SCOTCH  WHISKY 

BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED  BY 
CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
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Compatible  with  commoil) 
IV^TTTTS^T^ Stable  for  24  hours  in 
solution  at  room  temperature.  Avei- 
age  IV  dose  is  500  mg.  given  at  12 
hour  intervals.  Vials  of  100  mg., 
250  mg.,  500  mg. 


THERAPEUTIC  BLOOD  LEVELS  ACHIEVED 

Many  physicians  advantageously  use 
the  parenteral  forms  of  ACHROMYCIN 
in  establishing  immediate,  effectiv€ 
antibiotic  concentrations.  With 
ACHROMYCIN  you  can  ej^ect  prompt 


I 


I 


TRAMUSCULAgI  Used  to  start  a pa- 
:ien^^fP"nis  regimen  immediately, 
lir  for  patients  unable  to  take  oral 
iiedication.  Convenient,  easy-to-use, 
.deally  suited  for  administration 
n office  or  patient's  home.  Supplied 
.n  single  dose  vials  of  100  mg.,  (no 
,:efrigeration  required)  . 


teuacycUneH<-‘ 


[N  MINUTES  — SUSTAINED  FOR  HOURS 

:ontrol,  with  minimal  side  effects, 
3ver  a wide  variety  of  infections  - 
reasons  why  ACHROMYCIN  is  one  of  to— 
lay's  foremost  antibiotics. 


EDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

Reg.  U.S.  Pol.  Off. 


in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  ‘‘predni-steroids” 
to  minimize  gastric  distress 


I 


combined  steroid-antacid  therapy , 


‘Co-Deltra’  or  ‘Co-Hydel- 
tra’  provides  all  the  bene- 
fits of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing— and 
smoother  control— in  bron- 
chial asthma  or  stubborn 
respiratory  allergies. 

SUPPLIED:  Multiple  Compressed 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy- 
deltra’  in  bottles  of  30,  100,  and 
500. 


Multiple 

Compressed 

Tablets 


2.5  mg.  or  5.0  mg. 
of  prednisone  or 
prednisolone,  plus 
300  mg.  of  dried 
aluminum 
hydroxide 
gel  and  50  mg. 
of  magnesium 
trisilicate. 


GoOeltra 


(Prednisone  buffered) 


(Prednisolone  buffered) 


MERCK  SHARP  & DOHME 


•CO-DELTRA’  and  ’CO-HYDELTRA’  aje 
TtglsUTed  trademarks  of  Merck  it  Co..  Inc. 


DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  I.  PA. 
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for  your  complete  insurance  needs  . . . 

* PROFESSIONAL 

* PERSONAL 

* PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE;  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  1 1 1 W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 


r 


PHENAMEM'  PUIS 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
■tiistaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicytic  Acid  (2V4  gr.)  . 162.0  mg. 
Phenobarbital  (\4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  • • . . 0.031  mg. 

plus 

Prophenpyridamlne  Maleate  . . 12.5  mg. 
Phenylephrine  Hydrochloride  • 10.0  mg. 


V 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract.. 

IN  ILEITIS 


PATHIBAMATE' 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay"  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  P ATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.L  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexalhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


OBSTETRICS  and  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics : lectures, 
prenatal  clinics ; attending  normal  and  operative  de- 
liveries : detailed  instruction  in  operative  obstetrics 
(manikin).  X-ray  diagnosis  in  obstetrics  and  gynecology. 
Care  of  the  newborn.  In  Gynecology : lectures ; touch 
clinics ; witnessing  operations ; examination  of  patients 
pre-operatively ; follow-up  in  wards  post-operatively. 
Obstetrical  and  gynecological  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecology.  Operative  gyne- 
cology on  the  cadaver. 

EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full  time  refresher  course 
consisting  of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions : operative  eye,  ear,  nose  and  throat  on  the  cadaver : 
clinical  and  cadaver  demonstrations  in  bronchoscopy, 
laryngeal  surgery  and  surgery  for  facial  palsy  ; refraction  ; 
radiologry ; pathology,  bacteriology  and  embryology : 
physiology ; neuro-anatomy ; anesthesiology ; physical 
medicine ; allergy,  as  applied  to  clinical  practice.  Ex- 
amination of  patients  preoperatively  and  follow-up  post- 
operatively  in  the  wards  and  clinics.  Attendance  at 
departmental  and  general  conferences. 


UROLOGY 

A combined  full-time  course  in  Uroloey,  coverins:  an 
academic  year  (8  months).  It  comprises  instruction 
in  pharmacology;  physiologry;  embryology;  biochemistry; 
bacteriology  and  pathology;  practical  work  in  surgical 
anatomy  and  urological  operative  procedures  on  the 
cadaver:  regional  and  general  anesthesia  (cadaver); 
>tfice  gynecology;  proctological  diagnosis;  the  use  ^ of 
the  ophthalmoscope;  physical  diagnosis;  roentgenological 
interpretation ; electrocardiographic  interpretation ; der- 
matology and  syphilology;  neurology;  physical  medicine; 
continuous  instruction  In  cystoendoscopic  diagnosis  and 
operative  instrumental  manipulation;  operative  surgical 
clinics;  demonstrations  in  the  operative  instrumental 
management  of  bladder  tumors  and  other  vesical  lesions 
as  well  as  endoscopic  prostatic  resection;  attendance  at 
departmental  and  general  conferences, 

PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at  clinics  and 
lectures  : instruction  in  examination,  diagnosis  and  treat- 
ment : pathology,  radiology,  anatomy,  operative  proctology 
on  the  cadaver,  anesthesiology,  witnessing  of  operations, 
examination  of  patients  preoperatively  and  postoperatively 
in  the  wards  and  clinics  ; attendance  at  departmental  and 
general  conferences. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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for  “This  Wormy  World” 


Pleasant  tasting 

‘ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 


Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 


PALATABLE  • DEPENDABLE  • ECONOMICAL 


‘ANTEPAR'  SYRUP  - Piperazine  Citrate,  100  mg.  per  cc. 
^ANTEPAR^*"  TABLETS  “Piperazii>e  Citrate,  250  or  500  mg.,  scored 
^ANTEPAR’  WAFERS  “ Piperazine  Phosphate,  500  mg. 


Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y 


VoL.  84,  November,  1957 


59 


Z' 


PHENAPHEN*  PUIS 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2^  gr.)  . 162.0  mg. 
Phenobarbita!  {V*  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  • • • • 0.031  mg. 

plus 

Prophenpyridamine  Maleate  . • 12.5  mg. 
Phenylephrine  Hydrochloride  • 10.0  mg. 


V 


y 


Active  relief 
in 

cough 

both  allergic  and  infectious 


HYDRYLLIir 

COMPOUND 


• allays  bronchial  spasm  • liquefies  tenacious  secretions  • suppresses  allergic  manifestations 

The  ingredients  of  Hydryllin  Compound  are  proportioned  to  provide  high  therapeutic  response. 


Each  4 cc.  (one  teaspoonful)  contains: 

Aminophyllin 

Diphenhydramine 

Ammonium  chloride 


32.0  mg.  Chloroform  . . 

8.0  mg.  Sugar  .... 

30.0  mg.  Alcohol  5 % (v/v) 


8.0  mg. 
2.8  Gm, 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


Research  in  the  Service  of  Medicine 
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in  acne 


^‘results  were  uniformly  encouraging”^ 


Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges^  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex® 
tvashings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 
For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges,  F.  T.:  GP,  14:B6,  Nov.,  1956. 

pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y, 
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"DOCTOR" 


Give  Us  Your  Transportation  Worries 


OUR  BENEFITS 

TO  YOU  ARE 

WE  COVER 

YOU  WITH— 

COMPLETE 

RELEASE  OF  CAPITAL 

New  Automobiles 

Any  Moke 

PIEDMONT 

PLAN 

LIABILITY  INSURANCE 

of,  100,000/300,000 

Bodily  Injury  and 
50,000  for  Property 
Damage 

No  Worries  Over 

Toxes-Fees 

Service  Cost 

Insurance 

FOR  THE 

MEDICAL 

You  Are  Protected 

With  100%  Coverage 

On  Collisian,  Fire 

and  Theft  Insurance 

Repairs 

License  Fees 

PROFESSION 

If  Your  Car 

Is  Out  of  Service,  You 

Towing  Cost 

Anti-Freeze 

Battery  Replacements 

EXCLUSIVELY 

Are  Provided  With  a 

Replacement 

All  Repairs,  Tire  & 

Battery  Replacement  Are 

Purchased  In  Your 

Home  Town 

Tire  Replacements 

Inspection  Registration 
Fees 

For  Most  of  You,  All 

This  Is  100%  Tax  Deductable 

We  are  as  near  as  your  Telephone! 


If  You  Would  Like  to  Have  Our  Doctor’s  Leasing  Plan  Explained  to  You  In  Detail, 

Please  Call  or  Write.  We  Will  Manage  to  Have  One  of  Our  Representatives  Call 
On  You  at  Your  Convenience. 

Piedmont  Auto  and  Truck  Rental,  Inc. 

P.O.  BOX  427  212  MORGAN  STREET 

DURHAM,  NORTH  CAROLINA  PHONE  2-3905 

G.  B.  Griffith,  President 
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optimal  dosages  for  atarax, 
based  on  thousands  of  case  histories: 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  .ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 


P€;iC€  OF  MIND 


Supplied;  In  tiny  10  mg.  (orange)  and  25  mg.  (green)  (suano  of  hyoroxyzine) 
tablets.  Also  now  available  in  100  mg. 
tablets.  Bottles  of  100.  ATARAX  Syrup,  10  mg. 
pertsp.,  in  pint  bottles.  Prescription  only. 


Tablets-Syrup 


ATARAX®  PARENTERAL  SOLUTION 

\ when  Peace  of  Mind  can't  wait 

I In  daily  practice:  always  have  it  handy 

• to  calm  the  acutely  disturbed  or  hysterical  patient 
• to  rehabilitate  the  alcoholic 
In  hospitals:  use  it  routinely 
5 •to  make  overwrought  patients  manageable 
T without  loss  of  alertness 

• to  allay  anxiety  and  control  vomiting 
I before  and  after  surgery  and  childbirth 


Supplied:  10  cc.  multiple-dose  vials.  The  adult  dosage  is 
25  mg.  to  50  mg.  (1-2  cc.)  intramuscularly,  3 to  4 times  daily, 
at  4 hour  intervals.  The  moderated  dosage  level  for  children 
under  12,  when  given  intramuscularly,  has  not  yet  been 
established,  and  the  oral  dosage  should  be  used. 
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for  certain  disorders  of  menstruation  and  pregnancy 


TRULY  EFFECTIVE  PROGESTATIONAL  THERAPY 


BY  MOUTH 


oral  progestogen 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


Now,  with  small  oral  doses  of  this  new  and  dis- 
tinctive progestogen,  you  can  produce  the 
clinical  effects  of  injected  progesterone.  In 
amenorrheic  women  for  example,  “As  little  as 
50  mg.  of  [norlutin]  administered  in  divided 
doses  over  a five-day  period  was  sufficient  to 
induce  withdrawal  bleeding.”^ 

CASE  SUMMARY^ 

Amenorrhea  of  4 years’  duration  in  a 
24-year-old  married  woman.  A course  of  10  mg. 
NORLUTIN  twice  dailv  for  5 days  was  followed 
after  3 days  by  menses  lasting  about  5 days. 
Since  no  spontaneous  menstruation  occurred 
during  the  following  35  days,  she  was  given 
another  course  of  treatment  with  NORLUTIN, 
10  mg.  twice  daily  for  5 days.  This  was  followed 
by  menses. 

When  this  patient  was  given  ethisterone,  40  mg. 
twice  daily  for  5 days,  no  bleeding  had  ensued 
when  she  was  seen  41  days  later. 

INDICATIONS  FOR  NORLUTIN:  conditions  involving 
deficiency  of  progestogen  such  as  primary  and  second- 
ary amenorrhea,  menstrual  irregularity,  functional 
uterine  bleeding,  endocrine  infertility,  habitual  abor- 
tion, threatened  abortion,  premenstrual  tension,  and 
dysmenorrhea. 

PACKAGING:  5-mg.  scored  tablets  (C.  T.  No.  882), 
bottles  of  30. 

REFERENCES:  (1)  Greenblatt,  R.  B.:  J.  Clin.  Endocrinol. 
16:869,  1956.  (2)  Hertz,  R.;  Waite,  J.  H.,  & Thomas,  L.  B.: 
Froc.  Soc.  Exper.  Biol,  dr  Med.  91:418,  1956. 


PARKE,  DAVIS  & COMPANY 
DETROIT  32,  MICHIGAN 
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P^aibjaill^te 

lHly/dln'(Lj) 


mUtfhi 

Q(D)n'tnso)ffie 


Clinical  evidence 
indicates  that,  in 
Pabalate-HC,  the 
synergistic  antirheu- 
matoid  effects  of 
hydrocortisone, 
salicylate,  para-aminobenzoate,  and  ascor- 
bic acid  achieve  satisfactory  remission  of 
symptoms  in  up  to  85%  of  cases  studied 


FORMULA 

! lach  tablet: 

^ Irocortisone  (alcohol)  ...... 

> ossium  salicylate  

^lassium  para*aminobenzoate..  0.3  Gm. 

t :orbic  acid 

- SAGE:  Two  tablets  four 

times  daily. 

iditional  information  on  request. 

— with  a much  higher  degree  of  safety 

-even  when  therapy  is  maintained  for 
long  periods 

— at  significant  economy  for  the  patient 

Each  tablet  of  Pabalate-HC  contains  2.5 
mg.  of  hydrocortisone  — 50%  more  potent 
than  cortisone,  yet  not  more  toxic. 


AVAILABLE 
FOR  YOUR 
PRESCRIPTION 

NOW 


NOW  -EFFECTIVE  STEROID  HORMONE 
THERAPY  OF  RHEUMATIC  AFFECTIONS 
WITH  GREATER  SAFETY  AND  ECONOMY 


A.  H.  ROBINS  CO.,  INC.richmond  20.  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


PA  BA 


1 

I 


outstanding 

appetite 


Problem-eaters,  the  underweight,  and  generally  below- 
^ par  patients  of  all  ages  respond  to  incremin. 

Incremin  offers  1-Lysine  for  protein  utilization,  and  es- 
sential vitamins  noted  for  outstanding  ability  to  stimulate 
appetite,  overcome  anorexia. 

Specify  incremin  in  either  Drops  (cherry  flavor)  or 
Tablets  (caramel  flavor).  Same  formula.  Tablets,  highly 
palatable,  may  be  orally  dissolved,  chewed,  or  swallowed. 
Drops,  delicious,  may  be  mixed  with  milk,  milk  formula, 
or  other  liquid;  offered  in  15  cc.  polyethylene  dropper 
bottle. 

Each  INCREMIN  Tablet 

or  each  cc.  of  incrrmin  Drops  contains: 


I-Lysine 

Vitamin  B12  ■ 

Thiamine  (Bi)  --'y;': 


300  mg.  Pyridoxine  (Be)  5 mg. 

25  mcgm.  (incremin  Drops  contain  1%  al- 

10  mg.  cohol) 

Reg.  U.  S.  Pat.  OH. 


Dosage  only  1 incremin  tablet  or  10-20  incremin 
Drops  daily. 


1 


i t 
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an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula. 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  Vz  teaspoonful 
contains: 

Pentylenetetrazol.  .100  mg. 
Nicotinic  Acid 50  mg. 

1.  Levy,  S.,  JAMA.,  153:1260,  1953 

2.  Thompson,  L.,  Procter  R. , 

North  Carolina  M.  J.,  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

C/in.  Med.,  3:325,  1956 


CONFUSION  . . 


to  a 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOL 

DRUG  SPECIALTIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  psychoses. 

Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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The  many  thousands  of  patie  s 
successfully  treated  wti 
Signemycin*  over  the  past  ytr 
have  confirmed  the  value  of  tls 
safe  and  effective  antibio  c 
agent.  One  further  therapeuc 
resource  is  thereby  provid'l 
the  practicing  physician  who  5 
faced  daily  in  office  and  hoig 
practice  with  immediate  diagno? 
of  common  infections  and  tj, 
immediate  institution  of  t i 
most  broadly  effective  thera^ 
at  his  command,  in  his  continui  5 


task  of  the  ever-extendi  5 
control  over  human  pathoger. 


Now  buffered  to  produce  bight 
faster  blood  levels;  specify  t 
V form  on  your  prescriptioi 


Supply:  SiGNEMYCiN  V Capsul 
250  mg.  Signemycin  Capsul 
250  mg.  and  100  mg.  Signerayt 
for  Oral  Suspension,  1.5  Gi 
125  mg.  per  5 cc.  teaspoon! 
mint  flavor.  Signemycin  Intravenoi 
500  mg.  vials  and  250  mg.  via 
buffered  with  ascorbic  ac) 


Pfizer  Laboratorii 
Division,  Chas.  Pfizer  & Co.,  h 

Brooklyn  6,  N. 

PJlZCfy  World  leader  in  antibiol 
development  and  producti* 


‘Eijity-seven  patients  with  various 
nf^  ions  of  the  skin  were  treated  over 
I n iod  of  six  weeks  with  [Signe- 
Excellent  or  good  results  were 
ichved  in  sixty-seven,  including 
levi  of  twenty-two  patients  refrac- 
or’to  other  antibiotics.” 

H.  H.;  Frumess,  G.  M.,  and 
Ic  chel,  E.  J. : Rocky  Mountain  M.  J. 
^:)6  (Aug.)  1957. 


•R((jlts  of  treatment  with  oleando- 
nvtn-tetracycline  of  50  infections 
:n  tly  respiratory]  due  to  resistant 
)rfjiisms  and  40  infections  [respira- 
or'  skin,  urinary  infections]  due  to 
•mtive  organisms  are  very  encour- 
iiTjg.  In  some  of  these  patients, 
S^emycin]  was  lifesaving,  and  in 
itljs  surgery  was  made  unnecessary. 
I h confirms  other  reports.” 
h 'in,  H.:  Antibiotic  Med.  & Clin, 
'’hfapy  4:174  (March)  1957. 


-lad  on  case  reports  documented  by 
ncpendent  investigators  in  26  coun- 
ri  abroad,  the  clinical  response 
bined  with  Signemycin  in  1404  pa- 
les  with  a wide  variety  of  infections 
.Mdsuccessful  in  1329  patients;  in  13 
•als  only  was  it  necessary  to  discon- 
ir;  therapy  because  of  side  effects. 

'>])rt  on  1404  Cases  Treated  with 
ijiemycin:  Medical  Department, 


Pfizer  International.  Available  on 
request. 

In  50  nonselected  patients,  Signemy 
cin  “...appears  to  be  effective  in  the 
treatment  of  most  general  surgical  in- 
fections, including  virulent  staphylo- 
coccus aureus  infections.  In  some  cases 
these  infections  had  been  clinically 
resistant  to  other  antibiotics.  The  drug 
is  apparently  well  tolerated.” 

Levi,  W.  M.,  and  Kredel,  F.  E.:  J. 
South  Carolina  M.  A.  53:178  (May) 
1957. 

Of  50  patients  with  various  infectious 
processes,  26  had  not  responded  to 
previous  antibiotic  therapy.  With  Sig- 
nemycin “Ninety-six  per  cent  of  the 
mixed  infections  were  clinically  con- 
trolled. . . . and  in  none  of  the  cases 
was  there  any  reason  to  discontinue 
the  drug.” 

Winton,  S.  S.,  and  Chesrow,  E.:  Anti- 
biotics Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957, 
p.  55. 

Signemycin  in  79  patients  with  severe 
soft  tissue  infections:  “The  average 
response  of  these  cases  was  excellent 
and  inflammatory  symptoms  subsided 

with  almost  uniform  rapidity The 

magnitude  and  incidence  of  surgical 
intervention  was  reduced. . . . Side  re- 
actions were  minimal.  . . 


LaCaille,  R.  A.,  and  Prigot,  A.:  Anti- 
biotics Annual  19.56-19.57,  New  York, 
Medical  Encyclopedia,  InC.,  1957, 
p.  67. 

Five  groups  of  patients  (total  211) 
with  acne  were  treated  with  one  of  five 
antibiotic  agents,  including  Signemy- 
cin (55  cases).  “The  results  were 
evaluated  taking  into  consideration  the 
usual  response  to  such  conservative 
conventional  therapy  and  the  rapidity 
of  response.”  In  8 weeks,  Signemycin 
rapidly  attained  and  maintained  the 
highest  percentage  of  efficacy  of  anti- 
biotic agents  tried. 

Frank,  L.,  and  Stritzler,  C.:  Antibiotic 
Med.  & Clin.  Therapy  4:419  (July) 
1957. 

In  the  treatment  of  78  patients  with 
tropical  infections,  some  complicated 
by  multiple  bacterial  contamination  or 
present  for  years,  Signemycin  was 
found  to  be  “. . . an  exceptionally  effec- 
tive agent,”  requiring  smaller  doses 
and  less  extended  periods  of  therapy 
than  with  the  tetracyclines  alone,  and 
“caused  no  notable  toxic  reactions.” 

Loughlin,  E.  II.,  and  Mullin,  W.  G.: 
Antibiotics  Annual  1956-19.57,  New 
York,  Medical  Encyclopedia,  Inc., 
1957,  p.  63. 


he  sure  to  write  the 


V on  your  Rx 


« oleandomycin  tetracycline 
flrademark 


i I 

ll' 

unique  [ 

derivative  of  ^ 

IS2  Harmonyl 

combines  the  full  effectiveness  of  the  rauwolfias  : 

I 

,1 

with  a new  degree  of  freedom  from  side  effects 


Harmonyl  makes  rauwolfia  more  usefiil  in 
yoiu-  everyday  practice.  Two  years  of  clinical 
evaluation  have  shown  this  new  alkaloid  ex- 
hibits significantly  fewer  and  milder  side  ef- 
fects than  reserpine.  Yet,  Harmonyl  compares 
to  the  most  potent  forms  of  rauwolfia  in 
effectiveness. 

Most  significant:  Harmonyl  causes  less 
mental  and  physical  depression — and  far  less 
of  the  lethargy  seen  with  many  rauwolfia 
preparations. 

Patients  became  more  lucid  and  alert,  for 
example,  in  a study^  of  chronically  ill,  agi- 
tated senile  cases  treated  with  Harmonyl. 
And  these  patients  were  completely  free  from 
side  effects  — although  a group  on  reserpine 
developed  such  symptoms  as  anorexia, 
headache,  bizarre  dreams,  shakes,  nausea. 


7oe22& 


Harmonyl  has  also  demonstrated  its  po- 
tency and  relative  freedom  from  side  effects 
in  hypertension.  In  a study  comparing  vari- 
ous forms  of  rauwolfia^  the  investigators 
reported  deserpidine  “an  affective  agent  in 
reducing  the  blood  pressure  of  the  hyper- 
tensive patient  both  in  the  mild  to  moderate, 
as  well  as  the  severe  form  of  hypertension.” 

They  also  noted  that  side  reactions  were 
“less  annoying  and  somewhat  less  frequent” 
v^th  this  new  alkaloid.  Other  studies  con- 
firm that  few  cases  of  giddiness,  vertigo  or 
sense  of  detached  existence  or  disturbed  sleep 
are  seen  with  Harmonyl. 

Professional  literature  on  this  unique  rau-  J 
wolfia  derivative  is  available  upon  request. 
Harmonyl  is  supplied  in  0.1-mg.,  n p j, 

0.25-mg.  and  1-mg.  tablets. 


References:  1.  Communication  to  Abbott 
Laboratories,  1956.  2.  Moyer,  J.  H.  et  al: 
Deserpidine  for  the  Treatment  of  Hyperten- 
sion, Southern  Medical  J.,  50:499,  April, 
1957. 


• Trademark  for  Deserpidine,  Abbott 
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THANKS  TO  MODERN  MEDICINE 


Early  from  bed  . . . 
less  time  lost . . . 
makes  a man  wiser 
about  medicine’s  cost 


If  price  is  a//  you  go  by,  you  don’t  have 
the  whole  drug  cost  picture.  Thanks  to 
today’s  miracle  medicines  your 
prescription  dollar  offers  you  the  best 
value  of  all.  Remember  hospital  stays 
and  days  at  home  are  shortened. 

The  family’s  breadwinner  goes  back 
to  work  sooner,  earns  weeks  of  wages 
he  would  have  lost  due  to 
prolonged  illness,  years  ago. 

Remember — the  true  value  of  your 
prescription  lies  in  what  it  does — 
not  what  it  costs.  Bring  your 
next  prescription  to  Peoples,  where 
your  doctor’s  orders  will  be  carried  out 
promptly,  accurately,-  economically. 

And,  of  course,  your  prescription 
is  priced  with  uniform  economy. 


One  of  a Series  of  Newspaper  Ads 
Directed  to  Your  Patients 
and  Our  Customers — 


PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 


© t9S6  PEOPLES  ^ 

DRUG  STORES.  INC. 
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Je4Aj  Chemotherapy 


ARALEN 


iMj 


RHEUMATOID 


ARTHRITIS 

Extensive  studies  of  rheumatoid  arthritis  and  related 
collagen  diseases— in  this  country  and  abroad- 

have  shown  the  antimalarial  Aralen  phosphate  to  be  highly  effective 
and  well  tolerated  in  a large  percentage  of  patients. 


Clinical  Results  with  Aralen 


ANALGESICS  AND  STEROIDS: 


in  Rheumatoid  Arthritis 


Author 

No.  Of 
Cases 

Major 

Improvement 

Minor 

Improvement 

No  Effect 

Haydu^ 

28 

22 

5 

1 

Rinahart^ 

25 

12 

4 

9 

Fraadman3 

50 

43 

3 

4 

Bagnall^ 

108 

77 

12 

19 

Bruckner^ 

36 

32 

0 

4 

Cohan  and  Calkmt^ 

22 

17 

3 

2 

Scherbel  at  al.^ 

25 

9 

8 

8 

Total 

294 

212(72%) 

35  (12%) 

47(16%) 

• Success  dependent  upon  persistent  treatment 

• Often  of  benefit  where  other  agents  have  failed 

• Remissions  on  therapy  well  maintained 

• Remission  of  3 to  12  months  possible  even  if 
treatment  is  interrupted 

• Tachyphylaxis  not  evident 


GENERAL  EFFECTS: 


• Patient  feels  better 

• Patient  looks  better 

• Exercise  tolerance  increases 

• Walking  speed  and  hand  grip  improves 


LABORATORY  EFFECTS: 


• E.  S.  R.  may  fall  slowly 


• Requirements  usually  reduced  O' 
eliminated 


JOINT  EFFECTS: 


• Pain  and  tenderness  relieved 

• Mobility  increases 

• Swellings  diminish  or  disappear 

• Muscle  strength  improves 

• Rheumatic  nodules  may  disapp 

• Even  severe  or  advanced  deform 
may  improve 

• Active  inflamm.atory  process  usu 
subsides 

• Joint  effusion  may  diminish 


DOSAGE: 


Aralen  is  cumulative  in  action  an 
requires  four  to  twelve  weeks  of 
administration  before  therapeutic 
become  apparent. 


Latest  information  indicates  that  an  initial 
dose  of  250  mg.  of  Aralen  phosphate  is  pr 
to  the  higher  doses  sometimes  recommend 
However,  if  side  effects  appear,  withdraw 
Aralen  for  several  days  until  they 
subside.  Reinstate  treatment  with  125  mg. 
daily  and,  if  well  tolerated,  increase  to  250 
The  usual  maintenance  dose  is  250  mg.  d" 


• Hemoglobin  level  may  gradually  rise 


: INDICATIONS: 

i»  Rheumatoid  arthritis,  acute  or  chronic 
—with  or  without  adjunctive  therapy. 


• Spondylitis 

• Arthritis  associated  with  lupus 
erythematosus  or  psoriasis 


fJeM  Chemotherapy 

THEORY  OF  ACTION: 

Aralen  appears  to  suppress  or 
induce  remission  of  rheumatoid 
inflammatory  processes  by  inhibiting 
adenosinetriphosphatase. 


HOW  SUPPLIED: 

Aralen  phosphate;  250  mg.  tablets  in  bottles  of  100  and  1000. 
125  mg.  tablets  in  bottles  of  100. 


Caution  : 


Tolerance: 


A.ralen  is  usually  well  tolerated.  Toxic  effects  are 
usually  mild  and  to  date  have  been  transitory  in 
nature,  disappearing  completely  either  on  con- 
tinuance or  cessation  of  therapy  or  on  reduction  in 
dosage. 

Gastrointestinal  disturbances  (e.g.  nausea, 
rarely  vomiting,  diarrhea,  abdominal  cramps, 
anorexia)  are  frequent  manifestations  of  intoler- 
ance. Temporary  blurring  of  vision  (due  to  inter- 
ference with  accommodation)  is  also  relatively 
frequent. 

Pleomorphic  skin  eruptions  (e.g.  lichenoid, 
maculopapular,  purpuric ),  although  generally  mild, 
may  preclude  the  use  of  an  optimum  dosage 
schedule.  If  a skin  reaction  persists  on  a reduced 
dosage  schedule,  or  recurs  after  reinstitution  of 
treatment  with  gradually  increasing  doses,  discon- 
tinue Aralen  till  the  lesion  again  disappears  and 
consider  resuming  treatment  with  Plaquenil® 
(brand  of  hydroxychloroquine). 

Less  frequently  transitory  vertigo,  headache, 
lassitude,  or  neurological  disturbances,  such  as 
nervousness,  irritability,  emotional  change,  and 
nightmares  have  been  reported.  Instances  of  unex- 
plained slight  gradual  weight  loss  as  the  patient’s 
general  health  and  arthritic  condition  improved 
have  been  mentioned.  Occasional  instances  of 
bleaching  (depigmentation)  of  the  hair  have  been 
described. 

Although  an  occasional  instance  of  leukopenia, 
with  normal  differential  count,  has  been  reported 
(WBC  about  3000),  it  has  not  proved  troublesome 
because  it  has  always  been  reversible  on  discontinu- 
ance, or  diminution  of  the  dose.  Even  spontaneous 
reversal  may  occur  while  full  dosage  is  maintained. 


Aralen  is  known  to  concentrate  in  the  liver  and, 
although  hepatic  damage  has  never  been  reported, 
the  drug  should  be  used  with  caution  in  the  pres- 
ence of  liver  disease.  In  the  presence  of  severe 
gastrointestinal,  neurological,  or  blood  disorders, 
the  drug  should  be  used  with  caution  or  not  at  all. 
If  such  disorders  occur  during  the  course  of  ther- 
apy, the  drug  should  be  discontinued.  Concomitant 
use  of  gold  or  phenylbutazone  with  Aralen  should 
be  avoided  because  of  the  tendency  of  these  agents 
to  produce  drug  dei’matitis. 


Clinical  Comments: 


Of  fifty  patients  receiving  Aralen  therapy,  “43 
have  become  really  well ; that  is,  they  have  no  stiff- 
ness, and  any  pain  that  occurs  can  reasonably  be 
attributed  to  use  of  joints  affected  by  secondary 
degenerative  changes.  They  have  no  evidence  of 
joint  inflammation,  but  may  have  a raised  erythro- 
cyte sedimentation  rate.  They  have  little  or  no  need 
for  analgesics.”  Freedman^ 

“One  hundred  and  twenty-five  private  patients 
have  been  carefully  followed  clinically  and  haema- 
tologically  while  receiving  well  over  200  patient- 
years  of  chloroquine  [Aralen]  therapy.  The  results 
are  considered  good  in  70%,  one-half  of  these  cases 
being  in  remission.  Improved  work  performance, 
sedimentation  rate,  and  hemoglobin  levels  para- 
lleled the  major  objective  gain  in  this  70%.  90%  of 
them  remained  on  chloroquine  [Aralen]  therapy, 
half  for  more  than  two  years.  Classical  peripheral 
rheumatoid  arthritis,  spondylitis,  arthritis  of 
juvenile  onset,  and  rheumatoid  disease  with 
psoriasis,  all  appeared  to  respond  about  equally 
well. 

“It  is  suggested  that  chloroquine  comes  closer  to 
the  ideal  for  long-term,  safe,  control  of  rheumatoid 
disease  than  any  other  agent  now  available.” 

Bagnall* 

“Out  of  the  36  rheumatoid  arthritis  cases  we 
treated  . . . favorable  results  were  obtained  in  32 

cases.  Bruckner  ct  al.^ 
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PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Coinhines  Meprobamate  {400  the  most  v/idely  prescribed  tranquilizer...  helps  control  the 
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and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 
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COMPOUND 

(dihydroxy  aluminum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 

I no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
' , effectiveness. 

ill 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


BEUI-AOONNA  AL.KAt.OIDS 
AI.ONE 


LD  90%* 
*15  mg.  dose 
of  spasmolytic 
proved  lethal 
in  90%  of 


test  animals 


18  MG.  ALKALOIDS 


BEULADONNA  ALKALOIDS 
WITH 

ALUMINUM  HYDROXIDE 


AI(0H)3 
w/spasmolytic 
substantially 
reduces  spasmolytic 
drug  effect 


IS  MG.  ALKALOIDS 
SOO  MG.  AL  (oh)3 


BELLADONNA  ALKALOIDS  WITH 
DIHYDROXY  ALUMINUM  AMINOACETATB 

(alglyn®,  brayten) 


LD  83% 

Malglyn  Compound 
provides  maximal 
spasmolytic  effect 


Alglyn  _ 
adsorbed  only 

7% 

of  alkaloids 


IB  MO.  ALKALOIDS 
SOO  MO.  ALOLYN 


COMPARISON  OP  -^SORPTIVE  PROPERTIES  OP  AL.tOH),  AND  AI_G 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  ocfsorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 


each  tablet  contains 

dihydroxy 

aluminum 

aminoacetate,  o.s  om« 

N.N.R. 

belladonna 

alkaloids  0.10a  mo. 

(as  sulfates) 

phenobarbital  le.a  mo. 


For  both  rapid  and  prolonged  antacid  effect,  with  consistently 


effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 


Also  supplied:  AlGLYN*  (dihydroxy  *lunil- 
num  aminoacetate.  N.N  R.  0.5  Cm  per  tableO. 


for  treatment  of  peptic  ulcer  and  epigastric  distress. 


BELGLYN*  (dihydroxy  aluminum  aminoaceUto, 
N.N.R.,0.SGm.and  belladonna  alkaloids,  0.162  m(. 
per  tablet). 


Specialities  for  the  Medical  Profession  only 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 


VoL.  84,  November,  1957 
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It  will  pay  you  well 
to  check 

and  double  check 


<2^ Check  these  facts! 

Baker’s  Modified  Milk  is  a complete  infant  food 

— contains  all  requirements  for  complete  infant 
nutrition  ...  It  is  available  in  two  time-saving 
forms  — easy  - to  - prepare  Bakers  Liquid  and 
Bakers  Powder,  the  latter  particularly  adaptable 
for  prematures  and  for  complemental  and  sup- 
plemental feedings.  Both  forms  are  low  in  cost 

— less  than  a penny  per  ounce  of  formula. 


AT 

° cool  y^ater.  ’ 


Double  Check  the  results  you  get! 

In  the  hospital  — and  at  home. 


BAKER'S  MODIFIED  MILK 

THE  BAKER  LABORATORIES,  INC. 

/HU/k,  'PuHi^uc^  ^ 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 
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simple,  well-tolerated  routine  for  "sluggish" older  patients 


one  tablet  t.i.d. 


DECHOLIN 


‘therapeutic  bile” 


Establishes  free  drainage  of  biliary  system  — effectively  combats  bile  stasis  and 
improves  intestinal  function. 

Corrects  constipation  without  catharsis  — copious,  free-flowing  bile  overcomes  tendency 
to  hard,  dry  stools  and  provides  the  natural  stimulant  to  peristalsis. 

Relieves  certain  G.I.  complaints  — improved  biliary  and  intestinal  function  enhance 
medical  regimens  in  hepatobiliary  disorders. 

Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 


stops  nausea  and  vomiting- 
mild  and  severe— 
from  virtually  any  cause 


Compazine 

tablets,  ampuls,  Spansulet  capsules 

Smith,  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 
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FOR  PERSISTENT  INFECTIONS 


CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enterie  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  efiFec- 
tiveness  with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci^’^  extends  to  persistently  patho- 
genic coliforms.®'^®’^^  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  . . shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 
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COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 
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•This  graph  is  adapted  from  Waisbren  and  Strelitzer.*®  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS— from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  invoivement  can  be  effectively 
controlled  with 


many  patients  with  MODERATELY  SEVERE  involvemenl 
can  be  effectively  controlled  with 


MEPROUNE 


The  first  meprobamate-prednisolone  theraay 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  musclespasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ■MEPROLONE’-5  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  ‘MEPROLONE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-i  supplies  l.o  mg. 
prednisolone  in  the  same  formula  as 
‘MEPR0L0NE’-2. 
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when  anxiety  and  tension  "erupts”  in  the  G.  1.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . ivith  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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a penetrant  emulsion 
for  chronic 
constipation 


(PLAIN) 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeates  ihe  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss , 
makes  it  more  movable 


penetrates 


softens 


**bulks  it  up**  makes  it  more  movable 


KONDREMUL  (P/ainj— Pleasant-tasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascarat— 0.66  Gm.  nonbitter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 
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KONDREMUL  X PATG 


i 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced  even 
further  than  that  recommended  earlier.'  Now,  clinical  evidence  has  established 
that  a single  (0.5  Gm.)  tablet  maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex  stands  alone  in  sulfa  per- 
formance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  ( 1 tablet)  daily  in  the  usual 
patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract 
infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum 
convenience  and  acceptance  to  patients 

NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoon- 
fuls of  syrup)  the  first  day,  followed  by  0.5  Gm.  ( 1 tablet  or  2 teaspoonfuls  of 
syrup)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate 
infections.  In  severe  infections  where  prompt,  high  blood  levels  are  indicated, 
the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  14  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS;  Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

SYRUP;  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 

LEDERLE  laboratories  division,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
•Reg.  U.  S.  Pat.  Off. 


an  ideal 
cerebral  tonic 
and  stimulant 
for  the  aged 


NICOZOL  relieves  mental 
confusion  and  deterioration, 
mild  memory  defects  and 
abnormal  behavior  patterns 
in  the  aged. 

NICOZOL  therapy  will  en- 
able your  senile  patients  to 
live  fuller,  more  useful  lives. 
Rehabilitation  from  public 
and  private  institutions  may 
be  accomplished  for  your 
mildly  confused  patients  by 
treatment  with  the  Nicozol 
formula.  1.2,3, 

NICOZOL  is  supplied  in  cap- 
sule and  elixir  forms.  Each 
capsule  or  Vz  teaspoonful 
contains: 

Pentylenetetrazol ..  100  mg. 
Nicotinic  Acid 50  mg. 

1.  Levy,  S.,  JAMA.,  153:1260,  1953 

2.  Thompson,  L. , Procter  R., 

North  Carolina  M.  J..  15:596,  1954 

3.  Thompson,  L.,  Procter,  R., 

Clin.  Med.,  3:325,  1956 


CONFUSION... 


to  a 

NORMAL 

BEHAVIOR 

PATTERN 


WRITE  for  FREE  NICOZOL. 

DRUG  SPECIALTIES,  INC. 
WINSTON-SALEM  1,  N.  C. 

for  professional  samples  of 
NICOZOL  capsules  and  literature  on 
NICOZOL  for  senile  psychoses. 


Sole  distributors  in  California: 

The  Brown  Pharmaceutical  Co.,  Los  Angeles 
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*‘results  were  uniformly  encouraging”^ 


Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges^  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex® 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges,  F.  T.;  GP.  ;4:86.  Nov..  1956. 

pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18.  N.Y. 
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The  many  thousands  of  patie  ts 
successfully  treated  wh 
Signemycin*  over  the  past  yi  j 
have  confirmed  the  value  of  t s 
safe  and  effective  antibic  c 
agent.  One  further  therapeu  c 
resource  is  thereby  provio'd 
the  practicing  physician  whos 
faced  daily  in  office  and  hou 
practice  with  immediate  diagnos 
of  common  infections  and  U 
immediate  institution  of  ti 
most  broadly  effective  thera 
at  his  command,  in  his  continuii^ ' 
task  of  the  ever-extendii; 
control  over  human  pathoger. 


Now  buffered  to  produce  highe 
faster  blood  levels;  specify  tl 
V form  on  your  prescription 


Supply:  SiGNEMYCiN  V Capsuk 
250  mg.  Signemycin  Capsule 
250  mg.  and  100  mg.  Signemyc 
for  Oral  Suspension,  1.5  Gtr 
125  mg.  per  5 cc.  teaspoonfu 
mint  flavor.  Signemycin  Intravenou 
500  mg.  vials  and  250  mg,  vial:' 
buffered  with  ascorbic  ack^ 


Pfizer  Laboratorieh 
Division,  Chas.  Pfizer  & Co.,  Im 

Brooklyn  6,  N,  f 
PflZCf)  World  leader  in  antibioti 
development  and  productioi 


I 


“l^hty-seven  patients  with  various 
inctions  of  the  skin  were  treated  over 
aleriod  of  six  weeks  with  [Signe- 
m in].  Excellent  or  good  results  were 
adeved  in  sixty-seven,  including 
el  en  of  twenty-two  patients  refrac- 
to'  to  other  antibiotics.” 

L^is,  H.  H.;  Frumess,  G.  M.,  and 
H schel,  E.  J. : Rocky  Mountain  M.  J. 
y|>06  (Aug.)  1957. 

“■suits  of  treatment  with  oleando- 
n ’in-tetracycline  of  50  infections 
[ Dstly  respiratory]  due  to  resistant 

0 anisms  and  40  infections  [respira- 
tV,  skin,  urinary  infections]  due  to 
s sitive  organisms  are  very  encour- 
a ng.  In  some  of  these  patients, 
[ gnemycin]  was  lifesaving,  and  in 
c,ers  surgery  was  made  unnecessary. 
7is  confirms  other  reports.” 

Sfibin,  H.:  Antibiotic  Med.  & Clin. 
T^rapy  4:174  (March)  1957. 

Ised  on  case  reports  documented  by 

1 lependent  investigators  in  26  coun- 
tes  abroad,  the  clinical  response 
ftained  with  Signemycin  in  1404  pa- 
ints with  a wide  variety  of  infections 
t.s  successful  in  1329  patients;  in  13 
(ses  only  was  it  necessary  to  discon- 
liue  therapy  because  of  side  effects. 

Bport  on  1404  Cases  Treated  with 
tnemycin:  Medical  Department, 


I 


be  sure  to  write  the 
V on  your  Rx 


Pfizer  International.  Available  on 
request. 

In  50  nonselected  patients,  Signeu, , 
cin  “...appears  to  be  effective  in  the 
treatment  of  most  general  surgical  in- 
fections, including  virulent  staphylo- 
coccus aureus  infections.  In  some  cases 
these  infections  had  been  clinically 
resistant  to  other  antibiotics.  The  drug 
is  apparently  well  tolerated.” 

Levi,  W.  M.,  and  Kredel,  F.  E.:  J. 
South  Carolina  M.  A.  53:178  (May) 
1957. 

Of  50  patients  with  various  infectious 
processes,  26  had  not  responded  to 
previous  antibiotic  therapy.  With  Sig- 
nemycin “Ninety-six  per  cent  of  the 
mixed  infections  were  clinically  con- 
trolled. . . . and  in  none  of  the  cases 
was  there  any  reason  to  discontinue 
the  drug.” 

Winton,  S.  S.,  and  Chesrow,  E.:  Anti- 
biotics Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957, 
p.  55. 

Signemycin  in  79  patients  with  severe 
soft  tissue  infections:  “The  average 
response  of  these  cases  was  excellent 
and  inflammatory  symptoms  subsided 

with  almost  uniform  rapidity The 

magnitude  and  incidence  of  surgical 
intervention  was  reduced Side  re- 

actions were  minimal.  . . 


LaCaille,  R.  A.,  and  Prigot,  A.:  Anti- 
biotics Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957, 
p.  67. 

Five  groups  of  patients  (total  211) 
with  acne  were  treated  with  one  of  five 
antibiotic  agents,  including  Signemy- 
cin (55  cases).  “The  results  were 
evaluated  taking  into  consideration  the 
usual  response  to  such  conservative 
conventional  therapy  and  the  rapidity 
of  response.”  In  8 weeks,  Signemycin 
rapidly  attained  and  maintained  the 
highest  percentage  of  efficacy  of  anti- 
biotic agents  tried. 

Frank,  L.,  and  Stritzler,  C.:  Antibiotic 
Med.  & (ilin.  Therapy  4:419  (July) 
1957. 

In  the  treatment  of  78  patients  with 
tropical  infections,  some  complicated 
by  multiple  bacterial  contamination  or 
present  for  years,  Signemycin  was 
found  to  be  “. . . an  exceptionally  effec- 
tive agent,”  requiring  smaller  doses 
and  less  extended  periods  of  therapy 
than  with  the  tetracyclines  alone,  and 
“caused  no  notable  toxic  reactions.” 
Loughlin,  E.  II.,  and  Mullin,  W.  G.: 
Antibiotics  Annual  1956-19.57,  New 
York,  Medical  Encyclopedia,  Inc., 
1957,  p.  63. 


oleandomycin  tetracycline 
tTrademark 


To  be  bring  your  next  prescription  to  Peoples 


^X'hen  you  have  a prescription  filled,  you  are  entrusting 
your  health,  quite  possibly  your  life,  to  the.  pharma cisL 

• This  imposes  a responsibility'  we  never  allow  ourselves 
to  forget.  It  has  guided  our  business  since  its  founding  in  1905. 

Last  year,  we  filled  1,800.000  prescriptions  in  greater 
Washington.  Year  after  year,  the  number  of  prescripti(Mi> 
filled  at  Peoples  keeps  going  up. 

There  are  sound  reasons  for  this  overwhelming  vote  of 
public  confidence.  Here  are  some  of  those  reasons: 

\^’e  maintain  a complete,  up-to^ate  «ilock  of  the  most 
modem  drugs,  as  well  as  all  the  older  drugs  now  being 
prescribed. 

We  use  only  fresh,  high-quality  drugs  in  filling  our 
prescriptions. 

^ Every  prescription  is  checked,  not  orKe.  but  twice,  to 
assure  the  utmost  in  accuracy  and  safety. 


You  can  rest  assured  that  your  (N-escripxtion  is  filled 
exactly  as  your  physician  prescribes. 

— e maintain  prescription  departments,  staffed  with  fully 
qualified  pharmacists,  in  everyone  of  our  90  stores. 

You'll  always  pay  a fair  price  for  a prescription  at 
Peoples,  because  of  the  unique  price  schedule  in  use  in  all 
our  stores.  Volume  buying,  plus  this  up-to-the-minute  price 
schedule,  often  enable  us  to  pass  along  substantial  savings 
to  our  customers. 

These  are  the  reasons  why  so  many  ^ ashingtonians  de- 
pend on  Peoples  for  prescriptions.  .Aren't  they  good  reasons 
why  you  should  bring  your  next  prescription  to  Peoples? 
Remember,  no  matter  where  you  live,  there  is  a Peoples  pre- 
scription department  near  you. 

•••Peoples  Drug  Stores 

SP£C/ALISrS  IN  PRESCRIPTIONS  SINCE  1905 


One  of  a Series 
of  Newspaper 
Ads.  Directed  to 
Your  Patients 
and  Our 
Customers.  . . . 


Monilial 


overgrowth 


Achrostatin  V combines  AcHROMYCiNt  V . . . 

the  new  rapid-acting  oral  form  of 
AcHROMYCiNt  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
.50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg.  tetracycline 
HCl  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 
*Trademark 
fReg.  U.  S.  Pat.  Off. 
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New  York  17,  New  York 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac  in- 
validism. These  are  the  pathways  of  angina  patients. 
For  fear  and  pain  are  inextricably  linked  in  the 
angina  syndrome. 

For  angina  patients  — perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new  cartrax? 
This  doubly  effective  therapy  combines  petn  (pen- 
taerythritol  tetranitrate)  for  lasting  vasodilation  and 
ATARAX  for  peace  of  mind.  Thus  cartrax  relieves 
not  only  the  anginal  pain  but  reduces  the  concomi- 
tant anxiety. 

Dosage  and  supplied:  begin  with  1 to  2 yellow  tab- 
lets (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times 
daily.  This  may  be  increased  for  maximal  effect  by 
switching  to  pink  tablets  (20  mg.  petn  plus  10  mg. 
atarax).  In  bottles  of  100. 

CARTRAX  should  be  taken  before  meals,  on  a contin- 
uous dosage  schedule.  Use  with  caution  in  glaucoma. 

1.  Russek,  H.  I.:  J.  Am.  Gcriat.  Soc  4:877  (Sept.)  1956. 
•Trademark 


READ  THIS 


both- 
orally  for 


dependable  prophylaxis- 

ISUPREL- 
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RANOL: 


TABLETS 


S'HMATIC- 

(.eerful  instead  of  fearful 

*-|Suprel-Franol  tablets  bring 
n^he-clock  relief  plus  emergency 
a j^ainst  sudden  attack.  Anxiety 
i£(vhen  patients  know  they’ll  get 
ein  60  seconds  — relief  that  con- 
Wfor  four  hours  or  more. 

||l  HCl  (10  mg.  for  adults,  5 mg. 
ddren) , the  most  potent  broncho- 
a:r  known,  makes  up  the  outer 
tij.  In  a sudden  attack,  the  patient 
slie  tablet  under  his  tongue.  Relief 
Win  60  seconds.  A unique  feature 
b“flavor-timer.”  As  the  Isuprel  is 
.0  ed  a lemon  flavor  appears.  When 
Kippears — about  five  minutes  later 
tl  patient  swallows  the  tablet. 

excelled  combination  for  pro- 
ijl  bronchodilatation  makes  up  the 
jflil-Franol  core:  benzylephedrine 
1132  mg.).  Luminal®  (8  mg.)  and 
^lylline  (130  mg.).  Swallowed,  the 
il  works  for  four  hours  or  more. 

jjjl-Franol  tablets  are  “. . . effec- 
ifcln  controlling  over  80%  of 
t'lts  with  mild  to  moderate 
Mcs  of  asthma.”* 

fr.ner.  J.  L..  and  DeRisio. 

J Lakey  Clin,  Bull.  10 :45, 

Mh:..  1956. 
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ISUPREL-FRANOL 

tablets  (Isuprel  HCl  10  mg.l 
for  adults; 

ISUPREL-FRANOL 

Mild  tablets  (Isuprel  HCl 
5 mg.)  for  children: 

One  tablet  every  three  or 
four  hours  taken  orally  for 
continuous  control  of  bron- 
chospasm  in  chronic  asthma. 
One  tablet  taken  sublingual- 
ly for  sudden  attack.  “Fla- 
vor-timer” signals  when 
patient  should  swallow. 
Bottles  of  100  tablets. 


''Flavor -timer''  signals  patients 
when  to  swallow  tablets 


ISUPREL 

Immediate  effect  sublingually - 
for  emergency  use 


LEMON  “FLAVOR-TIMER” 
Disappearance  of  flavor  is  the 
signal  to  swallow 

Theophylline 
Luminal 

Benzylephedrine 
Sustained  action — reduces  fre- 
quency and  intensity  of  attacks 


L (BRAND  OF  ISOPROTERENOL).  FRANOL  AND  LUMINAL  (BRAND  OF  PH  ENOBARBITAl 


,L),  TRADEMARKS  RE(;.  U.  S.  PAT.  OFF. 


in  cases  of  tension 


{Reserpine,  Vale) 


. . . tke  preferred  drag  where  anxiety  or  emotional  agitation 
most  he  controlled 


provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

effects  a graduot  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 


UpflM;  0.1  mg.  ond  0.25  mg.  tablets  in  bottles  of  100, 
500  and  1000,  or  on  prescription  at  leading 
pharmacies 


KAUWOLFIA 

serpentim 

in  cases  of  hypertension 

Ra.uva.1" 

(Rauwolha  Serpentina.  Valet 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

testeU  chesiie^  to  acfirt  total  ^kaloid  content 
tested  bitiegieanjf  te  iesere  itnitenn  hyptensive  action 


. . , ideal  theropy  in  labile  end  moderate  hyper- 
tension or  os  adjunctive  therapy  in  severe 
hypertension 

. . . achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  offer  cessation  of  therapy 

sullied;  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY,  INC.  allentown,  pa. 

Pharmaceuticals 
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For  the  common  cold  . . . 
symptom  by  symptom 


To  check  symptoms,  to  curb  bacterial  complications, 
prescribe  PEN•VEE•C^rfm  for  its  multiple  benefits. 

It  exerts  antibacterial,  analgesic,  antipyretic, 
antihistaminic,  sedative,  and  mild 
mood-stimulating  actions. 


THE  ONLY  PREPARATION  FOR  SYMPTOMATIC  RELIEF 
OF  THE  COMMON  COLD  TO  CONTAIN  PENICILLIN  V! 


Supplied:  Capsules,  bottles  of  36.  Each  capsule  contains  62.5 
mg.  (100,000  units)  of  penicillin  V,  194  mg.  of  salicylamide, 
6.25  mg.  of  promethazine  hydrochloride,  130  mg.  of  phenacetin, 
and  3 mg.  of  mephentermine  sulfate. 


Pen  Cidin 


Penicillin  V with  Salicylamide,  Promethazine  Hydrochloride,  Phenacetin,  and  Mephentermine  Sulfate 


Philadelphia  1.  Pa. 


Voi,.  84,  Decemhek,  1957 


21 


22 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 


CLINICAL  SAMPLES  AND  LITERATURE  ON  REQUEST 


ViRGiNLA.  Medical  Monthly 


for  the  dry 
unproductive 
cough . . . 

SYROCOL-PM 

. . . especially  useful  in  the  dry,  unpro- 
ductive cough,  SYROCOL-PM  helps 
lessen  the  frequency  and  severity  of 
coughs  due  to  colds,  coughs  accom- 
panying dyspnea  and  emphysema, 
and  allergic  type  coughs.  Useful  too, 
in  allaying  inflammatory  bronchial 
coughs  as  well  as  those  of  infectious 
origin.  Possessing  a highly  palatable 
cherry  flavor  and  mildly,  soothingly, 
mentholated,  SVROCOL-PM’s  taste 
appeal  insures  ready  acceptance  by 
children  and  adults  alike. 


in  ASIAN  INFLUENZA 


and  other  respiratory  conditions 

meet  the  threat  of  infection 

with 


provides  chemoprophylactic  agents  as  well  as  relieves  the  symptoms 


antibacterial 
antiallergic 
expectorant 
bronchodilator 
antispa  smodic 


Each  teaspoonful  (S  cc.)  provides: 

Sulfadiazine 0.166  Gm. 

Sulfamerazine 0.166  Gm. 

Sulfamethazine 0.166  Gm. 

Pyrilamine  Maleate  . 6.25  mg. 

Phenyltoloxamine  Dihydrogen  Citrate  6.25  mg. 

Glyceryl  Guaiacolate 50.0  mg. 

Ephedrine  Sulfate 5.0  mg. 


Supplied;  in  4. Ounce  and  Pint  bottles. 

Stocked  by  all  wholesale  druggists. 

sample 

and  complete  literature  — write  . . . 

The  TILDEN  Company 

New  Lebanon,  N.  Y. 

Oldest  Manufacturing 
Pharmaceutical  House  in  America 
• Founded  1824 
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TWO  NEW 

CLINICAL 

REPORTS 

REAFFIRM 

THE 

BENEFITS  OF 


0 Knot  Ca* 


Evidence  continues  to  accumulate  verifying  the  effectiveness  of  Gelatine  in  the 
treatment  of  brittle  fingernails.  Investigators  report  that  the  nails  show  objective 
evidence  of  improvement. ' -2.3.4  Furthermore,  patients  often  volunteer  that  their  nails 
feel  stronger,”  “look  smoother,"  and  “I  can  pick  up  things  without  them  hurting 
Evidently  the  subjective  sensations  associated  with  improvement  are  nearly  as  im- 
portant to  some  patients  as  the  positive  physical  change  in  the  nails’  appearance. 

Improvement  Noted  in  81%  of  Patients 

See  the  chart  below  for  a summary  of  the  effect  of  Knox  Gelatine  in  brittle  fingernails 
as  observed  in  all  published  reports.  Photographic  evidence  of  improvement,  much 
of  it  in  color  taken  before  and  during  treatment,  is  available  for  most  of  the 
patients. '-2. 3 Please  note,  however,  that  where  Gelatine  was  used  in  the  treatment  of 
pathological  conditions  associated  with  brittle  fingernails  only  in  psoriasis  did  the 
data  show  definite  improvement.'-^-^ 

Response  to  Gelatine  in  Brittle  Fingernails 


References 

Dosage 

Duration  of 
treatment 

No.  patients  w/ 
brittle  nails 

No.  patienis 
improved 

No.  patients 
w/  brittle 
nails  and  other 
pathology 

No. 

patients 

improved 

I.  Rosenberg,  S..  Oster  K.  A, 

Kallos,  A.  and  Burroughs.  W.: 
A.M.A.  Arch.  Dermal  76:330, 
(September)  1957 

7 Gm./ 
day 

3 months 

50 

43  (86%) 

32* 

9 

2.  Schwimmer,  M.  and  Mulinos.  M.G. 
Antibiot.  Med.  Ciin.  Therapy 
4:403.  (July)  1957 

7.5  Gm./ 
day 

11-16  weeks 

IS 

15  (83%) 

3.  Rosenberg.  S.  and  Oster,  K.  A: 
Conn.  Stale  Med.  J 

19:171.  (March)  1955 

7 to  21 
Gm./day 

IS  weeks 

35 

260  (72%) 

4.  Tyson.  T.  L: 

/.  Invest.  Dermat. 

14:323,  (May)  1950 

7 Gm./day 

13  weeks 

12 

10'  (83%) 

Total* 

7.21  Gm. 

11-16  weeks 

116 

94(81%) 

32 

9(28%) 

a.  Gelatine  improved  psoriatic  nails  in  5 out  of  12  cases.  In  onychomycosis  and  other  pathological 
conditions  of  the  nail  it  was  of  no  appreciable  help. 

b.  Of  the  failures,  2 had  congenital  disease  of  the  nails,  3 were  diabetics  and  3 took  the  medication 
for  less  than  one  month. 

C.  One  patient  with  psoriasis  and  arthritis  and  one  patient  with  psoriasiform  nail  changes  showed 
improvement  in  2 and  3 months  respectively. 

RinLE  FINGERilAIIS 


Important  Note 


The  pharmacodynamic  effects  of  Gelatine  are  manifested  through  its  high  Specific 
Dynamic  Action,  and  therefore,  depend  upon  adequate  and  prolonged  intake.  All 
published  clinical  research  has  been  conducted  using  7 to  21  grams  (1-3  envelopes) 
of  Knox  Gelatine  per  day  for  the  three  to  four  months  that  are  required  for  complete 
regrowth  of  the  nails.  Smaller  dosage  would  induce  a lesser  specific  dynamic  action 
and  thus  prove  ineffectual  in  correcting  the  brittle  nail  defects.  More  detailed  infor- 
mation on  brittle  fingernails  and  reprints  of  the  two  more  recent  clinical  reports  are 
available  on  request.  Please  use  the  attached  coupon. 


I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 


1 

Knox  Gelatine  Company  I 

Professional  Service  Department  SJ-27  I 

Johnstown,  N.  Y.  . 

Please  send  reprints  of  the  following  articles:  . 

Q Rosenberg,  S.,  Oster,  K.  A.,  Kallos,  A.  and  Burroughs,  W.:  A.M.A.  Arch.  Dermal.  . 
76:330,  (Sept.)  1957.  I 

[3  Schwimmer,  M.  and  Mulinos,  M.G.:  Antibiot.  Med.  & Clin.  Therapy  4:403,  I 
(July)  1957.  I 

YOUR  NAME  AND  ADDRESS  I 
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announcing 


a new  lifesaving  antibiotic 


discovered  by  Abbott  Laboratories 


SPONTIN 


(Ristocetin,  Abbott) 


A new,  important  antibiotic,  Spoxtix,  is  now  being  made  availa- 
ble—in  limited  supph’— to  the  medical  profession. 

Discovered  and  developed  by  Abbott  Laboratories,  Spoxtix 
proved  highly  effective— even  life-saving— in  clinical  trials  with 
patients  in  whom  other  antibiotics  had  failed. 

Because  of  intricate  and  technical  production  problems,  .only 
a limited  supply  of  Spoxtix  is  available  currently.  But,  as  soon 
as  these  problems  are  solved,  Spoxtix  will  be  offered  to  all 
hospitals.  V 

For,  essentially,  Spoxtix  is  a drug  for  hospital  use— for 
patients  who  are  seriously  ill,  or  even  dying,  from  organisms  that 
have  become  resistant  to  present-day  therapy. 

In  its  present  form  Spoxtix  is  adminrstered  intravenously, 
using  the  drip  techniciue.  The  required  do.sage  is  dissolved  in  5% 
De.xtrose  in  water  and  administered  in  35  to  40  minutes. 

You’ll  find  Spoxtix  effective  against  a wide  range  of  gram- 
positive coccal  infections.  And  especially  in  those  dangerous 
staphylococcal  problems  that  resist  other  antibiotics.  Some  of 
the  important  therapeutic  points  include: 

1)  siiccessfid  short-term  them pu  for  acute  or  subacute  endocarditis 

2)  new  antimicrobial  activity — no  natural  resistance  to  Spoxtix 
was  found  in  tests  involving  hundreds  of  coccal  strains 

8)  antimicrobial  action  against  which  resistance  is  rare — and  ex- 
tremely difficult  to  induce 

4)  bactericidal  action  at  effective  therapeutic  dosages. 

Spoxtix  comes  as  a sterile,  lyophilized  powder  in  vials  repre- 
senting 500  mg.  of  ristocetin  A activity.  While  distribution  is 
limited,  your  emergency  needs  will  be  handled  by  your  Abtiott 
representative,  or  at  the  nearest  Abbott 


branch.  Literature  is  available  on  request. 


safe . . . for  your  little  patients,  too 

“a  definite  relaxant  effect”^ 

With  Nostyn  . . almost  without  exception  the  children  responded  by  becoming  more  ame- 
nable, quieter  and  less  restless. 

without  depression,  drowsiness,  motor  incoordination 

“The  most  striking  feature  is  that  this  drug  does  not  act  as  a hypnotic — “No  toxic  side- 
effects  were  noted,  with  particular  attention  being  paid  to  the  hematopoietic  system.’’^ 

dosage:  Children:  150  mg.  {Vz  tablet)  three  or  four  times  daily.  Adults:  150-300  mg.  (Vz  to  1 tablet) 
three  or  four  times  daily. 


supplied:  300  mg.  scored  tablets,  bottles  of  48  and  500. 


(1)  Asung,  C.  L.;  Charcowa,  A.  I.,  and  Villa.  A.  P.:  Sea  View  Hosp.  Bull.  76:80.  1956.  (2)  Asung,  C.  L.;  Charcowa,  A.  I.,  and 
Villa,  A.  E;  New  York  J.  Med.  57:1911  (June  1)  1957.  (3)  Report  on  Field  Screening  of  Nostyn  by  99  Physicians  in  1,000 
Patients,  June,  1956. 


AMES  COMPANY.  INC  • ELKHART,  INDIANA 

41057 


calmative  nostyn 


Ectylurea,  Ames 
(2-ethyl-m-crotonylurea) 


I 


“of  value  in  the  hyperactive  as  well 
as  the  emotionally  unstable  child”® 


I 
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NOW, 


ANEW 


whyDnhetaneisthe  best  reason  yet  for  you  to  re-examimi 
the  antihistamine  you’re  now  using  »Miiiifframformiiiigraih\ 


DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index  umdvaled  by  ari 
other  antihistamine— a relative  safety  unexceeded 
by  any  other  antihistamine,  dimetane,  even  in  very 
low  dosage,  has  been  effective  when  other  antihis- 
tamines have  failed.  Drowsiness,  other  side  effects 
have  been  at  the  very  minimum. 

» unexcelled  antihistaminic  action 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Allergic 

rhinitis  and  vasO' 
motor  rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsiness  C 

Urticaria  and 
angioneurotic 
edema 

3 

t 

1 

1 

Dizzy  (1) 

Allergic 

dermatitis 

2 

1 

1 

Slight  Drowsiness  (2 

Bronchial  asthma 

) 

1 

Pruritus 

1 

1 

Total 

37 

IS 

13 

7 

2 

Drowsiness  (5)  iz  oe 
Dizzy  (1) 

From  the  preliminary  Dimetane  Extentabs  studies  of  three  investigators.  Further  clinical  investigations  will  be  reported  as  complete 


OtMETANE  IS  PARA0ROMDYLAMINE  MALEATE  - EXTENTABS  12  MG., TABLETS  4 MG., ELIXIR  2 MG.  PER  5 CC. 


blanket  of  allergic  protection,  covering  10-12 
)urs— with  just  one  Dimetane  Exlentab  »dimetane 
vtentabs  protect  patient  for  10-12  hours  on  orw  tablet 


1 2 3 4 5 6 ' 

8 9 10  n 12 

Periods  of  stress  can  be  easily  han- 
dled with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


Dosage: 

Adults— One  or  two  i-mg.  tabs, 
or  two  to  four  teaspoonfuls 
Elixir,  three  or  four  times  daily. 

One  Extentab  g.S-12  h. 

or  twice  daily. 
Children  over  6— One  tab. 
or  two  teaspoonfuls  Elixir  t.i.d. 
or  q.i.d.,  or  one  Extentab  Q.12h. 

Children  tab. 

or  one  teaspoonful  Elixir  t.i.d. 


Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 


spreads 


in  a wink! 


TETRACYCLINE 


OPHTHALMIC  OIL 

SUSPENSION  1% 


bland  sopthing  drqos  , 

• Hoods  tissues  quickly,  evenly 

• compatible  with  ocular  tissues  and  fluids 

• eliminates  cross  contamination 

• easily  self-administered 

supplied: 

4 cc.  plastic  squeeze,  dropper  bottle  containing 
Achromycin  Tetracycline  HCl  (1%)  10.0  mg., 
per  cc.  suspended  in  sesame  oil. 


unsurpassed  in  antibiotic  efficacy 

• Therapeutic:  the  true  broad-spectrum  action 
of  Achromycin,  promptly  effective  in  a wide 
variety  of  common  eye  infections 

• Prophylactic:  following  removal  of  foreign 
bodies;  minor  eye  injuries 

• Stable,  no  refrigeration  needed:  retains  full 
potency  for  2 years 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
•Reg.  U.  S.  Pat.  Off. 
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n 


(dihydroxy  atumlnum  aminoacetate  with  belladonna  alkaloids  and  phenobarbital) 


no  wonder . . . 

It’s  no  wonder  that  of  the  many  antacid- 
spasmolytic  formulations  promoted  to  the 
medical  profession,  so  many  physicians  have 
found  Malglyn  the  most  consistent  in  clinical 
effectiveness. 


Here's  a startling  adsorption  story 
involving  simultaneous  adminis- 
tration of  antacid  and  spasmoly- 
tic drugs! 


L. 

□ 

r' 

C 


8Kl.t..AOONNA  AI.KAt.OID8 
AUONE 


100 

90 

80 

70 

60 

SO 

40 

30 

eo 

to 


LD  90%* 
*15  mg.  dose 
of  spasmolytic 
proved  lethal 
in  90” o of 
test  animals 


Bet.l.ADONNA  AI.KAI.OID8 
WITH 

ALUMINUM  HYDROXIDK 


Al(OH), 
w/spasmolytic 
substantially 
reduces  spasmolytic 
drug  effect 


n ' 1 

ii 

S 1 

BELLADONNA  ALKALOIDS  WITH 
DIHYOROXY  ALUMINUM  AMINOACETATS 

(alolyn®,  brayten) 


LD  83% 

Malglyn  Compound 
provides  maximal  i 
spasmolytic  effect 


Alglyn 

adsorbed  only 
7% 

of  alkaloids 


■ 


The  above  laboratory  study  clearly  indicates  that  the  antacid  Alglyn, 
contained  in  the  Malglyn  formula,  does  not  materially  interfere 
with  the  therapeutic  effectiveness  of  its  contained  belladonna  alka- 
loids. On  the  other  hand,  the  marked  arfsorptive  properties  of 
aluminum  hydroxide  renders  its  combination  with  belladonna  alka- 
loids both  uneconomical  and  therapeutically  unreliable. 


each  tablet  contains 

dihydroxy 

aluminum 

aminoacetate,  o.a  om« 

N.N.R. 

belladonna 

alkaloids  o.iaa  mo. 

(as  sulfates) 

phenobarbital  ta.a  mo. 


For  both  rapid  and  prolonged  antacid  effect,  with  consistently 


effective  spasmolytic  and  sedative  action,  rely  upon  Malglyn 
for  treatment  of  peptic  ulcer  and  epigastric  distress. 


Also  supplied:  Alglyn*  (dihydroxyaiumi-- 
num  aminoacetate,  N.N.IL  0.5  Gm  per  tabteO. 
BELGLYN*  (dihydroxy  aluminum  aminoacetate, 
N.N.R.,  0.5  Gm.  and  belladonna  alkaloids,  0.162  m(. 
par  tablet). 


Specialities  for  the  Medical  Profession  onlg 

BRAYTEN  PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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DR.  /-niCl.AT 


assure  her 

a more  serene,  a happier  pregnancy 
, . . without  nausea 


give  her  i 


MAREDOX 


I© 


brand 


Cyclizine  Hydrochloride  and  Pyridoxine  Hydrochloride 


because 


‘Maredox’  gives  the  expectant  mother  new-found 
relief  from  morning  sickness, 

relieves  nausea  and  vomiting 

and 

counteracts  pyridoxine  deficiency 


in  pregnancy 


One  tablet  a day,  taken  either  on  rising  or  at  night, 
is  all  that  most  women  require. 


Each  tablet  of  ‘Maredox’  contains: 

‘Marezine’*  brand  Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  Tuckahoe,  New  York 
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in  the  eyes  of  industry 
more  visible  results... 

t 

t more  man-hours  saved 

ft 


% 

ft 

ft 

f 

} 

k 

$ 

I 


METIMYD 

OPHTHALMIC  SUSPENSION 

(prednisolone  acetate  and  sulfacetamide  sodium) 
antiallergic . . . antibacterial . . . anti-inflammatory 


VISIBLE  RESULTS,  MORE  QUICKLY— Prednisolone, 
the  corticosteroid  component  in  Metimyd,  acts 
more  rapidly  on  topical  application  in  the  eye 
than  either  hydrocortisone  or  cortisone.* 

MORE  MAN-HOURS  SAVED— Sulfacetamide  sodium, 
the  sulfonamide  component  in  Metimyd, 
possesses  unsurpassed  antibacterial  activity  for 
ophthalmic  use.  In  extensive  clinical  use  it  has 
reduced  the  number  and  duration  of  return  visits,* 
thereby  saving  precious  man-hours. 


and  especially  for 
nighttime  use  and 
as  a protective 
dressing 

METIMYD 
OINTMENT  with  ■ 
NEOMYCIN  i 

“Meti”*steroid  plus  potentiated  antibacterial  action  ' 
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Guest  Editorial . . . . 


Treat  the  Disease 


HE  DISCIPLES  OF  Dr.  Frank  Apperly  will  recall  a metaphor  he  uses  not 


infrequently  and  to  great  advantage — “Don’t  pour  water  on  the  fire  alarm!”  We 
are  ever  being  exhorted  to  treat  the  disease  and  not  primarily  the  symptoms  or  signs. 
We  are  admonished  not  to  use  powerful  drugs  for  pain  till  the  diagnosis  is  definitely 
made,  in  order  not  to  obscure  the  picture. 

This  is  not,  however,  to  advise  neglecting  the  symptoms  and  sufferings  till  they 
go  away  on  correction  of  the  basic  pathologic  process.  We  shold  not  withhold  a 
simple  anodyne  for,  say,  a tension  headache  while  exploring  other  possible  causes 
(although  during  the  process  of  exclusion  the  headache  will  doubtless  wear  itself 
out).  We  are  ever  urged  to  be  wary  in  using  ataractic  agents  lest  we  cover  up  a severe 
psychoneurosis  which  the  drugs  do  nothing  to  overcome.  It  is  a standing  joke  among 
physicians  (I  hope  not  among  the  laity),  “.  . . and  if  the  penicillin  doesn’t  cure  you, 
we’ll  examine  you  to  see  what’s  wrong”. 

In  some  patients  we  are  obliged  to  attempt  to  control  the  end-result  of  tlie  disease 
for  want  of  understanding  of  the  disease  itself.  Toxemia  of  pregnancy  is  a prime 
example  of  this  situation.  Our  therapeutic  efforts  are  directed  toward  fluid  retention, 
hjq)ertension  and  possible  convulsions  but  we  are  still  a few  steps  away  from  correct- 
ing the  underlying  cause  of  these  outward  manifestations. 

Postpartal  abdominal  and  back  pains  are  all  too  often  treated  symptomatically 
without  thought  for  the  etiology.  Some  physicians  of  my  acquaintance  give  progesterone 
in  an  effort  to  counteract  the  proclivity  of  the  postpartal  uterus  to  contract  and  “cramp” 
periodically.  This  is,  after  all,  more  to  the  point  than  giving  analgesics  and  opiates 
(albeit  some  increase  in  lochia  may  supervene). 

In  premenstrual  tension,  rather  than  rely  solely  on  “mood  elevators”,  “tranquilizers” 
and  other  s>Tnptomatic  approaches,  it  has  been  suggested,  more  rationally,  that  we 
employ  pitressin-inhibitors. 

My  attention  has  focussed  of  late  on  the  possibility  that  pelvic  and  parametrial 
edema  is  the  origin  of  postpartal  backache  and  lower  quadrant  distress.  Often  when 
performing  a laparotomy  in  the  immediate  puerperal  period,  one  is  struck  with  the 
intense  swelling  and  engorgement  of  the  fallopian  tubes,  mesosalpinges  and  broad 
ligaments.  Could  there  be  a connection  betw’een  this  condition  and  the  pains?  This 
cannot  be  evaluated  in  a patient  in  whom  the  condition  is  actually  visualized  since 
the  postoperative  pain  all  but  obscures  other  sources  of  discomfort  for  a time.  If  there 
is  parametrial  edema,  why  not  edema  of  the  uterosacral  ligaments  and  elsew'here  in 
the  pelvis?  And  if  edema,  why  not  resultant  s\Tnptoms?  (Indeed  the  pelvic  conges- 
tion syndrome  as  a gynecologic  entity  has  been  authoritatively  outlined.) 


And  if  symptoms  from  the  edema,  then  we  can  expect  and  obtain  lasting  relief 
from  such  symptoms,  not  with  analgesics,  but  with  diuretics.  Regarding  the  basic 
disturbance — why  edema  ? Probably  it  stems  from  electrohte  changes  which  occur 
during  gestation  plus  the  hypervolemia,  plus  hydrodynamic  effects  in  the  pelvic  struc- 
tures during  uterine  contractions.  Now  to  prevent  this  state  of  affairs  we  have  but 
to  prevent  pregnancy.  This  as  an  inflexible  rule  is  patently  absurd.  Thus  the  next 
best  step  is  to  treat  the  essential  derangement  resulting  from  parturition. 

Is  it  not  in  (dl  situations  more  logical  to  attack  the  basic  aberration,  when  known, 
than  to  attack  the  outward  evidence  of  the  disorder? 

Let  us  get  back  to  the  beginning  of  things.  'I'he  alarm  is  highly  useful  but  the  hre 
wants  the  water.  To  swat  mosquitoes  may  be  fine,  but,  better,  drain  the  swamp 

T.  St.xcy  Lloyd,  Jk.,  M.D 


And  Dr.  Robert  L.  Novy  Reports*  ... 

'•The  ideals  and  purposes  of  Blue  Shield  are  precisely  the  same  as  the  age-old  ideals 
and  purposes  of  medicine:  to  serve  people  singlemindedly,  regardless  of  personal  profit. 

•‘Blue  Shield  safeguards  the  basic  freedoms  of  medical  practice  which  are  funda- 
mental to  good  medical  care.  Blue  Shield  hopes  to  strengthen  the  doctor’s  traditional 
way  of  j)racticing  medicine,  not  to  change  it  or  destroy  it.  Blue  Shield  protects  the 
patient's  right  to  choose  his  doctor,  the  doctor’s  right  to  accept  or  reject  the  patient, 
and  their  common  right  to  inviolate  confidential  relationship. 

"Since  Blue  Shield  was  created,  however,  a whole  now  generation  of  doctors  has 
come  into  practice  who  know  nothing  of  the  struggle  and  sacrifice  of  its  founders. 
Many  of  these  doctors  take  Blue  Shield  for  granted,  and  the  success  of  Blue  Shield  has 
even  led  many  of  their  older  colleagues  to  take  it  for  granted,  too. 

"Indifference,  apathy,  and  complaisancy  can  be  fatal  to  Blue  Shield  and  to  the 
whole  voluntary  medical  care  prepa^anent  program.  Blue  Shield  deserves  the  doctor’s 
wholehearted  support  because  it  is  fashioned  in  the  doctor’s  own  image;  it  is  his  own 
creation ; and  it  is  designed  to  strengthen  the  freedoms  that  he  and  his  patients  want 
to  keep  strong  and  safe.” 

*From  a speech  presented  to  a Conference  of  Blue  Shield  Plans. 
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Socialized  Medicine 


JA:MES  I).  HAGOOl),  M.I). 
Glover,  \'irginiii 


I T IS  A PLEASURE  for  me  to  talk  to  you  on 
Federal-State  controlled  medicine,  because  “So- 
cialized IMedicine”  is  something  I have  fought  all 
my  life.  And  it  is  a subject  that  will  be  with  all 
of  you  doctors  all  your  days.  The  question  is  whether 
you  will  be  living  and  j)racticing  under  it,  or  be 
fighting  it  successfully  and  maintaining  an  inde- 
pendent practice  of  medicine.  .As  long  as  we  have 
a democratic  system  of  government — and  I for  one 
hope  that  will  be  forever — we  will  have  those  among 
us  who  will  want  the  government  to  be  in  charge 
of  doctors  and  hospitals. 

How  much  influence  these  people  will  have  on 
the  general  public,  and  more  importantly  on  the 
Congress  and  on  our  legislatures,  is  something  the 
doctors  themselves  will  largely  decide.  If  the  doc- 
tors fight  socialized  medicine  with  intelligence  and 
determination,  as  they  have  on  seme  occasions  in  the 
past,  it  will  remain  pretty  much  a theory.  If  the 
doctors  relax  in  the  }'ears  ahead,  I can  see  nothing 
but  the  complete  socialization  of  medicine,  and  in 
the  not  too  distant  future. 

Now,  to  me,  socialized  medicine  resembles  old- 
fashioned  sin  in  more  ways  than  one.  Both  terms 
are  general  and  vague.  Both  have  certain  attrac- 
tions that  in  the  long  run  won't  do  you  any  good. 
Sin  comes  in  an  infinite  variety  of  shapes  and  forms, 
and  sometimes  it  doesn’t  look  like  sin  at  all.  It 
seems  to  me  that  socialized  medicine,  too,  has  this 
questionable  advantage.  The  old-fashioned  preach- 
er, who  had  to  steam  up  his  flock  or  go  hungr\-  him- 
self, often  attacked  only  those  sins  that  weren't 
very  popular  in  his  neighborhood  anyway.  There 
could  be  a great  deal  of  righteous  indignation,  but 
the  sinners  in  the  flock  could  go  right  on  doing  what 
they  wanted  to  do.  They  were  inv'olved  in  the  pop- 
ular sins,  not  the  unpopular  ones  that  the  preacher 
was  shouting  about. 

So  when  you  think  there  might  be  some  part  of 
socialized  medicine  that  wouldn’t  be  tex)  dangerous, 
you  will  be  letting  yourself  in  for  a lot  of  troulfle 
later  on. 

.As  I mentioned,  there  are  various  types  and  de- 
grees of  sinning,  and  you  can  pick  out  what  you 

Presidential  Address  delivered  at  Annual  Meeting  of 
The  Medical  Society  of  Virginia,  Washington,  D.  C., 
October  28,  1957. 


want.  There  are  no  (|uesti<)ns  about  the  l)ig  sin.s — 
you  don’t  fool  even  yourself  on  them.  But  you  might 
want  to  take  a chance  on  the  little  ones. 

In  a way,  socialized  medicine  presents  identical 
temptations. 

To  the  general  pulflic,  and  unfortunately  to  part 
of  the  profession,  the  term  “Socialized  Medicine” 
means  a federal  .system  for  the  regulation,  control 
and  financing  of  hospitalization  and  medical  care. 
There  are  few,  if  any,  hospital  and  doctor  bills  for 
people  to  worry  about — the  cost  goes  on  their  tax 
bill  instead.  .Also,  the  federal  government  looks 
over  the  doctor’s  shoulder  and,  after  a while,  tells 
him  how  to  treat  patients. 

.A  program  like  this  was  j)resented  in  the  Federal 
Congress  about  ten  years  ago.  It  was  slightly  dis- 
guised in  two  ways.  First;  money  was  to  be  collected 
through  an  increase  in  social  security  ta.xes,  so  the 
jjrogram  was  called  National  Health  Insurance. 
.Second,  the  peoj)le  were  told  that  they  were  to  have 
a free  choice  of  doctor  and  hosj)ital — that  nothing 
would  be  changed.  However,  the  deception  was  ef- 
fective with  very  few  people.  Led  by  the  American 
Medical  .Association,  the  campaign  against  this  so- 
cialized medicine  bill  was  joined  in  vigorously  In- 
state and  county  medical  societies,  the  dentists,  the 
druggists,  hospital  leaders,  and  in  fact  by  almost 
every  segment  of  the  health  profession  and  indus- 
tries. 

The  result  was  a resounding  defeat  for  this  meas- 
ure. The  Senate  committee  that  had  been  a sounding 
board  for  the  arguments  actually  voted  down  the 
bill. 

Now  because  this  particular  bill  has  not  been 
seriously  considered  since  that  time,  some  people 
have  the  idea  that  there  has  been  nothing  going  on 
in  this  field.  I,  personally,  never  have  been  tran- 
quilized  to  this  extent. 

In  the  wav  of  information  and  material  that  my 
friends  in  Washington  send  me,  this  does  more  than 
confirm  my  belief  that  we  are  enjoying  a few  small 
sins  of  socialized  medicine  right  now.  But  more 
important,  it  is  evidence  that  very  soon,  probably 
next  year,  a campaign  will  be  under  way  to  enact 
a certain  hospitalization  bill  that  clearly  is  social- 
ized medicine — it  isn’t  the  whole  program,  but  it’s 
quite  a bit. 
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First,  I would  like  to  tell  you  something  about 
the  forward  movement  of  government  into  medical 
fields,  a movement  that  has  been  going  on  without 
let-up  for  the  last  ten  years.  Now  I am  not  attempt- 
ing to  coyer  all  these  programs  with  the  blanket 
indictment  of  “Socialized  Medicine.”  Nor  do  I 
Ijelieve  that  a medical  program  is  dangerous  just 
because  it's  a big  one  or  because  it’s  run  by  the  Fed- 
eral Government.  Some  of  these  operations  to  my 
mind  are  very  close  to  socialized  medicine,  and  others 
are  absolutely  necessary.  But  I think  they  are  all 
worth  reviewing  as  a trend,  so  you  will  realize  what 
has  been  happening  in  ^^’ashington. 

After  looking  over  these  federal  medical  pro- 
grams, I shall  go  into  detail  on  what  appears  to  be 
in  store  for  next  year — a drive  to  build  into  the 
federal  structure  something  that  unquestionably  is 
socialized  medicine. 

Because  Congress  has  encouraged  the  Veterans 
Administration  to  broaden  its  hospital  benefits  for 
non-service  connected  cases,  and  in  some  instances 
has  directed  an  expansion,  we  now  have  a large  sec- 
tion of  the  population  under  what  we  have  to  call 
a specialized  system  of  socialized  medicine.  There 
are  between  22  and  23  million  living  veterans  in  this 
country  today.  Perhaps  two  million  of  them  have 
injuries  or  conditions  that  have  been  certified  as 
service-connected.  There  is  no  argument  about  their 
care — they  are  entitled  to  and  get  the  best  possible 
attention  from  their  home  town  doctors  or  in  VA  hos- 
pitals. 

That  leaves  at  least  20  million  other  veterans 
who,  under  law,  are  entitled  to  free  VA  hospitaliza- 
tion under  two  conditions.  Fir.«t,  if  the  hospital  has 
room  for  them.  Second,  if  they  swear  that  they 
cannot  afford  to  pay  for  private  care..  Under  pres- 
sure from  the  AMA  and  some  other  groups,  the 
^’eterans  Administration  in  the  last  few  months 
has  tightened  up  admission  policies  on  this  group 
to  some  extent.  But  the  law  still  stands;  they  are 
entitled  to  free  care  for  conditions  that  have  no  con- 
nection whatever  with  their  militar}-  service. 

Vou  can  call  this  veterans  care;  I find  that  I have 
to  call  it  socialized  medicine. 

Now  for  another  group  that  is  quite  large.  1 
refer  to  the  more  than  five  million  persons  who  are 
on  public  assistance  and  are  entitled  tasome  Federal 
asistance.  In  addition  to  helping  to  pay  the  or- 
dinary living  e.xpenses  for  these  people — housing, 
clothing,  food,  and  so  forth — the  Federal  govern- 
ment also  sets  aside  a certain  amount  of  money  to 
help  pay  for  their  medical  care.  This  medical  care 
program  is  not  a small  one.  The  people  affected 


represent  about  three  per  cent  of  the  total  popula- 
tion. If  states  take  advantage  of  all  the  United 
States  money  offered  for  their  medical  care,  by 
matching  it  50-50,  the  \J.  S.  will  be  spending  about 
200  million  dollars  a year  for  this  program  alone. 
Now  this  operation  certainly  is  a humanitarian  one, 
and  I don't  want  to  imply  that  there  is  a better  way 
to  give  these  unfortunates  medical  care.  But  they 
are  medical  wards  of  the  states  and  the  Federal 
Government. 

The  Federal  Government,  of  course,  is  obligated 
to  give  the  best  of  medical  care  to  members  of  its 
Armed  Forces,  who  number  2.7  million.  Until  last 
year,  the  serv'ices  gave  a certain  amount  of  medical 
care  also  to  the  families  of  servicemen.  It  varied 
with  the  particular  services  and  varied  geograph- 
ically. But  this  care  was  provided  by  uniformed 
doctors  and  in  military  hospitals,  or  it  wasn’t  pro- 
vided at  government  expense.  Obviously,  some  fam- 
ilies were  discriminated  against  for  reasons  beyond 
their  control.  Then,  last  year,  Congress  decided 
to  make  all  dependents  eligible  for  federally  financed 
medical  care,  and  to  allow  them  to  use  civilian  phy- 
sicians and  hospitals.  That  means  that  another  two 
and  a half  million  persons,  wives  and  children  of 
servicemen,  besides  care  in  military  facilities  also 
are  eligible  for  certain  civilian  medical  sendees  such 
as  in  hospital  and  full  maternity  care. 

The  U.  S.  Public  Health  Sendee,  making  use  of 
its  72  hospitals  and  its  clinics,  is  responsible  for 
the  medical  care  of  two  other  groups,  numbering 
together  almost  600  thousand  persons.  These  are 
merchant  seamen,  about  200  thousand,  and  Indians 
and  .Maskan  natives,  about  370  thousand. 

\ ou  are  all  familiar  with  workmen’s  compensa- 
tion cases.  W ell,  it  may  be  a surprise  to  you  that 
the  Federal  government  runs  the  country’s  biggest 
compensation  program.  It  is  responsible  for  the 
medical  care  of  its  2^2  million  civilian  employees 
for  on-the-job  injuries  or  other  conditions. 

The  State  Department  has  a program  for  the  med- 
ical care  of  members  of  its  foreign  service,  and  other 
federal  departments  now  want  the  same  benefits  for 
their  employees  who  are  stationed  overseas. 

Next  year  may  see  by  far  the  largest  group  join 
the  millicns  who  already  receive  part  or  all  of  their 
medical  care  from  the  Federal  Government.  They 
are  the  seven  million  U.  S.  Civilian  workers  and 
their  dependents.  Legislation  is  now  before  Con- 
gress, and  will  be  considered  next  year,  which  would 
put  these  people  under  a nationwide  health  insur- 
ance plan,  with  the  government  paying  a third  or 
more  of  the  cost. 
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In  money  spent  on  medical  research,  the  federal 
government  is  bounding  ahead  even  faster  than  it 
is  in  medical  care.  If  non-government  schools  and 
: private  industry  are  not  investing  enough  money  in 
medical  research,  there  is  ])robahly  no  question  I)ut 
I that  the  United  States  has  to  take  the  lead. 

From  a purely  statistical  viewpoint,  it  is  inter- 
. esting  to  see  how  the  government  has  increased  its 
medical  research  budget.  Ten  years  ago,  the  four 
I major  agencies  of  the  government  were  spending  a 
total  of  28  million  dollars  a year  for  medical  re- 
.search.  By  1955,  the  total  for  the  Institutes  of 
Health  alone  had  moved  up  to  97  million.  Then  in 
i 1956,  Congress  did  an  amazing  thing.  It  gave  these 
I research  institutes  more  than  double  the  amount 
of  money  they  had  asked  for.  The  total  was  almost 
225  million  dollars.  This  year.  Congress  was  even 
more  generous. 

Aside  from  the  VA’s  care  of  non-ser\’ice  con- 
nected cases,  which  I regard  as  socialized  medicine, 

I there  might  be  some  question  of  how  to  categorize 
the  huge  federal  medical  operations  I have  been 
I discussing.  These  programs  may  be  the  only  way 
to  handle  the  problems,  or  it  might  be  that  states 
and  local  communities  and  individuals  could  do  more 

I 

than  they  are  now  doing.  Some  of  these  programs 
may  in  themselves  be  a phase  of  socialized  medi- 
cine— or,  again,  they  may  actually  be  stalling  off 
socialized  medicine.  I mostly  want  to  emphasize  that 
in  medical  matters  the  federal  government  is  get- 
ting bigger  and  bigger. 

I have  no  doubt  whatever  about  the  hospitaliza- 
tion plan  I mentioned  earlier,  which  will  be  pushed 
hard  in  Washington  by  its  sponsors  next  vear.  It 
is  certainly  clear-cut  socialized  medicine. 

To  give  you  the  necessary  background  about  this 
hospitalization  plan,  I shall  have  to  go  back  six 
years,  to  the  days  of  Truman  and  Ewing.  Oscar 
Ewing,  you  recall,  was  administrator  of  the  Federal 
Security  Agency,  now  the  Department  of  Health, 
Education,  and  Welfare.  In  1951,  at  the  request  of 
labor  leaders,  Truman  and  Ewing  presented  Con- 
gress with  a new  idea. 

They  proposed  that  all  persons  covered  by  social 
security  would  be  eligible  for  a maximum  of  60 
days  of  government-paid  hospitalization  each  year 
after  they  had  reached  age  65. 

Now  this  is  exactly  the  mechanism  envisioned 
to  finance  the  old  Wagner-Murray-Dingell  socialized 
medicine  bill  that  had  been  defeated  four  years 
earlier.  The  money  is  collected  through  OASI  social 
security  ta.xes,  and  the  OASI  funds  are  used  to  pay 
the  costs. 


It  is  easy  to  see  what  would  ha|)pcn,  once  a plan 
like  this  were  made  the  law  of  the  land.  Of  course, 
in  a short  time  tho.se  who  are  receiving  OASI  pay- 
ments because  of  disability  would  be  made  eligible, 
regardless  of  their  age.  Also,  there  would  be  great 
pressure  to  droj)  the  age  for  all  persons  enrolled  in 
OASI. 

The  greatest  underlying  danger,  of  course,  is  that 
this  would  be  the  pilot  model,  the  protot}'pe  for  a 
system  of  socialized  medicine.  When  it  was  fir.st 
offered,  the  jilan  attracted  some  attention.  Some 
people  liked  it  because  it  would  “do  something  for 
the  old  people”.  Others  thought  it  was  the  answer 
to  a problem  because  it  would  be  ea.sy  to  oj)erate. 
It  had  appeal  for  a few  observers  because  it  was 
described  as  an  “insurance  j)rogram”. 

There  would  be  no  drain  on  the  general  tax  rev- 
enue, and  that  made  it  palatable  to  those  who  value 
a balanced  national  budget. 

So,  at  first,  in  1951,  the  proposal  for  free  hos- 
pitalization of  the  aged  had  a measure  of  public 
support. 

Before  many  weeks,  however,  leaders  of  American 
medicine  were  able  to  show  it  up  for  just  what  it 
was — a slice  of  the  socialized  medicine  that  had 
been  defeated  so  definitely  just  a few  years  before. 

In  1951,  the  hospitalization  bill  was  not  even 
reported  out  of  committee.  And,  until  now,  the  idea 
has  not  been  able  to  revive  much  interest. 

As  one  example  of  the  plans  that  the  Government 
is  making  without  the  knowledge  of  the  medical  pro- 
fession or  the  general  j^ublic,  I cite  the  following: 

Toward  the  closing  of  the  last  Session  of  Con- 
gress, a Bill,  H.  R.  9467,  was  introduced  which  goes 
further  even  than  the  Murray-Dingle  scheme  in  its 
provision  of  hospital  and  surgical  benefits  for  So- 
cial Security  beneficiaries.  This  will  be  known  as 
the  AFL-CIO  bill  and  it  will  undoubtedly  attract 
more  sponsors  in  1958. 

In  addition  to  providing  hospitalization  for  men 
over  65  and  women  over  62,  H.  R.  9467,  also  would 
greatly  liberalize  a wide  range  of  social  security 
benefits  and  increase  both  the  ceiling  on  taxable 
income  and  the  rate  of  taxation  to  meet  the  added 
costs. 

To  raise  the  needed  money  for  the  new  benefits, 
H.  R.  9467  would  levy  social  security  taxes  on  all 
income  up  to  $6,000  (present  limit  is  .$4,200),  and 
increase  the  tax  rate  one  half  of  one  per  cent  for 
employer  and  employee  alike,  and  three-quarters  of 
one  per  cent  for  the  self-employd.  Maximum  retire- 
ment or  disability  benefits  payable  to  a family  (one 
wage  earner)  would  be  increased  from  the  present 
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range  of  $50  to  $200  per  month  to  a range  of  $55 
to  $505  j)er  month. 

Anotlier  examjrle  of  Governmental  plans  is  the 
present  effort  to  amend  Public  Law  565,  Para- 
graph 4-B  of  the  S.lrd  Congress,  Senate  Bill  2068, 
If  I understand  this  amendment  right,  and  I think 
I do,  it  can  be  construed  without  fixed  limitations 
as  to  funds,  both  for  construction  and  for  services 
to  patients.  To  me,  this  seems  ver}-  unwise  and 
criticism  from  a variety  of  sources  will  surely  fol- 
low. It  would  be  a distinctive  advantage  to  the 
project  itself  and  a protection  to  the  medical  jircfes- 
sion  if  this  ojien  end  aspect  of  the  amendment  were 
dealt  with  in  terms  of  appropriate  limitations.  If 
the  amendment  is  to  lie  adopted,  I would  recommend 
that  the  Clinic  be  affiliated  with  a medical  school, 
either  in  Washington  or  Virginia,  under  conditions 
ajiproved  by  the  Surgeon  General  of  the  Health 
Service,  or  that  it  be  placed  under  a Board  apjxiinted 
by  the  Secretary  of  Health,  Education  and  Welfare 
and  apjiroved  by  Congress.  If  this  facility  is  to  be 
a regional  pilot  rehabilitation  demonstration  center 
financed  by  the  Government — and  that  is  my  in- 
formation— it  should  lie  under  P'ederal  control  or 
positive  affiliation  with  a publically  recognized 
agency.  This  will  ])rotect  both  the  jiublic  interest 
as  well  as  tire  medical  profession. 

But  now  the  jiicture  has  changed  somewhat.  For 
one  thing,  there  is  vastly  more  interest  in  the  jirob- 
lem  of  the  aged.  In  the  interval  a special  \Miite 
Hou.se  Conference  has  been  held  on  the  aged,  and 
a special  unit  has  Ijeen  formed  within  the  I)e])art- 
ment  of  Health,  Education,  and  Welfare  to  work 
on  this  subject. 

Also,  insurance  leaders  are  made  more  and  more 
aware  of  the  difficulties  inherent  in  offering  health 
insurance  to  persons  over  age  65.  They  require  more, 
not  less  medical  care,  and  generally  they  are  not 
in  a favorable  position  to  pay  the  additional  pre- 
mium that  would  be  needed.  The  result  is  that 
younger  workers  enrolled  in  health  insurance  plans 
must  meet  part  of  the  cost  of  suj)plying  medical  care 
to  those  past  65. 

There  is  a growing  danger  that  many  voluntar)- 
health  insurance  jdans,  hard  pressed  by  comjretition, 
will  be  willing  to  accept  this  panacea,  despite  its 
ominous  threat  for  the  future. 

People  simply  cannot  turn  any  part  of  the  respon- 
sibility  for  their  health  and  welfare  over  to  the 
planners  of  the  state  itself  and  expect  to  remain 
free.  Once  we  lose  sight  of  this  fact,  which  was  so 
clear  to  the  wise  men  who  established  our  nation, 
then  we  have  betrayed  the  very  fundamental  prin- 


ciples on  which  our  government  is  founded,  and  we 
are  doomed  to  failure.  If  we  forget  this  and  are 
deluded  by  the  promise  of  “something-for-nothing”, 
if  we  accei)t  the  government-will-take-care-of-you 
philosophy,  if  we  surrender  our  freedom  for  a mess 
of  pottage,  then  we  shall  have  betrayed  our  heritage, 
and  all  our  battles  for  freedom  will  have  been 
nothing  more  than  a farce.  We  can  take  the  road 
to  freedom  or  we  can  take  the  road  to  slavery — 
which  shall  it  be? 

The  wise  men  down  through  the  ages  have  rec- 
ognized this  responsibility  that  rests  so  heavily  upon 
tliose  in  positions  of  leadership.  I would  remind  vou 
of  what  a few  of  them  have  said  down  through  the 
years — 

Plato  expressed  it  a long  time  ago  when  he  said, 
“The  penalty  good  men  pay  for  indifference  to  pub- 
lic affairs  is  to  be  ruled  Ijy  evil  men.” 

'Phen  came  the  Apostle  James  who  expressed  it 
another  way.  “To  him  that  knoweth  to  do  good  and 
doeth  it  not,  to  him  it  is  a sin.” 

And  Dante,  by  the  time  of  the  12th  century,  put 
it  a little  more  pungently  when  he  said,  “The  hottest 
})laces  in  Hell  are  reserved  for  those  who  in  a period 
of  moral  crisis  maintain  their  neutrality.” 

After  600  years  went  by,  we  heard  Edmund  Burke 
saying,  “All  that  is  necessary  for  the  triumph  of  evil 
is  that  good  men  do  nothing.” 

And  how  often  have  you  seen  this — not  only  in 
the  case  of  individuals,  but  in  the  case  of  civic 
clubs,  chambers  of  commerce,  manufacturers  asso- 
ciations— yes,  colleges  and  universities,  if  you  please. 

To  sum  up  the  national  prospects  for  socialized 
medicine: 

Except  for  a minute  percentage  of  the  Congress, 
and  possibly  a slightly  larger  section  of  the  public, 
there  is  no  demand  now  for  a broad  program  of 
socialized  medicine. 

But,  gradually,  the  Federal  Government  is  mov- 
ing deeper  and  deeper  into  the  medical  picture.  Some 
of  these  advances  are  undoubtedly  necessary,  gen- 
erally beneficial,  and  are  no  threat  whatever  to  the 
{)rivate  practice  of  medicine  and  the  best  interest 
of  the  patient. 

Others  are  an  integral  part  of  socialized  medicine 
itself.  It  is  our  resjionsibility  to  our  patients  and 
our  profession  to  remain  on  the  alert.  We  must 
learn  to  distinguish  between  what  is  sound  medical 
progress  on  a Imoad  scale  and  what  is  socialized 
medicine. 

THINK  ON  THESE  THINGS,  BECAUSE 
THE  FUTURE  OF  OUR  WAY  OF  LIFE  DE- 
PENDS UPON  IT. 
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Affections  of  the  Neck,  Shoulder  and  Arm 

WlLTdA.M  MINOR  DFA’EKLK,  M.I). 
Richmond,  Virginia 


'yHE  MOST  FREQUENT  REASON  for  seek- 
ing  medical  aid  is  pain  and  loss  of  use.  This 
applies  to  the  affections  of  the  neck,  shoulder  and 
arm.  Ae  will  discuss  in  order  of  frequency  as  seen 
in  the  general  practitioner’s  office  the  various  con- 
ditions causing  pain  in  the  neck,  shoulder  and  arm. 

MYOSITIS  OF  THE  NECK 
(“CRICK”  IN  THE  NECK) 

Half  of  these  jnitients  have  a history  of  unu.sual 
activity  or  trauma.  This  unusual  activity  may  be 
repeated  activities  or  a single  injury  or  a strain  such 
as  being  struck  from  behind  while  sitting  at  a stoj) 
light.  There  may  be  a history  of  being  chilled  or 
sitting  in  a draft.  Pain  is  relieved  by  rest  or  aggra- 
vated by  activity  and  may  radiate  as  a referred  pain 
into  the  shoulder  or  even  down  into  the  arm. 

'I  he  main  finding  is  pain  on  pressure  over  the 
neck  muscles  and  limitation  of  motion.  neuro- 
logical test  is  negative  and  verte.x  ])ressure  down- 
ward on  the  head  witli  the  head  held  normally  will 
not  reproduce  any  of  the  ]>ain. 

The  treatment  depends  upon  the  severity  of  the 
attack.  Mild  cases  will  resi)ond  to  relative  rest  with 
salicylates,  or  severe  cases  may  require  partial  rest 
with  traction.  We  i)refer  to  use  intermittent  traction 
with  pull  uj)  to  seventy-five  pounds  20  minutes  three 
times  a week.  This  is  given  in  the  office.  Very  few 
of  these  cases  require  hospitalization  for  traction. 
Local  heat  is  frequently  very  helpful. 

COSTOSCAPULAR  SYNDROIME 

'Phis  is  a myositis  or  fascitis  of  the  muscles  at- 
tached to  the  upper  inner  angle  of  tlie  scapula,  pri- 
marily the  trapezius  muscle.  There  may  or  may  not 
i)e  a history  of  trauma  and  frequently  in  these  cases 
we  have  had  no  histor}'  of  trauma.  The  chief  com- 
plaint is  usually  pain  in  the  shoulder,  down  the 
arm  and  sometimes  around  the  chest.  The  pain  may 
e.xtend  all  the  way  to  the  fingers  with  complaint  of 
numbness  and  tingling.  Many  of  these  jratients  give 
a history  of  occupations  requiring  the  hands  to  be 
e.xtended  in  front  of  the  l)ody  for  prolonged  periods. 
This  condition  is  frequently  referred  to  and  even 
diagnosed  as  a “ru])tured  disk”.  Frecjuently  the  com- 
plaint area  is  not  the  area  of  maximum  tenderness. 


Examination  usually  reveals  a trigger  area  at  tlie 
upper  angle  of  the  scapula  a])pro.ximately  two  indies 
in  diameter,  it  may  be  larger  or  smaller.  Pressure 
over  this  trigger  area  re]>roduces  the  patient’s  pain, 
causing  pain  to  be  referred  down  to  the  arm  lielow. 

close  proximity  to  tlie  lirachial  plexus  ajipareiitly 
is  instrumental  in  tlie  referred  pain  down  tlie  arm. 
'There  is  no  direct  pre.ssure  on  the  brachial  ])lexus. 
X-rays  are  usualli'  negative.  Neurological  examina- 
tion and  vertex  head  pressure  are  always  negative 
with  the  exception  that  there  may  be  some  ill  defined 
numb  areas  in  the  lower  arm  and  hand. 

This  condition  responds  very  well  to  injection  with 
Hydrocortone.  I have  found  that  mixing  two  and 
one-half  ccs.  of  Hydrocortone  in  a ten  cc.  syringe  of 
1 % Novocaine  gives  a maximum  distribution  of  the 
Hydrocortone.  It  is  heliiful  to  give  immediate  relief  of 
symptoms  and  has  a substantiating  diagno.stic  value 
as  to  the  trigger  zone  as  well  as  thera]x.'utic  value. 

I inject  this  into  the  bursa  that  I am  able  to  outline 
by  firm  palpation  as  the  trigger  zone  of  the  condi- 
tion. I'his  occasionally  recjuires  several  injections. 
Overhead  pulley  e.xercises  are  beneficial  in  the  fol- 
low UJ)  care.  A very  convenient  pulley  is  located  in 
most  homes  in  the  form  of  a rod  on  wliich  the  shower 
curtain  slides.  Instruct  the  patient  to  place  a stool 
near  to  the  shower  and  use  some  cloth  material,  old 
neckties  or  sheeting,  as  a pulley  mechanism  over  the 
shower  rod.  Use  the  good  hand  to  jmll  the  j^ainful 
extremity  upward  in  all  directions,  forward,  side- 
ways and  l)ackward.  If  the  shower  rod  is  not  avail- 
aide,  an  overhead  pulley  exercise  a])paratus  should 
be  arranged.  Following  injections,  these  patients  are 
frequently  relieved  lyv  cold  ap})lications. 

BURSITIS  OF  THE  SHOULDER 

The  subdeltoid  bursa  may  be  involved  in  acute 
or  chronic  processes  and  the  history  involves  trauma 
in  only  approximately  50 Q of  the  cases.  In  these 
cases  it  may  be  repeated  activities  or  a single 
trauma.  In  the  acute  cases  the  pain  is  severe  and 
disabling  and  the  patients  usually  present  themselves 
with  marked  muscle  spasm  and  a protective  attitude 
toward  tlie  arm  and  shoulder.  Heat  will  frequently 
aggravate  the  s)'mptoms.  In  a chronic  case,  the  most 
frequent  complaint  is  night  pain,  inability  to  sleep 
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and  a low  grade  p>ain  during  the  da^-time.  The  most 
frequent  site  of  pain  as  stated  by  the  patient  is  at 
the  insertion  of  the  deltoid  or  a point  even  lower  in 
the  humerus,  this  being  the  spot  to  which  the  pain  is 
referred. 

E.xamination  reveals  varying  tenderness  in  the 
subdeltoid  bursa  area,  just  lateral  to  the  acromion 
or  at  times  lateral  to  the  coraco-acromial  ligament. 
However,  the  palpating  fingers  will  convince  the 
patient  that  the  true  site  of  the  complaint  is  in  the 
subdeltoid  bursa  area.  This  may  require  rather  vig- 
orous palpation  in  the  chronic  cases.  Inability  of 
women  to  reach  the  brassiere  snaps  is  a frequent 
complaint  in  chronic  cases  and  this  limitation  of 
motion  can  be  demonstrated  clinically.  There  is 
usually  some  limitation  of  motion  even  in  the  chronic 
cases  if  a careful  examination  is  performed,  espe- 
cially loss  of  abduction. 

Those  cases  following  trauma  present  more  of  a 
diagnostic  problem.  The  Xovocaine  injection  test 
has  very  definite  beneficial  therapeutic  value  but  is 
particularly  helpful  in  diagnosing  the  underlying 
pathology.  Ten  to  fifteen  c.c.  of  1%  Xovocaine  is 
injected  throughout  the  tender  area  until  the  pain 
is  obliterated.  Following  the  obliteration  of  pain 
there  are  three  p>ossible  interpretations  of  the  test. 
One,  if  there  is  a full  active  and  passive  range  of 
motion,  one  can  be  reasonably  sure  that  the  primar}- 
condition  is  inflammator}-  bursitis  (there  is  no  sig- 
nificant tear  of  the  musculotendinous  cuff).  Two, 
if  the  patient's  arm  cannot  be  actively  raised  to  its 
full  extent  following  complete  relief  of  pain  but  can 
be  passively  raised  by  either  the  patient  or  the 
physician,  this  is  strong  evidence  that  there  is  a 
rupture  of  the  musculotendinous  cuff.  Three,  if  fol- 
lowing relief  of  pain  the  shoulder  remains  markedly 
limited  to  both  active  and  passive  motion  and  if  the 
scapula  tends  to  ride  up  on  any  eft’orts  at  abduction, 
one  can  be  reasonably  sure  that  there  is  a periarthritis 
with  resulting  adhesions  (frozen  shoulder).  This 
latter  is  more  likely  in  the  chronic  cases. 

Care  should  also  be  taken  to  differentiate  between 
pain  in  the  acromioclavicular  joint  and  the  sub- 
deltoid area. 

X-rays  reveal  calcium  to  be  present  in  only 
of  the  cases  and  calcium  is  frequently  present  in 
shoulders  that  have  never  had  any  symptoms  of 
bursitis. 

Vigorous  exercises  of  the  overhead  pulle\'  sort 
previous!}'  described  may  relieve  the  symptoms  suffi- 
ciently in  persons  of  great  fortitude.  Preferable 
treatment  is  the  injection  of  the  area  with  approxi- 


mately ten  CCS.  of  Xovocaine  followed  by  two  ccs.  of 
Hydrocortone,  making  sure  that  at  least  one  cc.  gets  t 
into  the  bursal  area  and  another  cc.  into  the  bicipital 
tendon  groove  immediately  under  the  bursa.  This 
must  be  followed  immediately  by  the  above  described 
exercise  regime  and  for  the  first  twent}--four  hours 
we  use  ice  applications  with  liberal  sedatives  and 
anodvnes.  ^ 

At  the  time  of  injection  with  X'ovocaine  we  fre-  { 
quently  make  an  effort  with  a larger  needle  to  as-  | 
pirate  calcium  if  present.  There  does  not  seem  to  be  |i 
any  relationship  between  the  success  of  this  maneuver 
and  the  success  with  the  injection  treatment. 

The  above  described  treatment  will  relieve  95% 
of  the  cases  but  may  require  one  or  more  injections 
with  Hydrocortone.  Diathermy  is  of  no  value.  X-ray  ) 
therapy  will  relieve  approximately  80%  of  those  I 
cases  in  which  calcium  is  shown  to  be  present.  Sur-  | 
gerv  is  rarelv  indicated  in  our  cases  but  when  indi- 
cated  I feel  that  ver}-  careful  exploration  of  the 
bursa  and  its  floor  with  the  musculotendinous  cuff 
should  be  performed.  The  bicipital  groove  should 
be  opened  and  inspected.  If  there  is  any  impinge- 
ment of  the  acromion  and  the  acromiocoracoid  liga- 
ment, I frequently  detach  the  coracoacromial  liga- 
ment from  the  acromion  to  allow  more  space  for  the 
musculotendinous  cuff  and  greater  tuberosity  to  ride 
under  the  acromion  in  abduction.  Any  calcium  that 
is  present  is  carefully  removed. 

PERIARTHRITIS  OF  THE  SHOULDER 
(FROZEX  SHOULDER) 

This  condition  is  frequently  a complication  of  a 
painful  arm  or  shoulder  or  even  cardiac  conditions 
requiring  prolonged  disuse  of  the  shoulder  joint. 
The  patholog}'  present  is  usually  adherence  of  the 
capsule  of  the  shoulder  joint  to  parts  of  the  mus- 
culotendinous cuff  and  adherence  of  the  bursa.  There 
is  also  usually  some  adherence  of  the  biceps  to  the 
overlying  musculotendinous  cuff  and  also  to  the 
bicipital  groove. 

The  diagnosis  can  be  made  as  noted  above  and 
initial  treatment  should  consist  of  injections  of  Hy- 
drocortone into  the  bicipital  groove  in  the  shoulder 
joint  and  bursal  area  with  vigorous  overhead  exer- 
cises and  forced  eft'orts  at  manipulation.  If  progress 
is  not  satisfactory,  the  pain  is  not  relieved  and 
motion  is  not  restored  sufficiently,  these  frequently 
require  multiple  manipulations  under  anesthesia  fol- 
lowed again  by  vigorous  overhead  exercises.  In  the 
extremely  refractory  cases  we  may  do  an  open  oper- 
ation and  transplant  the  bicipital  tendon  to  the  cora- 
coid. This  has  been  rarely  necessar}’  in  our  cases. 
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tear  of  the  musculotendinous  cuff 

This  rarely  occurs  in  young  adults,  hut  usually 
I after  age  forty-five.  There  is  a history  of  trauma 
I and  the  patient  frequently  states  that  he  hears  a 
1 snap  or  pop.  He  may  present  himself  completely 
I without  pain  but  with  an  inability  to  abduct  his  arm 
I in  one  or  more  planes.  However,  initially  there  is 
; usually  a moderate  amount  of  pain  and  swelling 
I and  the  above  described  Novocaine  test  is  helpful 
in  diagnosing  the  condition.  After  one  has  injected 
a number  of  shoulders  it  becomes  apparent  when  the 
needle  does  not  go  into  the  musculotendinous  cuff 
I after  passing  through  the  deltoidal  region  but  drops 
immediately  down  onto  the  head  of  the  humerus, 

I this  is  strongly  suggestive  of  a ruptured  cuff  along 
with  the  other  signs  and  symptoms. 

If  these  patients  are  seen  within  one  to  eight 
I weeks,  they  should  be  repaired  surgically  by  re- 
applying the  musculotendinous  cuff  to  a denuded 
area  of  bone  in  front  of  the  tuberosity,  holding  it  in 
place  through  tunnels  in  bone  using  either  stainless 
steel  or  silk  sutures.  This  procedure  is  facilitated 
by  removing  the  acromion  to  obtain  exposure,  ^^'e 
use  the  sabre  incision  and  discard  the  tip  of  the 
acromion  to  allow  for  earlier  activity.  The  arm  is 
held  in  a side  arm  splint  for  four  to  six  weeks  and 
gradual  activity  is  started  thereafter.  In  late  cases 
the  patient  has  frequently  made  sufficient  substitution 
of  other  muscles  about  the  shoulder  to  perform  his 
everyday  activities.  A decision  concerning  surger)’ 
in  these  cases  can  be  reached  only  after  careful  con- 
sideration of  the  individual  and  his  occupation.  In 
these  late  cases,  if  surgery  is  done,  one  is  rarely  able 
to  approximate  the  musculotendinous  cuff  to  its  origi- 
nal location.  The  tear  must  close  and  lie  side  by 
side. 

RADIOHUMERAL  TENDONITIS 
(TENNIS  ELBOW) 

This  is  an  inflammatory  condition  of  the  conjoined 
tendons  of  the  extensors  of  the  wrist  usually  located 
at  the  origin  of  the  tendon  from  the  lateral  epicon- 
dyle  of  the  humerus.  This  is  frequently  aggravated 
by  repeated  motions  of  extension  in  the  wrist.  A 
very  high  percentage  of  these  cases  have  a history 
of  repeated  minor  trauma.  The  presenting  complaint 
is  usually  an  inability  to  pick  things  up,  inability 
to  open  doors  and  pain  on  pressure  in  the  region 
of  the  epicondyle  of  the  humerus.  Examination  re- 
veals varying  degrees  of  tenderness  and  may  at  times 
actually  show  local  heat.  Efforts  at  dorsiflexion  of 
the  wrist  against  resistance  reproduce  pain.  Pres- 


sure over  the  epicondyle  and  the  head  of  the  radius 
reproduces  j)ain. 

These  patients  will  usually  respond  to  Hydro- 
cortone  injected  into  tlie  tender  area  and  may  on 
occasions  resj)ond  to  relative  rest  for  a period  of 
two  to  three  weeks. 

TENOSYNOVITIS  OF  THE  WRIST 

The  most  frequent  type  of  tenosynovitis  found  in 
the  wrist  is  stenosing  tenosynovitis  of  the  extensors 
of  the  thumb  (Deciuervain’s  Disease).  In  this  con- 
dition the  swelling  of  the  tendons  and  the  fascial 
sheath  at  the  distal  end  of  the  radius  is  such  that 
there  is  a friction  and  an  inflammatory  process.  This 
may  be  spontaneous  in  origin  but  more  often  there 
is  some  history  of  repeated  trauma,  frequently  occu- 
pational. Some  of  these  cases  also  have  accessory 
tendons  and  occasionally  one  is  noted  with  a cyst 
of  the  tendon  sheath.  The  history  most  frequently 
is  of  inability  to  squeeze  tightly,  weakness  of  the 
thumb,  inability  to  pick  up  objects  and  tenderness 
over  the  base  of  the  thumb. 

Examination  reveals  extreme  tenderness  over  the 
constricting  band  of  fascia  at  the  distal  end  of  the 
radius.  There  may  be  crepitation.  Forced  movements 
of  the  thumb  reproduce  pain.  IMany  of  these  cases 
respond  to  rest  but  frequently  it  is  necessary  to  inject 
the  area  with  Hydrocortone.  Unless  the  occupation 
can  be  changed,  it  may  be  necessary  to  release  the 
overlying  fascia  with  surgical  intervention.  Care 
should  be  taken  to  avoid  the  cutaneous  branch  of  the 
dorsal  interosseus  nerve  as  it  immediately  overlies 
the  operative  site.  This  should  be  identified  in  all 
surgical  procedures  in  this  region.  The  surgical 
procedure  can  be  performed  very  satisfactorily  under 
local  anesthesia  and  has  a very  brief  period  of  dis- 
ability. 

NERVE  ROOT  IRRITATION 

In  view  of  the  motion  in  the  neck  and  its  vulnera- 
bility to  injury  there  frequently  arise  causes  for 
nerve  root  irritation.  .A.ny  changes  in  the  facet  joints 
or  in  the  lateral  intervertebral  joints  of  Luschka  may 
decrease  the  size  of  the  intervertebral  foramen  suf- 
ficiently to  cause  nerve  root  pressure  with  direct  pain. 
Also  the  recurrent  meningeal  nerve  may  be  irritated 
sufficiently  to  cause  referred  pain.  The  changes 
which  may  bring  about  this  nerve  root  pressure  are 
the  result  of  trauma,  arthritic  involvement,  degenera- 
tive changes  of  old  age,  partial  luxations  of  facet 
joints  with  resulting  muscle  spasm. 

One  of  the  most  frequent  causes  of  nerve  root 
irritation  is  the  result  of  an  individual  being  struck 
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from  behind  while  sitting  in  a car.  The  car  which 
strikes  the  stationary  car  has  complete  liability  for 
all  damages  to  both  vehicle  and  person.  At  the  time 
of  the  impact,  when  one  car  strikes  a stationary 
car,  the  weight  of  the  head  is  thrown  forward  and 
backward  in  rapid  succession.  As  the  individual  is 
unprepared  for  these  motions,  the  neck  may  receive 
any  injury  from  the  most  minor  sprain  to  a very 
severe  sprain  and  tearing  of  tissues  with  resulting 
edema  and  nerve  root  pressure.  Rarely  one  may 
observe  a fracture  in  the  region  of  the  facet  joints 
as  a result  of  this  type  injur}-.  Nerve  root  pressure 
will  reveal  varying  degrees  of  neurological  changes 
in  the  arm  with  numbness  corresiwnding  to  the  roots 
involved.  The  most  frequent  nerve  roots  involved 
are  live,  six  and  seven.  There  may  also  be  other 
neurological  changes  in  old  chronic  cases,  such  as 
atroj)hy  and  wasting.  Neck  motion  is  usually  lim- 
ited by  spasm.  Vertex  pressure  downward  on  the 
head  when  it  is  held  immobile  often  reproduces  the 
pain  when  there  is  nerve  root  pressure.  The  long 
cord  symptoms  are  absent  in  true  nerve  root  pres- 
sure. The  severity  of  the.se  cases  varies  considerably 
and  there  appears  to  be  no  relation  between  the 
objective  findings  and  the  subjective  complaints, 
especially  in  those  with  whom  litigation  is  a problem 
(Legal  Mortis).  X-rays  should  be  made  routinely 
but  frequently  are  negative.  They  may  show  some 
loss  of  the  normal  cervical  curve  and  this  is  con- 
sistent with  muscle  spasm  and  is  important  if  the 
patient  exhibits  muscle  spasm  clinically.  These  pa- 
tients frequently  have  headaches  for  long  periods 
of  time  but  not  neurological  evidence  of  intracranial 
injury. 

Treatment  depends  upon  the  symptoms.  Some 
cases  respond  to  relative  rest  and  Aspirin  and  the 
symptoms  subside  in  two  to  three  weeks.  In  others, 
complaints  continue  for  months  and  if  in  the  be- 
ginning it  can  be  determined  that  there  is  moderate 
muscle  spasm,  one  should  be  very  vigorous  in  early 
treatment  with  intermittent  traction  of  seventy-five 
pounds  at  least  three  times  a week  and  in  some 
serious  cases  daily.  I believe  that  initial  vigorous 
treatment  may  prevent  some  of  these  prolonged  symp- 
tom complexes.  We  also  use  large  doses  of  salicylates 
and  in  view  of  the  chronicity  of  these  cases,  avoid 
narcotics  as  much  as  possible.  Frequently  these  cases 
are  severe  enough  to  be  hospitalized  with  continuous 
traction  in  bed,  fifteen  pounds  supplemented  by  in- 
termittent heavier  traction. 

Verv  rarely  symptoms  of  nerve  root  pressure  per- 
sist in  spite  of  conservative  treatment  and  x-rays 


may  reveal  considerable  encroachment  on  the  inter-  | 
vertebral  foramen  between  the  lateral  intervertebral  I 
joint  and  the  facet  joint.  If  this  persists  in  a rare  * 
case  it  is  advisable  to  decomj)ress  the  nerve  j)os- 
terially  but  make  no  effort  at  rolling  the  cord  or 
getting  underneath  the  nerve  as  frequently  this  type 
of  surgical  intervention  produces  symptoms  and  signs 
greater  than  existed  prior  to  surgerv. 

RUPTURED  DISK 

A true  ruptured  disk  is  almost  invariably  found  in 
the  midline  in  the  cervical  region  and  produces 
marked  long  cord  symj)toms  with  involvement  of 
the  long  tracts  of  the  spinal  cord.  These  cases  are 
a neurological  emergency  and  require  surgerv  for 
decompression  in  a high  percentage  of  cases.  In  the 
absence  of  long  tract  symptoms,  however,  we  feel 
that  any  neck  complaint  should  be  treated  conserva- 
tively and  if  surgery  is  need,  it  should  be  only 
a posterior  decompression  of  the  intervertebral  fora- 
men with  no  effort  involving  the  disk  or  moving 
the  cord  during  the  surgical  procedure. 

Other  painful  conditions  of  the  neck  include  the 
arthritides,  tuberculosis,  malignancy  of  bone  and 
cord  and  torticollis. 

In  these  conditions,  treatment  of  the  underlving 
disease  must  of  course  be  combined  with  local  treat- 
ment as  indicated. 

CONGENITAL  CONDITIONS  OE  THE  NECK 

Spasmodic  torticollis  in  adults  is  notoriously  re- 
fractory to  treatment.  Erequently  the  spasm  is  cen- 
tral in  origin  and  it  is  difficult  to  correct  even  with 
sectioning  of  the  main  nerve  roots. 

Congenital  torticollis  resulting  from  contracture 
of  the  muscles  of  the  neck,  particularly  the  sterno- 
cleidomastoid, should  be  observed  early  and  treated 
at  the  age  of  one  or  two  years  with  surgical  release 
of  the  contracture  preferably  at  the  clavicular  end 
of  the  sternocleidomastoid.  It  may  also  be  necessary 
to  release  fascia  at  other  muscle  structures  with 
extreme  care  to  avoid  injury  to  the  subclavian  ves- 
sels. ^^'hen  the  sternocleidomastoid  is  released  at 
the  mastoid  end  of  the  muscle,  extreme  care  must 
be  used  to  avoid  injury  to  the  spinal  accessory  nerve. 
The  former  jirocedure  is  preferable.  Following  re- 
lease of  the  contracture,  the  head  must  be  held  at 
an  over-corrected  position  for  six  to  eight  weeks 
and  this  is  followed  by  exercises  for  a period  of  a 
year  or  two  to  avoid  recurrence. 

SprengeFs  deformity  of  the  shoulder  is  a con- 
genital elevation  of  the  scapula.  Treatment  of  this 
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is  indicated  only  on  the  basis  of  the  cosmetic  effect. 
Occasionally  these  patients  have  sufficient  de- 
formity to  require  surgical  release  of  the  scapula 
from  its  attachments,  lowering  it  on  the  chest  wall. 
If  this  is  done,  it  is  necessary  to  firmly  anchor  the 
scapula  to  the  rib  cage  with  silk  or  stainless  steel 


suture  in  order  that  it  not  rise  to  its  formerly  de- 
formed position. 


2222  Monument  Avenue 
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Transfusions  in  1956 


IMore  than  4^  million  blood  transfusions  were 
given  to  nearly  2 million  Americans  during  1956, 
the  Joint  Blood  Council,  Inc.,  has  estimated. 

-Approximately  5 million  pints  of  blood  were  col- 
lected through  various  agencies  during  the  year,  a 
post  card  survey  of  .American  hospitals  showed. 

The  project  advisory  committee  of  the  Joint  Blood 
Council  reported  the  survey  in  the  November  2 Jour- 
nal of  the  .American  Medical  Association.  The  com- 
mittee based  its  figures  on  a sample  that  covered  an 
estimated  78  per  cent  of  the  blood  used  in  the  United 
States  during  1956. 

The  survey  showed  that  hos])itals  obtaining  blood 
from  voluntary  unpaid  donors  provided  a surpris- 
ingly large  share  of  the  blood  used.  They  collected 
36  per  cent,  as  compared  with  38  per  cent  collected 
by  regional  .American  Red  Cross  collection  centers. 

Other  sources  and  their  percentages  were;  com- 
mercial blood  banks,  1 1 per  cent ; non-hos])ital  com- 
munity blood  banks,  9.5  per  cent;  ho.spitals  that 
furnish  blood  to  other  hospitals,  4 per  cent,  and 
directly  paid  donors,  2 per  cent. 

The  survey  is  the  first  step  in  a comprehensive 
study  of  the  total  American  blood  transfusion  pro- 
gram. The  council  hopes  tlie  study  will  eventually 
lead  to  a smoothly  operating  and  well-organized 
national  blood  program.  A second  survey  seeking 
more  specific  details  from  hospitals  and  blood  banks 
is  now  underway. 

The  council,  a voluntary  organization  established 


in  1955,  is  composed  of  representatives  from  the 
.American  .Association  of  Blood  Banks,  the  .American 
Hospital  .Association,  the  .American  National  Red 
Cross,  the  .American  Society  of  Clinical  Pathologists, 
and  the  .A.AI..A.  These  organizations  are  all  con- 
cerned with  procuring,  processing,  preserving,  and 
distril)uting  blood  and  blood  derivatives. 

The  council’s  objective  is  to  co-ordinate  all  activi- 
ties in  this  field,  including  the  interchange  of  blood, 
the  standardization  of  cross-matching  and  typing 
procedures,  the  accreditation  and  inspection  of  blood 
banks,  the  stimulation  of  blood  donor  campaigns, 
and  the  encouragement  of  research. 

President  of  the  council  is  Dr.  Leonard  W.  Lar- 
son, Bismarck,  N.D.,  a member  of  the  .A.M..A.  Board 
of  Trustees.  Dr.  Frank  E.  W'ilson,  Washington, 
D.C.,  is  executive  vice  president  and  secretary  of 
the  council  which  maintains  headquarters  in  \A'ash- 
ington. 

.An  editorial  in  the  same  Journal  pointed  out  that 
there  has  been  local  progress  in  blood  transfusion 
.services,  but  there  is  an  “urgent  need”  for  the  de- 
velopment of  a national  program. 

“The  need  exists  for  both  the  physician  and  his 
jjatient  who  some  day  will  require  blood  in  a hurry; 
in  the  hospital  which  may  have  to  get  it  from  a 
transfusion  service  outside  its  own  walls,  and  in  a 
government  which  will  have  to  know  all  details  about 
machinery  for  mass  supply  of  blood  during  a civil 
or  military  disaster.” 
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spigelian  Hernia 


JAMES  S.  BERGER,  M.D. 
ALTER  LAIBSTAIN,  M.D. 
Norfolk,  Virginia 


ONE  HUNDRED  SEVENTY  TWO  CASES  of 
Spigelian  hernia  or  hernias  through  the  semi- 
lunar line  have  been  reported  in  the  English  and 
foreign  literature  to  date.^"®  The  actual  incidence 
of  occurrence  is  much  higher  because  the  anatomy 
of  this  hernia  is  little  understood,  and  the  pathology 
usually  unrecognized.  It  is  the  purpose  of  this  paper 
to  clarify  the  anatomy  and  pathology,  to  increase 
the  doctors’  index  of  suspicion,  and  thereby  to  im- 
prove diagnosis,  encourage  early  surgery  and  lower 
mortality  and  morbidity. 

Adrian  Van  der  Spigelius  was  the  first  to  describe 
the  anterior  abdominal  wall  structure  known  as  the 
Spigelian  or  semilunar  line.®  This  line  runs  from 
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USUAL  LOCATION  OF  DEFFCTS  THAT  GIVE  RISE  TO 
SPIGELIAN  HtR.NIAS 

I 

Fig.  1 

the  pubic  bone  to  the  costal  margin  between  the 
transversus  abdominus  muscle  laterally  and  the 
rectus  m.uscle  medially.  (Fig.  1)  The  line  is  actually 
the  fascia  or  aponeurosis  of  the  transversus  ab- 
dominus muscle.  It  is  in  this  area  that  a defect 
occurs  which  forms  the  hernia  ring  of  the  Spigelian 
hernia.  The  defect  occurs  usually  at  or  below  the 
umbilicus  in  the  semilunar  line  since  the  weakest 
area  exists  here. 


Clinically,  patients  who  have  a Spigelian  hernia 
complain  of  low’er  abdominal  pain  and  a tender  mass 
in  the  right  or  left  lower  quadrant.  Most  often  this 
mass  appears  on  standing  and  with  exercise.  It 
quickly  disappears  on  sitting  or  lying  down.  Should 
the  hernia  sac  and  its  contents  become  temporarily 
incarcerated  or  strangulated,  nausea,  vomiting,  severe 
abdom.inal  pain,  and  signs  and  symptoms  secondarr’ 
to  obstruction  may  occur.  A reliable  history  is  vital 
in  establishing  a diagnosis.  This  is  especially  true 
since  physical  findings  are  lacking. 

On  physical  examination  tenderness  is  usually 
present  in  the  right  or  left  lower  quadrants  over  the 
hernial  ring.  The  ring  or  defect  in  the  transversus 
abdominus  muscle  is  rarely  palpable  since  it  is  cov- 
ered by  and  deep  to  the  external  and  internal 


Fig.  2 — The  area  where  the  Spigelian  Hernia  mass  pre- 
sented is  outlined.  It  is  just  below  and  lateral  to  the 
umbilicus. 


oblique  muscles.  This  factor  makes  a diagnosis 
difficult.  In  addition,  the  mass  itself  is  rarely  pres- 
ent for  the  clinician  to  see  or  feel.  In  order  to 
definitely  establish  the  diagnosis  every  effort  should 
be  made  by  the  referring  doctor  or  surgeon  to  see 
the  patient  when  the  mass  is  visible  and  palpable. 
While  in  service,  one  of  the  authors  (J.  B.)  saw 
many  patients  complaining  of  pain  high  in  the  lower 
abdominal  quadrant  with  a history  of  a mass  or 
“knot”  following  strenuous  e.xercise.  Physical  ex- 
amination at  the  time  was  negative  except  for  tender- 
ness. The  usual  diagnosis  of  muscle  strain  was 
made.  In  retrospect,  some  of  these  patients  may  well 
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have  had  Spigelian  hernias.  I.aborator\-  data  and 
x-rays  except  with  strangulation  or  incarceration  and 
obstruction  offer  little  help  in  diagnosis. 

CASE  REPORT 

E.  M.  W.  (60332),  a 46  year  old  female  was 
admitted  to  Leigh  Hospital  with  a 10  year  history 
of  a symptomatic  umbilical  hernia,  h'or  2-3  months 
prior  to  admission  she  had  noted  the  intermittent 
appearance  of  a left  lower  quadrant  tender  mass 
associated  with  severe  epigastric  pain,  nausea  and 
vomiting. 

Physical  examination  revealed  a moderate  sized 
umbilical  defect  (about  4 cm.  in  diameter)  with 
prolapse  of  the  umbilicus  on  standing.  There  was 
some  tenderness  in  the  left  lower  quadrant  but  no 
defect  or  mass  could  be  palpated  at  the  time  of  con- 
sultation or  hospital  admission.  One  of  the  authors 


On  the  da}-  after  admission  the  ])atient  was  Ijrought 
to  surgery  and  the  umbilicus  was  excised  in  prej)- 
aration  for  the  repair  of  the  umbilical  hernia.  'I’he 
j)eritoneum  was  opened  widely  and  the  anterior  ab- 
dominal wall  was  pali)ated  from  within.  A well 
circumscribed  defect  with  a tlbrous  ring  was  present 
in  the  left  lower  ([uadrant.  Unger  was  held  in 
this  ring  and  an  incision  was  then  made  in  the  skin 
directly  over  the  jialpable  finger.  In  order  to  visual- 
ize the  defect  it  was  necessary  to  incise  both  the 
external  oblique  aponeurosis  and  the  internal  obliciue 
muscle,  (big.  3).  'J'he  edges  of  the  fibrous  ring 
were  freed  and  imbricated  with  2-0  cotton.  The  um- 
bilical hernia  was  repaired  by  imbrication  in  the 
usual  “jiants  in  vest”  manner,  d'he  patient’s  jrost- 
operative  course  was  uncomplicated  and  she  was 
discharged  on  her  6th  postoperative  day.  She  has 
had  no  recurrence  of  her  mass  or  symptoms  to  date. 


Fig.  3 — The  hand  is  inserted  through  an  umbilical  incision.  The  tip  of  the  gloved  finger  is 
protruding  through  the  fibrous  ring  forming  the  Spigelian  Hernia  defect. 


(A.  L. ) had  felt  the  left  mid  quadrant  mass  pre- 
viously. The  area  where  the  mass  had  previously 
appeared  and  the  area  of  maximal  point  tenderness 
is  outlined  in  Fig.  2.  All  pre-operative  laboratory 
data  was  well  within  normal  limits.  Diagnosis  on 
admission  was  ( 1 ) symptomatic  umbilical  hernia ; 
(2)  symptomatic  Spigelian  hernia. 


SUMMARY 

The  anatomy  of  the  Spigelian  hernia  is  discussed 
and  illustrated  for  the  purpose  of:  (1)  Increasing 
the  index  of  suspicion;  (2)  Establishing  earlier 
diagnosis;  (3)  Instituting  earlier  treatment.  The 
importance  of  the  history  is  emphasized  and  the 
lack  of  physical  findings  pointed  out.  Diagnosis 
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must  be  based  on  visualization  or  palpation  of  the 
elusive  hernial  mass  by  either  referring  doctor  or 
surgeon.  Every  effort  should  be  made  in  this  direc- 
tion. Discussion  is  based  upon  an  e.xtensive  review 
of  the  literature  and  this  case  report. 
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Soft  Shoes  for  Toddlers 


Soft  shoes  which  give  “barefoot  freedom”  to  babies 
learning  to  walk  were  recommended  in  the  October 
issue  of  Today's  Health.  It  pointed  out  that  the 
baby's  first  shoes  may  hold  the  answer  to  the  kind 
of  foot  comfort  he  will  have  as  an  adult.  If  the 
baby  is  given  “barefoot  freedom,”  which  permits 
the  foot  to  develop  naturally,  he  will  probably  have 
comfortable  feet  when  he  grows  up.  Because  normal 
foot  muscles  become  strong  only  through  use,  only 
a “supple  foot  covering  that  permits  the  utmost  free- 
dom of  movement”  should  be  worn  by  the  infant  and 
toddler.  If  the  baby’s  foot  is  confined  in  a shoe 
which  holds  any  part  of  it  in  conformity,  even  the 
heel  which  is  usually  supported,  the  foot  will  be- 
come weak  and  stiff,  according  to  an  orthopedic 
surgeon  quoted  in  the  article. 

In  addition,  stiff  shoes  may  handicap  him  in  learn- 
ing to  walk.  The  article  quoted  one  mother  who  said 
her  }ear-old  son  took  his  first  step  when  she  put 
soft  shoes  on  him.  In  hard-soled  shoes,  he  “just 
stood  there  as  if  he  were  wearing  skates  that  might 
topple  him  any  minute — and  they  did  too,  for  the 
could  not  bend  his  feet  to  gain  his  balance.” 

.\mong  the  recommendation  were  the  following: 

• — The  shoe  should  be  “foot-shaped,”  with  a 


straight  inner  line.  It  should  copy  the  baby’s  foot 
rather  than  trying  to  confine  the  foot  into  a tiny 
copy  of  an  adult  shoe. 

— It  should  be  wide  across  the  toes  to  permit  their 
spreading  and  flexing  as  the  child  walks.  There 
should  be  depth  for  chubby  toes,  a box-cut  prefer- 
ably, and  space  beyond  the  toes.  .A.  little  child  be- 
ginning to  walk  “grips  with  his  toes  and  rotates  on 
his  heels,  as  he  bends  and  turns.”  Soft  shoes  allow 
him  to  do  this  with  ease. 

— A simple  tie  or  buckle  may  fasten  the  shoe  on, 
but  no  constraining  laces  should  be  permitted  to 
interfere  with  the  free  flexing  of  the  arch. 

— The  heel  may  be  snug-fitting,  but  should  have 
no  counter.  Through  use,  the  heel  and  ankle  muscles 
will  strengthen  naturally. 

— The  entire  shoe  preferably  should  be  made  of 
leather,  which  “breathes  through  its  open  pores” 
and  allows  essential  ventilation. 

There  are  children  with  deformed  feet  or  other 
deviation  who  should  have  corrective  shoes.  Their 
problems  must  be  considered  individually.  For  the 
child  with  normal  feet,  cover  them  for  protection 
against  cold  or  bruising,  or  for  decoration,  but  let 
him  use  his  feet. 
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Exstrophy  of  the  Bladder 


XSTROPHY  of  the  bladder  is  probably  one  of 
' the  most  difficult  and  distressing  congenital 
anomalies  encountered  by  the  urologist.  It  presents 
a problem  of  even  greater  magnitude  to  the  individ- 
ual born  with  such  an  anomaly.  Thus  exstrophy  of 
the  bladder  is  a problem  from  a pathological  stand- 
point and  from  a sociological  one  also.  The  indi- 
vidual with  an  exstrophy  has  complete  urinary 
incontinence  and  lives  in  a constant  drainage  of 
urine  upon  a tender,  raw,  sometimes  easily  bleeding 
everted  mucosa  of  an  exstrophied  bladder.  This 
constant  ljurden  presents  a very  definite  economical, 
sociological  and  psychological  problem  for  the  indi- 
vidual. The  majority  of  these  individuals  e.x])ire 
before  the  age  of  20,  a goodly  number  in  early  child- 
hood, as  the  result  of  repeated  ascending  urinary 
tract  infections.  There  is  a likelihood,  in  later  life, 
of  malignancy  of  the  bladder. 

For  almost  a century,  many  procedures  have  been 
carried  out  to  correct  the  exstrophied  bladder.  Re- 
pair of  the  bladder  thus  establishing  a functional 
bladder  is  unsuccessful.  At  present  the  procedure 
in  greatest  use  is  that  of  bilateral  ureterosigmoidos- 
tomy,  cystectomy  and  repair  of  the  ventral  hernia. 
Campbell  states  that  the  mortality  rate,  with  the 
above  procedure  a number  of  years  ago,  was  rela- 


Fig.  1 — Prior  to  surgery.  Exstrophy  of  bladder,  ureteral 
orifices,  vagina. 
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tively  high,  20%  to  25%  ; however,  he  states  that  this 
has  been  consideraltly  improved  and  is  now  5%  to 
10%.  Bilateral  ureterocolostomy  or  sigmoidostomy 
results,  in  a number  of  cases,  in  obstruction  to  the 
drainage  to  either  kidney  with  recurrent  infections 
from  the  bowel  which  is  one  of  the  detriments  of 


Fig.  2 — Bloomers  worn  before  surgery  to  catch  continuous 
dripping  urine. 

ureterosigmoidostomy.  There  is  also  a complication, 
hyperchloremic  acidosis,  thought  to  be  caused  by 
reabsorption  of  urine  through  the  Irowel  mucosa  and 
by  renal  damage. 

I'he  incidence  of  exstrophy  of  the  bladder  is  low 
and  is  stated  by  some  authors  as  occurring  once 
in  fifty-five  thousand  births. 

Sinc^  exstrophy  of  the  bladder  is  a congenital 
lesion,  and  the  longer  the  presence  of  the  lesion  the 
higher  the  incidence  of  death,  it  is  important  that  it 
be  corrected  in  early  infancy,  that  is  Ijetween  the 
ages  of  one  and  three. 

CASE  RETORT 

Miss  L.  A.,  age  46,  was  admitted  to  Rockingham 
^lemorial  Hospital,  Harrisonburg,  Virginia,  July  5, 
1953,  because  of  urinary  incontinence  associated  with 
complete  exstrophy  of  the  bladder.  She  had  been 
completely  incontinent  since  birth  and,  to  her  knowl- 
edge, no  treatment  or  relief  was  obtainable.  During 
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her  lifetime  she  had  had  several  episodes  of  ascend- 
ing urinary  tract  infection  associated  with  chills  and 
fever;  however,  these  were  not  too  frequent  or  too 
severe.  Her  chief  difficulty  was  soreness  and  tender- 
ness of  the  everted  mucous  membrane  of  the  bladder 


Fig.  3 — Repair  of  ureteral  defect.  Plication  of  bladder 
musculature.  Sitting  position. 

and  the  management  of  her  urinary  incontinence. 
By  trial  and  error  she  had  managed  the  latter  with 
the  use  of  clean  cloths  to  absorb  the  urine  which 
required  constant  changing,  and  were  worn  enclosed 
in  plastic  bloomers.  The  continuously  dripping  urine 
from  the  e.xposed  ureteral  orifices  was  a constant 
burden. 

The  cardiorespiratory  histor}-  was  normal.  The 
gastrointestinal  history  revealed  recent  episodes  of 
nausea  with  intolerance  to  fried,  fatty  foods,  and 
occasional  episodes  of  right  upper  quadrant  pain 
resembling  acute  attacks  of  cholecystitis. 

Physical  examination  revealed  a fairly  well  de- 
veloped, well  nourished,  white  female.  The  abnormal 
physical  findings  of  significance  were  those  asso- 


ciated with  the  usual  case  of  complete  exstrophy  of 
the  bladder.  There  was  a protruding  red,  everted 
mass  involving  the  lower  abdominal  wall.  Two 
ureteral  orifices  were  easily  visualized  and,  at  inter- 
vals, extruded  urine.  There  is  a ventral  hernia 
present  behind  the  everted  posterior  wall  of  the  blad- 
der which  increased  in  size  upon  increasing  intra- 
abdominal pressure  by  coughing,  sneezing,  lifting. 
There  is  complete  absence  of  an  anterior  bladder 
wall  and  complete  absence  of  a symphysis  pubis. 
The  umbilicus  is  difficult  to  visualize  and  almost 
obliterated  at  the  upper  margin  of  the  exstrophy 
of  the  bladder.  The  recti  muscles  are  separated  and 
extend  down  and  laterally  beside  the  exstrophied 
bladder.  The  clitoris  is  cleft  and  the  labia  minora 
are  widely  separated  anteriorly  to  expose  the  vaginal 
orifice. 

The  laboratory  data,  upon  admission:  Urine — 
medium  yellow.  Neutral  reaction.  Sp.  gr.  1.025. 
Microscopic  examination — negative.  Hemoglobin 
12.56  gm.  (80%).  WBC — 7,800  with  64%  pmn. 
35%;  s.  lym.,  1%  mon.  Platelet  count  247,800. 
Bleeding  time  2 % min.  Coagulation  time  6 min. 
Blood  sugar  87.  N.P.X.  41. 

Preparation  for  surgery:  Following  admission  to 
the  hospital,  the  usual  history  and  physical  exam- 
ination with  laboratory  tests,  urine  and  blood  ex- 
amination was  done.  Kidney  function  tests  were 
carried  out  along  with  complete  upper  urinary  tract 
study  by  excretor}’  urography.  The  upper  urinary 
tract  study  is  important  to  determine  any  evi- 
dence of  hydronephrosis,  reduplication  of  kidney 
pelves,  calculi,  and  kidney  damage.  The  bowel  was 
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I prepared  by  placing  the  patient  on  low  residue  diet 

I with  sterilization  of  the  bowel  by  sulphathaladine, 

2 gms.  4 times  a day.  Five  days  after  admission 
f to  the  hospital  and  preparation,  bilateral  uretero- 
, sigmoidostomy  was  dene.  The  peritoneal  cavity  was 
. opened,  the  patient  placed  in  a Trendelenburg  posi- 

I tion,  the  bowel  retracted  into  the  ui>per  abdomen 

■ ^ exposing  the  pelvic  contents.  The  parietal  peritoneum 

;j  was  excised  over  the  right  ureter.  The  ureter  was 

II  dissected  free  downward  as  close  as  possible  to  the 
, ureterovesical  junction.  The  latter  was  clamped  and 

i severed.  The  distal  end  was  ligated  with  “O” 

I j chromic  catgut.  The  proximal  end  of  the  ureter  was 
I dissected  free  with  sufficient  length  so  that  it  might 
1 be  implanted  as  low  as  possible  into  the  rectosigmoid 
' without  tension.  A similar  procedure  was  carried 
I out  upon  the  left  ureter.  The  right  ureter  was 

' implanted  into  the  rectosigmoid  at  a lower  point 

I than  the  left.  Both  ureters  were  implanted  into  the 

, rectosigmoid  by  incising  tbe  serosa  muscularis  of  the 
bowel  in  line  with  the  tenia.  A trough  was  made 
by  dissecting  the  muscularis  serosa  laterally.  The 
‘ ureter  was  then  laid  in  the  trough  and  in  the  distal 
end  of  the  incision,  a stab  wound  was  made  through 
' the  mucosa  of  the  bowel.  The  severed  ureter  was 
I then  threaded  through  the  stab  wound  into  the  bowel. 
The  serosa  muscularis  were  then  repaired  without 
traction  and  constriction  over  the  ureters.  The  peri- 
toneum, recti  muscles  and  abdominal  wall  was  closed 
anatomically  with  no  drainage.  For  3 or  4 days  post- 
operatively,  the  urinary  output  was  followed  by 
means  of  a rectal  tube  lying  just  inside  the  anal 
opening.  Postoperative  antibiotics  consisted  of  pen- 
icillin and  streptomycin.  Parental  therapy  consisted 
of  adequate  intravenous  fluids  for  several  days  post- 
operatively  until  peristalis  was  audible.  Patient  was 
then  placed  on  liquids  and  diet.  The  postoperative 
course  was  uneventful  and  the  patient  was  dis- 
charged from  the  hospital  July  25,  1953.  Follow-up 
examinations  included  blood  chemistries  which  were 
reported  as  normal.  The  patient  developed  acute 
cholecystitis  with  cholelithiasis,  and  a cholecystec- 
tomy was  done  in  June  1954.  The  course  was  un- 
eventful. 


Miss  L.  .A.  was  re-adrnitted  to  the  hospital,  Feb- 
ruary 10,  1955,  , at  which  time  tlie  cxstro]>hicd  blad- 
der and  ventral  hernia  were  repaired,  d'he  repair  of 
the  hernia  and  exstroj)liy  of  the  l)hidder  were  carried 
out  by  removing  mucous  meml)ranc  l)y  sharj)  dis- 
section from  the  bladder  musculature.  'Fhe  remain- 
ing bladder  musculature  was  then  plicated  with  “O” 
chromic  catgut  and  everted,  giving  a good  anterior 
sujjporting  abdominal  wall.  Counter  incisions  were 
made  laterally  through  the  skin  and  subcutaneous 
tissue,  and  the  jjlicated  bladder  musculature  was 
covered  with  the  skin  of  the  lower  abdomen.  'I'he 
counter  incisions  were  allowed  to  granulate  in.  This 
patient’s  course,  following  bilateral  ureterosigmoidos- 
tomy  and  repair  of  exstrophied  bladder,  has  been 
uneventful.  Her  blood  chemistries  have  remained 
normal.  There  has  been  no  evidence  of  hvper- 
chloremic  acidosis. 

August  15,  1956,  excretory  urograms  were  done 
and  appeared  normal. 

November  7,  1956,  the  following  laboratory  work 
was  done:  RBC-4, 280,000.  Hemoglobin  88%  (13.5 
gms.).  WBC — 3,950.  41  polys.  57  lym.  2 eosin. 
Fasting  blood  urea  36  mgm.  Blood  potassium  5 
milli  eq.  Sodium  138  milli  eq.  Chlorides  520  milli 
eq. 

SUMMARY 

Congenital  exstrophy  of  the  bladder  presents  a 
difficult  problem  in  management.  Many  types  and 
methods  of  diverting  the  urinary  stream  in  these 
cases  has  been  devised  and  carried  out.  No  method 
has  been  without  its  dangers  and  complications. 

The  above  is  a four  year  follow-up  of  the  treat- 
ment of  a patient  with  congenital  exstrophy  of  the 
bladder.  The  treatment  consisted  of  bilateral  ure- 
terosigmoidostomy,  similar  to  the  Coffy  and  Mclver 
technique.  The  bladder  defect  was  rather  simply 
taken  care  of  by  dissecting  the  bladder  mucosa  from 
the  bladder  musculature.  The  bladder  mucosa  was 
then  plicated  and  used  to  repair  the  ventral  hernia. 
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The  Surgical  Treatment  of  Bilateral  Abductor 
Paralysis  of  the  Vocal  Cords 


ILATERAL  ABDUCTOR  PARALYSIS  of  the 
vocal  cords  is  an  incapacitating  condition.  In 
fact  the  inability  to  open  the  laryngeal  glottis  vol- 
untarily jjrojects  the  victim  to  the  precarious  edge 
of  suffocation  for  as  long  as  the  condition  remains 
uncorrected. 

By  far  the  most  common  cause  of  bilateral  ab- 
ductor paralysis  is  injury  to  the  recurrent  laryngeal 
nerves  associated  with  surgery  of  the  thyroid  gland. 
Other  less  common  causes  are  acute  trauma,  the 
effects  of  bulbar  poliomyelitis,  and  ankylosis  of  the 
arytenoid  cartilage.  Once  this  unfortunate  con- 
dition exists,  it  can  be  remedied  with  the  following 
objectives  in  mind. 

I.  The  creation  of  an  adequate  airway. 

II.  The  maintenance  of  an  acceptable  voice. 

Efforts  towards  this  have  been  by  surgical  pro- 
cedures attempting  a reduction  of  the  approximation 
of  the  paralyzed  adducted  vocal  cords  in  the  midline. 
Such  surgery  was  first  attempted  on  roaring  horses, 
a roaring  horse  being  one  with  paralyzed  vocal  cords 
and  which  consequently  makes  a roaring  noise  on 
the  slightest  exertion.  Later  followed  various  at- 
tem.pts  on  humans.  The  approach  initially  was  by 
means  of  midline  laryngotomy  and  removing  the 
arA’tenoid  cartilage.  In  the  late  1930’s  Brian  King^ 
developed  an  operation  which  was  a significant  step 
forward.  He  employed  the  external  laryngeal  ap- 
proach through  the  lateral  neck.  His  technique  con- 
sisted of ; 

I.  Detaching  the  ar3'tenoid  cartilage  from  its 
articular  facet  on  the  cricoid  cartilage  and 
displacing  it  lateralward. 

II.  Attaching  the  innervated  severed  end  of  the 
omohyoid  muscle  to  the  muscular  process  of 
the  arytenoid. 

III.  Securing  these  two  to  the  ala  portion  of  the 
thyroid  cartilage. 

Morrison^  in  a later  work  showed  that  the  omo- 
fiyoid  attachment  had  no  appreciable  effect  in  de- 
veloping motion  in  the  operated  cord. 

From  the  Department  of  Otologj",  Rhinology  and  Laryn- 
gology, Medical  College  of  Virginia. 

Presented  at  the  meeting  of  the  Richmond  Academy  of 
Medicine — March  26,  1957. 


JOHN  A.  GILL,  M.D. 

Richmond,  Virginia 

In  1943,  Dr.  Joseph  Kelly^  popularized  the  oper- 
ation of  the  window  procedure.  Using  a lateral 
approach  he  resected  a 2 x 2 centimeter  square  of 
cartilage  through  which  the  arytenoid  cartilage  was 
removed.  In  the  late  forties,  William  ThornelU  re- 
ported an  intralaryngeal  method  of  removing  the 
arytenoid  cartilage  using  the  Lynch  suspension 
laryngoscope.  Using  especially  constructed  larymgeal 
instruments  he  was  in  three  cases  able  to  resect  the 
arytenoid  cartilage.  He  then  applied  a cautery  to 
the  vacated  perichondrial  capsule  creating  scarring 
to  draw  the  cord  lateralward.  Comparing  this  tech- 
nique to  that  of  the  open  approach  methods  it  would 
appear  that  the  advantage  of  avoiding  additional 
scarring  to  the  skin  of  the  neck  would  be  out- 
weighed by  the  following  disadvantages; 

1.  Intricate  technique  required  for  operating 
through  a laixmgoscope. 

11.  The  necessity  of  especially  constructed  in- 
struments. 

III.  The  dependency  on  scarring  alone  from  can- 
ter}- to  produce  the  eventual  widening  of  the 
glottis. 

In  1946,  DeGraaf  Woodman®  modified  the  Brian 
King  operation  so  that  now  the  procedure  is  tech- 
nically easier  to  accomplish  and  appears  to  produce 
results  equally  as  good.  For  the  sake  of  clarity,  this 
technique  will  be  reviewed  with  illustrations. 

Figure  demonstrates  superior  views  of  the 
larynx.  The  top  drawing  shows  the  t}’pical  picture 
of  a larynx  which  has  been  affected  by  bilateral 
recurrent  nerve  paralysis.  A person  can  exist  with 
this  minimal  airway  but  only  with  difficulty.  The 
slightest  exertion  results  in  marked  air  sucking  and 
breathing  effect  producing  a weird  crowing  sound. 
The  lower  drawing  in  (figure  #1)  represents  the 
appearance  of  the  larynx  that  is  preferred  following 
surgery,  a good  4 millimeter  aperture.  A wider 
opening  results  in  loss  of  phonation  power.  A 
smaller  opening  results  in  residual  dyspnea. 

TECHNIQUE 

The  4 millimeter  widening  of  the  glottis  is  ac- 
complished by  the  following  steps.  A skin  incision 


620 


Virginia  Medical  Monthly 


Fig.  2 


removed  but  care  has  been  taken  to  leave  the  vocal 
process  through  which  a 3-0  atraumatic  chromic  cat- 
gut suture  is  being  passed.  Thus  the  operator  has 
control  of  the  vocal  cord  and  can  abduct  it  to  the 
desired  position.  In  the  lower  drawing  in  figure  #3, 
a means  of  anchoring  the  cord,  fixing  it  to  the 
ala  of  the  thyroid  cartilage  is  shown.  This  is  ac- 
complished by  passing  the  gut  through  a small 
drilled  hole  in  the  thyroid  lamina.  Before  tying  the 
securing  portion  of  the  knot,  the  exact  position  of 
the  cord  is  checked  by  direct  laryngoscopy.  This 
entails  extubating  the  patient  and  after  visualiza- 
tion, reinserting  the  tube  for  the  completion  of  sur- 
gery. The  wound  is  then  closed  and  as  a final 
procedure,  a tracheostomy  is  done  prior  to  the  re- 
moval of  the  endotracheal  tube. 


ANESTHESIA 


Discussion  of  this  procedure  cannot  permit  the 
omission  of  the  part  anesthesia  plays  in  the  success 
of  the  operation.  In  preparation  for  surgery,  little 
or  no  pre-operative  sedative  is  given  if  a previous 
tracheostomy  has  not  been  done.  Sodium  pentothal 
and  a muscular  relaxing  agent  are  given  simul- 


Fig.  1 

is  made  at  the  anterior  border  of  the  sternocleido- 
mastoid muscle  at  the  level  of  the  thyroid  cartilage 
and  the  extrinsic  musculature  of  the  larynx  is  ex- 
[ posed. 

In  figure  :^2  the  essential  landmarks  are  demon- 
strated. The  first  to  be  noted  is  constrictor  pharyn- 
geus  inferior  muscle  as  it  passes  the  posterior  edge 
of  the  thyroid  lamina.  At  the  inferior  edge  of  this 
muscle  the  second  structure  of  importance  is  found, 
the  articular  facet  l)etween  the  inferior  cornu  of  the 
thyroid  cartilage  and  the  cricoid  cartilage.  I'he 
articular  junction  is  described  by  Woodman  as  the 
key  landm.ark  in  the  operation.  In  the  bottom  illus- 
tration of  figure  #2,  the  joint  is  disarticulated  and 
the  constrictor  muscle  has  been  divided  at  the  pos- 
terior edge  of  the  thyroid  cartilage.  Thus  the  thyroid 
lamina  is  released  so  that  it  can  be  retracted  forward 
exposing  the  area  where  one  must  seek  the  arytenoid 
cartilage.  Once  again  referring  to  the  bottom  illus- 
tration in  figure  :^2,  the  arytenoid  cartilage  may  be 
seen  being  dissected  free  from  its  perichondrial  bed. 

Figure  #3  illustrates  the  final  phases  of  the 
procedure.  The  top  drawing  in  this  figure  shows 
that  the  bulk  of  the  arjdenoid  cartilage  has  been 
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taneously  and  the  patient  is  rapidly  and  carefully 
intubated.  Proper  timing  here  is  of  the  utmost 
importance.  The  endotracheal  tube  in  addition  to 
maintaining  an  airway  ser\'es  a unique  purpose  in 
semi-fixation  of  the  acAtenoids  outwardly  so  that, 
on  the  operated  side,  the  one  arytenoid  is  more 
readily  palpated  when  that  phase  of  the  operation 
is  reached. 

The  following  is  a summary  of  three  aix’tenoidec- 
tomies  performed  at  the  Medical  College  of  Virginia 
Hospitals  and  The  Richmond  Eye,  Ear  & Throat 
Hospital  using  the  previously  described  Woodman 
technique. 

The  first  is  that  of  a 35  year  old  colored  female 
who  was  unable  to  breathe  without  a tracheostomy 
tube.  She  was  a deaf  mute  and  therefore  considera- 
tion of  phonation  was  not  a factor.  Thyroid  surgery- 
had  been  done  on  two  occasions.  Oddly  her  dyspnea 
did  not  commence  until  2 to  3 months  following  the 
last  thyroidectomy,  .^.t  the  onset  of  the  dyspnea,  an 
emergency  tracheostomy  had  been  done.  Extubation 
had  not  been  accomplished  due  to  the  adducted 
vocal  cords.  An  arvtenoidectomy  was  done  in  .\ugust 
of  1954.  Six  days  post-operatively  indirect  laryn- 


goscopy revealed  a 4 to  5 millimeter  abduction  aper- 
ture as  a result  of  the  surgery-.  She  was  discharged 
nine  days  postoperatively  yvith  the  tracheostomy 
canula  completely  blocked  but  remaining  in  place 
to  give  the  patient  a psychological  feeling  of  se- 
curity. Tyvo  months  later,  removal  of  the  canula 
yvas  accomplished  and  closure  of  the  tracheostomy 
fistula  was  carried  out.  The  patient  yvas  discharged 
from  our  care  breathing  without  dyspnea. 

The  second  case  is  that  of  a 30  year  old  white 
male  whose  chief  complaint  yvas  shortness  of  breath 
and  consequent  inability  to  carry-  on  his  livelihood 
as  a farmer.  This  condition  had  persisted  since 
thyroidectomy  tyvo  years  previously.  In  November 
1954,  a right  aryienoidectomy  folloyved  by  trache- 
ostomy yy-as  done.  It  was  not  until  the  tenth  post- 
operative day  that  his  tracheostomy  canula  could 
be  removed.  The  patient  yvas  discharged  on  the 
eleventh  post-operatiy’e  day  and  has  been  leading  a 
normal  life  as  a farmer  with  an  improved  voice. 

The  third  case  is  that  of  a 65  year  old  white  female 
yy-ho  had  the  chief  complaint  of  incapacitating 
dyspnea  and  hoarseness  following  thyroid  surgery' 
tyvo  years  previously.  The  dyspnea  yvas  becoming 
progressively  yy-orse.  Four  yveeks  prior  to  ary-tenoid- 
ectomy  she  had  been  on  the  verge  of  needing  an 
emergency  tracheostomy  yvhen  hospitalized  yvith  an 
upper  respiratory-  infection.  It  was  this  alarming 
experience  with  near  suffocation  that  motivated  her 
to  undergo  surgery.  A right  ary-tenoidectomy  fol- 
lowed by  tracheostomy  w-as  done  in  December  of 
1956.  This  case  differed  from  the  other  two  in  that 
she  could  be  extubated  4 days  after  surgery-  and  was 
discharged  from  the  hospital  in  only  seven  days,  as 
compared  w-ith  ten  for  the  first  case  and  eleven  for 
the  second.  In  this  last  case,  Chymotrypsin*,  an 
enzymatic  agent  which  is  said  to  counteract  edema 
of  soft  tissue  injury,  yvas  used.  It  seems  likely  that 
the  morbidity  yvas  lessened  here  by  the  use  of  Chy- 
motry-psin.  This  elderly  lady  now  has  no  residual 
dyspnea  and  has  a vastly  improy-ed  voice. 

SUMMARY 

A brief  history  of  the  development  of  surgery-  for 
bilateral  abductor  paralysis  has  been  reydewed.  A 
technique  (Woodman)  for  aiy-tenoidectomy  has  been 
illustrated.  Three  case  reports  are  presented  as  suc- 
cessful attempts  in  the  treatment  of  abductor  paraly- 
sis of  the  y-ocal  cords,  e.g. — the  creation  of  an  ade- 
quate airyy-ay  and  the  maintenance  of  an  acceptable 
y-oice. 

* Trade  name:  Chymar. 
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Accident  Cases  in  Hospitals 


.\ccidents  account  for  about  7 per  cent  of  all  cases 
treated  in  American  hospitals,  according  to  a new 
survey  by  the  American  Medical  Association.  Acci- 
dents combined  with  pregnancy,  the  “other  great 
nondisease  category',”  account  for  about  one-fourth 
of  the  total  hospital  load,  according  to  an  editorial 
in  the  October  19  A.M.A.  Journal.  Many  people 
believe  that  all  patients  are  hospitalized  for  disease. 

The  study  on  accidents,  prepared  by  the  A.M.A. 
Bureau  of  Medical  Economic  Research  and  reported 
in  the  current  Journal,  is  part  of  a comprehensive 
survey  of  medical  services  given  to  the  American 
people.  The  accident  study  was  based  on  informa- 
tion about  patients  discharged  from  6,000  general 
and  special  hospitals  during  November,  1955.  Tu- 
berculosis and  mental  hospitals  were  excluded  from 
the  study. 

The  128,000  patients  hospitalized  because  of  ac- 
cidents comprised  6.9  per  cent  of  all  patients  dis- 
charged during  the  month.  The  average  hospital 
stay  for  accident  patients  was  10.7  days  as  com- 
pared with  9.1  days  for  non-accident  patients.  The 
accident  cases  required  the  use  of  50,500  beds,  or 
6.7  per  cent  of  total  beds  available. 

The  personnel  devoted  to  the  care  of  accident  cases 
totaled  68,200  or  6.7  per  cent  of  total  personnel,  and 
the  annual  hospital  payroll  expense  was  198  mil- 
lion dollars,  or  7.3  per  cent  of  the  total  payroll. 


Depending  on  the  criteria  used  for  the  measure- 
ments, the  bureau  concluded  that  the  treatment  of 
accident  cases  accounts  for  7 to  8 per  cent  (6.7  to 
8.1  per  cent)  of  the  burden  of  American  hospitals. 

Presumably  the  burden  on  physicians  falls  within 
the  same  range;  however,  that  will  be  estimated  in 
another  study. 

The  study  also  showed  the  following: 

— The  128,000  accident  patients  spent  a total  of 

I, 370,000  days  in  the  hospital,  or  8.1  per  cent  of 
the  total  days  spent  by  all  patients  discharged  dur- 
ing the  month. 

— Of  the  accident  patients.  65.2  per  cent  were 
males  and  34.8  per  cent  females.  Of  the  males, 

II. 3  per  cent  were  under  15  years  of  age;  35.6  per 
cent  in  the  15-44  age  group;  13.1  per  cent  in  the 
45-64  age  group,  and  5.2  per  cent  65  years  and  over. 
Of  the  females,  5.8  per  cent  were  under  15  years  of 
age;  12.4  per  cent  in  the  15-44  age  group;  8.6  per 
cent  in  the  45-64  age  group,  and  8 per  cent  65  years 
and  over. 

— During  the  reporting  year  (ending  Sept.  30, 
1955  for  most  hospitals),  the  care  of  accident  vic- 
tims cost  311  million  dollars,  or  7.4  per  cent  of  the 
total  annual  expenses  of  the  hospitals.  The  report 
noted  that  the  total  for  1957  “presumably”  involved 
many  more  millions  of  dollars. 
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Gastrointestinal  Polyposis  with 
Mucocutaneous  Pigmentation 

(Peutz-Jeghers  Syndrome) 


CCASIONALLY  patients  present  themselves 
with  rare  disease  entities  which  can  be  diag- 
nosed at  a glance  if  the  condition  is  suspected.  Such 
a disease  is  gastrointestinal  polyposis  with  mucocu- 
taneous pigmentation.  Recently  two  excellent  re- 
views^’^  have  appeared  in  the  literature  summariz- 
ing the  previously  reported  cases.  This  case  was 
submitted  because  such  a family  exists  in  the  State 
of  Virginia  and  because  the  possibility  that  members 
of  this  family  may  be  under  treatment  at  the  present 
time  without  the  exact  diagnosis  being  suspected. 

A forty-five  year  old  white  male  was  initially  seen 
in  the  physician’s  office,  June  25,  1957,  complain- 
ing of  pain  in  the  left  upjrer  quadrant.  The  patient 
was  noted  to  have  a peculiar  pigmentation  about  the 
lips  during  the  taking  of  the  history.  He  stated 
that  the  present  episode  of  pain  had  been  present 
intermittently  for  three  weeks. 

There  had  been  no  vomiting,  nausea  or  diarrhea. 
He  had  noted  no  change  in  bowel  habits  or  tarr}’ 
stools.  A past  histor}’  revealed  that  the  patient  has 
been  operated  upon  on  two  previous  occasions,  once 
when  a child  of  six  and  again  while  in  the  armed 
forces  at  the  age  of  thirty-five.  On  both  occasions 
the  patient  stated  that  he  had  suffered  several  days 
prior  to  surgery.  The  patient  also  gave  a past  history 
of  being  operated  on  nine  times  for  nasal  pohps 
and  having  received  numerous  allerg}-  tests  and 
treatments  for  nasal  allerg}-. 

Operative  notes  from  the  first  operation,  dated  No- 
vember 7,  1931 , were  then  obtained  and  it  was  learned 
that  the  patient  had  been  treated  for  intussusception 
and  at  operation  multiple  polyps  of  the  jejunum  had 
been  found.  It  was  noted  that  a G.  I.  series  taken  at 
tliat  time  had  failed  to  show  the  presence  of  any 
polyps.  History  obtained  by  the  attending  physician 
stated  that  there  had  been  a mass  protruding  from  the 
rectum  which  the  patient  had  replaced.  Operative 
record  of  the  second  hospitalization  during  his  stay 
in  the  armed  seixdces  was  not  obtainable.  The  con- 
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Fig.  1 


dition  was  not  suspected  at  the  time  of  admission 
to  the  armed  services. 

The  patient  has  five  children,  three  boys  and 
two  girls,  none  of  whom  show  any  evidence  of 
pigmentation,  and  none  of  whom  have  had  abdom- 
inal discomfort.  He  has  five  half-brothers  and  two 
half-sisters  all  of  whom  apparently  are  well  without 
any  history  of  pigmentation  or  abdominal  operation. 
He  has  one  cousin  who  has  been  operated  on  for 
intestinal  polyps  in  1957.  The  patient’s  mother 
expired  from  cardiac  pathology  and  the  patient’s 
father’s  chart  failed  to  reveal  the  cause  of  his  fatal 
gastrointestinal  hemorrhage.  A G.  I.  series  was 
performed  and  found  to  be  negative.  No  post-mortem 
could  be  obtained  on  the  father. 
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Fig.  2 


Physical  examination  revealed  an  extremely 
healthy  appearing  white  male.  Clustered  about  the 
lips  at  the  mucocutaneous  junction  and  in  the  mouth 
were  numerous  dark  freckled  appearing  areas.  Char- 
acteristically freckles  were  not  distributed  about  the 
face.  The  patient  stated  that  his  upper  lip  had  had 
numerous  such  areas  of  pigmentation  which  had  dis- 
appeared. Examination  of  the  remainder  of  the  skin 
failed  to  reveal  any  further  areas  of  pigmentation. 
The  hand  and  rectum  were  particularly  noted  and  no 
changes  were  found.  Chest  examination  was  en- 
tirely normal.  Abdominal  examination  and  rectal 
examination  were  also  normal.  There  was  no  pig- 
mentation noted  on  the  patient's  scrotum. 

The  patient's  laboratoy  data  revealed  a normal 
blood  count  and  urinalysis.  The  electrocardiogram 
was  normal.  A G.  I.  series  was  performed  and  re- 
vealed the  small  bowel  to  be  extremely  active;  no 
polyps  were  present  in  the  stomach.  One  polyp 
measuring  more  than  1 cm.  was  present  in  the  prox- 
imal jejunum  and  a second  of  the  same  size  in  the 
mid-ilium.  Two  smaller  ones  were  seen  in  the  mid- 
jejunum. Barium  enema  was  performed  and  revealed 
the  presence  of  one  large  polyp  in  the  region  of  the 
hepatic  flexure.  A cystogram  failed  to  demonstrate 
any  polyps.  The  patient  was  treated  with  an  anti- 
spasmodic  and  reassurance.  The  episode  of  pain 
disappeared  promptly.  It  was  felt  that  this  episode 
was  associated  with  his  intestinal  polyps. 

DISCUSSION 

This  patient  represents  a typical  case  of  Peutz- 
Jeghers  Syndrome  or  gastrointestinal  polyposis  with 


Fig.  3 

mucocutaneous  pigmentation.  The  important  features 
of  the  sjmdrome  are  outlined  in  the  above  case. 
Approximately  sixty  cases  have  been  reported  to 
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date  over  the  past  sixt}-  years.  It  has  been  found 
to  have  a world  wide  distribution,  cases  being  re- 
ported in  English,  Hungarian,  Scottish  and  Ni- 
gerian. These  cases  apparently  very  frequently  de- 
veloped intestinal  obstruction  and  intussusception. 

On  occasion,  as  soon  as  one  intussusception  is 
reduced,  a second  occurs  even  during  the  course  of 
the  operation.  From  a study  of  the  other  cases  it 
was  felt  that  true  malignant  degeneration  of  the 
polyps  does  not  occur.  Severe  bleeding  from  intes- 
tinal polyps  has  been  reported.  The  important  fea- 
ture is  the  occurrence  of  intussusception  which  very 
frequently  will  reduce  itself.  Treating  the  patient 
conservatively  with  gastric  suction  and  enemas  plus 
intravenous  feeding,  has  been  found  to  be  of  value. 
It  is  felt  at  present,  that  should  operation  be  under- 
taken, resection  of  intestinal  tracts  with  polyposis  is 
contraindicated  because  it  is  unlikely  to  give  any 
permanent  benefit.  The  surgeon  should  either  re- 
duce the  intussusception  with  removal  of  the  polyps 


involved  or  he  may  undertake  to  explore  the  entire 
gastrointestinal  tract  resecting  as  many  of  the  growths 
as  possible.  Since  these  growths  occur  in  crops, 
recurrences  can  be  expected.  Nasal  polyps  have 
frequently  been  associated  with  this  disease. 

SUMM.\RY 

Repxrrted  above  is  a case  of  Peutz-Jeghers  Syn- 
drome. The  main  features  of  the  disease  are  out- 
lined. 
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Carbon  Monoxide 
Blood 

Carbon  monoxide  in  blood  gives  to  it  a bright  cherry-red  appearance  (carboxyhemo- 
globin). 

Dilute  one  drop  of  blood  with  about  15  ml.  of  water  so  that  solution  is  now  a faint 
pink.  Add  five  drops  of  20%  sodium  hydroxide,  quickly  shake  and  observe  the  color. 
If  the  blood  contains  less  than  20%  carboxyhemoglobin  the  pink  color  will  immediately 
on  shaking,  turn  to  a straw-yellow.  If  the  pink  color  persists  for  several  seconds  or 
more  this  indicates  the  presence  of  carboxyhemoglobin  in  excess  of  20%.  However 
even  in  high  concentration  this  also  (within  1-2  minutes)  will  turn  to  a straw-yellow 
color.  The  intensity  of  the  pink  color  and  its  persistence  before  turning  yellow,  gives 
a rough  approximation  of  the  concentration. 

This  test  is  specific  for  carbon  monoxide. 
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Carbon  Monoxide  Poisoning 


SIDNEY  KAYE,  Ph.D. 
Richmond,  Yirginia 


HISTORY 

ARBON  MONOXIDE  became  a poison  when 
man  first  started  to  make  fires  in  enclosed 
spaces.  With  the  arrival  of  the  combustion  engine 
and  the  use  of  commercial  gas,  it  has  become  the 
second  most  common  cause  of  death  due  to  poison- 
ing. (Alcohol  is  the  first.).  Last  year  in  Virginia, 
there  were  forty-two  (42)  deaths  attributed  to  acute 
carbon  monoxide  poisoning.  Its  rate  appears  to  fluc- 
tuate during  the  seasons,  with  its  highest  toll  during 
the  winter  months. 

Most  mild  cases  of  carbon  monoxide  exposure  go 
unrecognized  with  an  uneventful  recovery. 

PROPERTIES 

Pure  carbon  monoxide  is  an  odorless,  colorless, 
tasteless  gas.  However,  as  we  encounter  it,  it  likely 
will  have  impurities  which  impart  a garlic  or  al- 
dehyde odor.  It  is  lighter  than  air  and  is  readily 
diffusible.  It  has  an  affinity  for  combining  with 
hemoglobin  more  than  200  times  greater  than  has 
oxygen.  This  is  the  basis  for  its  sinister  toxicity; 
it  prevents  the  normal  transportation  and  supply 
of  oxygen  to  the  cells.  The  brain  is  especially  sen- 
sitive to  this  cut  off  in  oxygen.  Persons  with  anemia 
or  an  increased  metabolic  rate  (children)  are  more 
susceptible. 

Commercial  or  synthetic  gas  contains  approxi- 
mately 25  per  cent  carbon  monoxide;  but  natural 
gases  contain  no  carbon  monoxide,  nor  does  “bottled 
gases”  contain  any  carbon  monoxide. 

Carbon  monoxide,  how’ever,  may  be  readily  pro- 
duced from  “bottled  gas”  or  natural  gas  as  a result 
of  normal  combustion  and  a leaking  flue;  or  im- 
proper burning  and  back-fire;  or  carbon  deposits 
on  combustion  parts  (gas  refrigerators  or  ranges  if 
not  periodically  serviced  or  adjusted  may  be  a slow 
but  constant  source). 

The  most  common  exposure  is  from  the  exhaust 
of  gasoline  engines  in  an  enclosed  space  (closed 
garage).  Strange  as  it  may  seem,  there  have  been 
deaths  even  resulting  from  exposure  in  an  open 
canopy  cruiser  at  sea  during  a calm. 

Editor’s  Note:  This  is  one  of  “Seasonal”  articles  on 
poisoning  which  will  be  published  in  the  Monthly  from 
time  to  time.  It  is  prepared  by  Dr.  Kaye  in  collaboration 
with  the  Richmond  Poison  Center. 


TOXIC  LEYELS 
% Carbo.xyhemoglobin : 

Below  5% — usually  no  symjttoms. 

Below  20% — mild  symptoms. 

.•\bove  20% — moderate  to  severe  symptoms. 

Above  40% — may  produce  coma  and  death. 

GENERAL  SIGNS  AND  SYMPTOMS 
Weakness,  vertigo,  headache,  nausea,  vomiting, 
sleepiness,  ataxia,  great  weakness  in  legs,  tiglitness 
of  forehead,  disturbed  vision,  diplopia,  cyanosis, 
clonic  tonic  spasm,  convulsions,  coma,  resjfiratory 
center  depression  and  finally  respiratory  arrest; 
heart  often  beating  for  a short  period  after  respira- 
tory failure.  Blood  and  skin  are  bright  pink,  which 
is  the  color  of  carboxyhemoglobin.  This  color  is 
diagnostically  characteristic. 

CHRONIC  CARBON  MONOXIDE 
Loss  of  appetite,  nausea,  vomiting,  vision  dis- 
turbances, headache,  tightness,  around  forehead. 

The  question,  however,  of  whether  a persistent 
exposure  to  low  concentrations  of  carbon  monoxide 
over  a period  of  time  (chronic)  is  injurious  to  health 
is  still  open  to  discussion.  Most  rejwrts  indicate  that 
it  will  not  produce  permanent  injur\-  especially  if 
the  person  was  not  unconscious  at  any  time  as  a 
result  of  exposure  to  carbon  monoxide. 

Carboxyhemoglobin  is  not  a cumulative  nor  last- 
ing union.  In  three  (3)  hours  about  50%  of  the 
combined  carbon  monoxide  is  gone  with  ordinan- 
breathing.  Pure  oxygen  therapy  greatly  facilitates 
this  removal. 

TREATMENT 

Immediately  remove  patient  from  exposure  and 
keep  in  horizontal  position: 

Minimize  o.xygen  demand. 

Artificial  respiration  and  oxygen  therapy  is  im- 
mediately indicated  if  respiration  is  shallow.  It  is 
most  urgent  to  prevent  or  abate  anoxia ! * 

Circulation  may  be  improved  by  rubbing  extremi- 
ties. Keep  patient  warm  and  quiet.  Avoid  all  strain. 
Complete  bed  rest.  Be  alert  to  a delayed  relapse. 

Whole  blood  transfusion  by  exchange  is  indicated 
in  severe  cases. 

Office  of  the  Chief  Medical  Examiner 
404-6  North  Twelfth  Street 
Richmond,  Virginia 
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Public  Health 
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Public  Health  in  Virginia 

The  creation  of  the  State  Board  of  Health  of 
Virginia  was  the  result  of  an  Act  of  the  General 
Assembly  of  1871,  which  was  approved  by  the  Gov- 
ernor on  February  13th  of  that.  year.  Virginia  was 
the  third  state  in  the  United  States  to  create  such 
a board.  The  membership  consisted  of  seven  phy- 
sicians appointed  by  the  Governor  for  a term  of 
four  years.  The  Board  was  directed  to  make  sani- 
tary investigations  and  inquiries  respecting  the 
causes  of  disease,  both  epidemic  and  endemic,  to 
devise  some  scheme  to  obtain  medical  and  vital  sta- 
tistics, to  act  as  an  advisory  board  to  the  State  in 
all  hygiene  and  medical  matters,  and,  among  other 
things,  to  make  an  examination  of  and  report  upon 
the  use  of  intoxicating  liquor  as  a beverage  upon 
industrv,  happiness,  health,  and  lives  of  the  citizens 
of  the  State. 

The  Board  was  required  to  meet  at  the  capital  of 
the  State  at  least  once  every  three  months.  The 
Board  was  directed  to  elect  from  its  own  number  a 
permanent  secretarc-,  who,  as  its  executive  officer,  was 
to  perform  and  superintend  the  work  prescribed  in 
the  Act.  However,  the  final  paragraph  of  this  .A.ct 
carried  the  provision  ‘‘that  the  State  Board  of  Health 
shall  not  in  any  way  be  a charge  on  the  State.”  For 
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about  the  first  thirty  years  of  its  existence  the  Board 
had  the  unique  distinction  of  operating  without  sup- 
port from  the  State  Treasury. 

An  .\ct  of  the  General  Assembly  of  1900,  approved 
^larch  7th,  1900,  provided  for  a State  Board  of 
Health  of  seven  members  appointed  by  the  Governor 
on  recommendation  of  The  Medical  Society  of  Vir- 
ginia. The  salary  of  the  secretarc-  was  fixed  by  the 
Board  but  the  other  members  were  allowed  only  a 
per  diem  stipend  of  four  dollars  each,  plus  traveling 
expenses  incurred  while  engaged  in  the  discharge 
of  duties  as  members  of  the  Board.  The  total  annual 
appropriation  was  $5,000  for  each  of  the  next  two 
years  but  the  .\ct  was  later  declared  unconstitutional. 
In  1903,  for  the  first  time,  the  State  Board  of  Health 
was  given  financial  support  by  the  General  .Assem- 
bly through  an  .Act  providing  $4,000  a year  for  each 
of  the  next  two  years. 

The  General  .Assembly  of  1908  created  the  offices 
of  State  Health  Commissioner  and  .Assistant  Com- 
missioner and  increased  the  Board  membership  to 
twelve,  all  of  whom  must  be  members  of  The  Aledi- 
cal  Society  of  A’irginia  and  who  were  appointed  by 
the  Governor  for  terms  of  four  years.  Section  4 of 
this  law  required  that  the  State  Board  of  Health 
establish  suitable  laboratories  in  Richmond  for  the 
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free  examination  of  clinical  material  submitted  by 
the  physicians  of  the  State.  An  appropriation  was 
granted  the  Board  for  erecting  buildings  for  the 
treatment  of  tuberculosis.  The  total  allotment  for 
all  purposes  was  $40,000  per  year  for  each  of  the 
following  two  years.  This  farsightedness  may  be 
said  to  have  placed  the  State  Department  of  Health 
on  a firm  foundation  upon  which  the  developments 
in  public  health  in  Virginia  have  been  built. 

The  General  Assembly  of  1910  enlarged  the  pow- 
ers of  the  Board  by  authorizing  it  “to  make,  adopt, 
promulgate,  and  enforce  reasonable  rules  and  regula- 
tions for  the  protection  of  the  public  health.”  This 
Act  granted  to  the  Board  power  that  was  needed  and 
which  has  never  been  abused. 

The  membership  of  the  Board  was  enlarged  to 
fourteen  in  1916  by  the  addition  of  two  members 
appointed  from  the  State-at-large,  one  of  whom  was 
to  be  a member  of  the  State  Dental  Association.  In 
1920,  the  law  was  amended  to  require  that  at  least 
five  of  the  fourteen  members  of  the  Board  should 
be  members  of  The  Medical  Society  of  Virginia.  The 
present  law,  provides  for  a Board  of  seven  members, 
one  chosen  from  each  of  the  five  grand  divisions 
of  the  State — Tidewater,  Middle  Virginia,  Piedmont, 
the  Valley,  and  Southwest  Virginia — and  two  from 
the  State-at-large.  At  least  two  must  be  members 
of  The  Medical  Society  of  Virginia,  one  a member 
of  the  Virginia  State  Dental  Association  and  one 
a member  of  the  Virginia  Pharmaceutical  Associa- 
tion. Members  are  appointed  by  the  Governor  for  a 
term  of  seven  years  and  one  term  expires  annually. 
Vacancies  are  filled  for  the  unexpired  terms  in  the 
same  manner  as  the  original  appointment  was  made. 

The  State  Board  of  Health  must  meet  annually  in 
Richmond  and  at  such  other  times  and  places  as  it 
may  determine.  It  shall  elect  a president  from  its 
membership.  Three  shall  constitute  a quorum  for 
the  transaction  of  any  lawful  business.  The  State 
Health  Commissioner  shall,  subject  to  confirmation 
by  the  Board,  detail  an  officer  or  employee  of  the 
Department  of  Health  to  act  as  secretary  of  the 
Board.  The  Commissioner  himself  serves  as  execu- 
tive officer  but  is  not  a member  of  the  Board. 

The  Commissioner  of  Health  is  appointed  by  the 
Governor  for  a term  of  four  years.  He  must  be  a 
physician,  a graduate  of  a medical  college  which  is 
now,  or  was  at  the  time  of  his  graduation,  recog- 
nized by  the  Virginia  State  Board  of  Medical  Ex- 


aminers. He  shall  be  skilled  and  experienced  in  the 
administration  of  public  health  duties  and  versed 
in  sanitary  sciences,  and.  otherwise  fitted  and 
equij)|)ed  to  execute  the  duties  incumbent  upon  him 
by  law. 

Beginning  with  the  grant  of  $40,000  in  1910,  the 
appropriations  made  for  public  health  from  the  gen- 
eral fund  of  the  State  7’reasury  have  increased,  as 
shown  by  the  following  figures: 


For  the  year  ending 
February 

n 

M yy 

yy  yy 


Year  Appropriation 

.,  1920  $ 290,700 

1930  564,005 

1931  628,695 

1940  954,660 

1950  5,515,698 

1956  9,495,873 


In  addition  to  State  funds,  public  health  work  is  re- 
ceiving increasing  appropriations  from  counties  and 
cities: 

1931  181,748 

1940  252,974 

1950  610,841 

1956  1,088,737 

The  State  of  Virginia  is  now  completely  covered 
with  the  services  of  local  health  departments;  all 
98  counties  are  included  in  the  39  county  or  district 
health  departments.  The  central  offices  and  labora- 
tory are  located  in  the  State  office  buildings  in  Rich- 
mond. Branch  laboratories  are  in  Abingdon  and 
Luray. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


J an.- 

Jan.- 

Oct. 

Oct. 

Oct. 

Oct. 

1957 

1956 

1957 

1956 

Brucellosis 

2 

5 

21 

29 

Diphtheria 

- _ 3 

2 

17 

26 

Hepatitis 

31 

39 

390 

418 

Measles 

59 

62 

4847 

23587 

Meningococcal  Infections 

4 

15 

59 

78 

Meningitis  (Other) 

24 

16 

387 

132 

Poliomyelitis 

20 

29 

96 

203 

Rabies  (In  Animals) 

20 

16 

275 

262 

Rocky  Mt.  Spotted  Fever 

. 1 

4 

30 

51 

Streptococcal  Infections 

356 

290 

5453 

4965 

Tularemia 

1 

1 

26 

19 

Typhoid  Fever 

2 

10 

37 

57 
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The  Doctors’  Plan. 

“Blue  Shield  is  ‘The  Doctors’  Plan’  For  a 
baker's  dozen  of  years  that  statement  has  been  truth- 
fully made  here  in  Virginia,  and  yet  there  remain 
all  too  many  Virginians — unfortunately  some  ])hy- 
sicians  included — who  consider  the  statement  as 
having  no  more  import  than  a sales-slogan.  At  its 
recent  Annual  Meeting  The  Medical  Society  of  Vir- 
ginia took  official  action  to  clear  up  any  such  mis- 
understanding. 

Upon  the  recommendation  of  the  Blue  Shield  Liai- 
son Committee,  the  Council  voted  to  establish  a more 
direct  organizational  relationship  between  the  ISIedi- 
cal  Society  and  Virginia  Medical  Service  Associa- 
tion, the  Blue  Shield  Plan  which,  thirteen  years 
previously,  the  Society  had  launched  into  the  then 
unchartered  area  of  prepayment  for  professional 
services.  To  implement  the  relationship  the  Society 
is  assuming  the  responsibility  of  selecting  twelve 
physicians  to  be  Directors  of  the  Plan,  charging 
them  with  the  duty  of  periodically  reporting  to  the 
Council  about  the  operations  of  the  Plan.  Intrinsic 
to  the  arrangement,  of  course,  is  an  opportunity  for 
these  Blue  Shield  Directors  to  receive  the  guidance 
of  the  Societ}'’s  Councillors. 

This  recent  action  of  the  IMedical  Society  was  no 
more  than  the  next  logical  step  toward  optimum 
professional  control  of  the  practice  of  medicine  in 
^’irginia.  One  of  the  most  important,  established 
roles  of  Blue  Shield  is  to  serve  as  the  bellwether  for 
all  voluntary  prepa}'ment.  Accordingly,  if  volun- 
tary prepayment  is  a better  answer  to  the  nation’s 
medical  economic  prol^lems  than  is  governmental  in- 
tervention; ergo,  it  behooves  the  profession  which 
is  responsible  for  the  solution  of  medical-economic 
problems  to  direct  the  activities  and  progress  of 
Blue  Shield. 

Recognizing  this  fact,  the  Directors  of  Virginia 
IMedical  Service  Association  last  year  suggested  to 
the  Association’s  corporate  IMembership  (all  Partici- 
pating Physicians  of  the  Plan)  that  the  responsi- 
bility of  selecting  those  individuals  who  direct  Blue 
Shield  might  best  be  shared  with — if  not  completely 
turned  over  to — the  organization  which  represents 
all  the  physicians  in  the  State;  which,  through  dem- 
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ocratic  processes,  can  voice  the  thoughts  and  opin- 
ions of  all  Virginia  physicians;  and  which  his- 
torically is  the  parent  organization  of  Virginia  Med- 
ical Service  Association ; that  is.  The  Medical  Society 
of  Virgina.  W ith  the  enthusiastic  endorsement  of  the 
Membership,  the  Directors  of  VMSA  requested  spe- 
cific help  in  this  regard  from  the  IMedical  Society 
itself,  and  the  Blue  Shield  Liaison  Committee  came 
into  existence.  At  joint  meetings  between  the  Liaison 
Committee  and  VIMSA  Directors  it  was  agreed  that, 
from  now  on,  the  responsibility  of  selecting  the 
Plan’s  Directors  should  be  shared  between  the  Med- 
ical Society  and  the  IMembership. 

Incidentally,  when  originally  launching  the  VMSA 
Blue  Shield  Plan  thirteen  years  ago,  the  IMedical 
Society  had  delegated  this  responsibility  entirely  to 
the  ^Membership — to  the  Plan’s  Participating  Phy- 
sicians. They  were  known  then,  October  1944,  as 
the  “Associated  Doctors  of  Virginia”;  subsequently, 
February  28,  1945,  the  Plan  adopted  its  present 
coqjorate  name  of  “Virginia  Medical  Service  Asso- 
ciation”. 

In  anticipation  of  the  IMedical  Society’s  acceptance 
of  the  joint  Liaison  Committee — VMS.A.  Board  rec- 
ommendations, the  Membership  of  the  Plan  arranged 
for  a revision  of  the  Association’s  By-laws  and,  at 
its  recent  Annual  Meeting,  adopted  amendments  to 
provide  that  “Of  those  Directors  who  are  Doctors 
of  Medicine,  twelve  shall  be  designated  by  The 
IMedical  Society  of  Virginia”,  and  to  provide  that 
these  Directors  “shall  each  sers-e  for  such  term  as 
the  Society  may  specify”.  Accordingly,  the  Society 
has  carte  blanche  concerning  its  representation  on 
the  Plan’s  Board.  The  IMembership  also  elects  twelve 
physician-Directors  and,  in  addition,  elects  eleven 
laymen  who  serve  as  representatives  of  the  subscrib- 
ing public. 

Thus,  the  Board  of  Directors  of  VMSA  includes 
thirty-five  persons,  two-thirds  of  w’hom  are  physi- 
cians— and  50%  of  the  physicians  are  designated 
by  the  Medical  Society.  The  VMS.\  Blue  Shield 
Plan  is  indeed  “The  Doctors’  Plan”.  It  is  your 
Plan,  to  be  run  by  you  and  your  colleagues  either 
through  your  ^Membership  or  through  your  Medical 
Society,  or  both.  It  reflects  your  thought;  it  deserves 
your  best  thought. 
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There  follows  a listing  of  the  names  of  those  who, 
during  1958,  will  constitute  the  VMS  A Board  of 
Directors  and  who,  accordingly,  will  want — will 
need — your  help  and  support. 

*Mason  C.  Andrews,  M.D.,  Obstetrics  and  Gyne- 
cology, Norfolk. 

♦Arthur  S.  Brinkley,  M.D.,  General  Surgery,  Rich- 
mond. 

Mr.  William  T.  Brunot,  Comptroller,  Reynolds 
Metals  Company,  Richmond. 

F.  Ashton  Carmines,  IM.D.,  Orthopedic  Surgery, 
Newport  News. 

Mr.  H.  T.  Chittum,  Personnel  Superintendent,  E. 
I.  du  Pont  de  Nemours  & Co.,  Waj-nesboro. 

George  Cooper,  Jr.,  M.D.,  Radiology,  Charlottes- 
ville. 

♦Russell  M.  Cox,  M.D.,  Pediatrics,  Portsmouth. 

Mr.  R.  B.  Crawford,  President,  Kilkare  Laundry, 
Farmville. 

Mr.  John  E.  Damerel,  Director  of  Personnel,  City 
of  Richmond,  Richmond. 

Mr.  S.  Douglas  Fleet,  Vice-President  and  Sales 
Manager,  Albemarle  Paper  Mfg.  Co.,  Rich- 
mond. 

William  Grossman,  ISI.D.,  Pediatrics,  Petersburg. 

Guy  W.  Horsley,  M.D.,  General  Surgery,  Rich- 
mond. 

Mr.  M.  A.  Hubbard,  Executive  Secretary,  Virginia 
Farm  Bureau  Federation,  Richmond. 

♦Frank  S.  Johns,  ^I.D.,  General  Surger}-,  Richmond. 

Mr.  William  H.  King,  Attorney,  Richmond. 

Charles  H.  Lupton,  M.D.,  General  Surgery,  Nor- 
folk. 

Mr.  James  Mann,  Jr.,  Attorney,  Norfolk. 


Mr.  William  Meacham,  Associate  Editor,  Norfolk- 
Virginia  Pilot,  Norfolk. 

♦Harold  W.  Miller,  Jr.,  M.I).,  General  Practice, 
AVoodstock. 

H.  B.  Mulholland,  M.I).,  Internal  Medicine,  Char- 
lottesville. 

♦Claude  A.  Nunnally,  M.D.,  Internal  Medicine, 
Fredericksburg. 

♦Wilkins  J.  Ozlin,  M.D.,  Urology,  South  Hill. 

James  Parrish,  M.D.,  Obstetrics  and  Gynecology, 
Portsmouth. 

H.  Grant  Preston,  ISI.D.,  Oj)hthalmology  and  Oto- 
laryngology, Harrisonburg. 

♦Benjamin  W.  Rawles,  Jr.,  M.D.,  General  Surgery, 
Richmond. 

Edwin  Rucker,  IM.D.,  Obstetrics  and  Gynecology, 
Richmond. 

♦William  C.  Salley,  M.D.,  Internal  Medicine,  Nor- 
folk. 

♦John  R.  Saunders,  M.D.,  Psychiatry,  Richmond. 

Ernest  G.  Scott,  ^I.U.,  Internal  Medicine,  Lynch- 
burg. 

McKeldin  Smith,  M.D.,  Internal  Medicine,  Staun- 
ton. 

Mrs.  Ben  \\’ailes.  Dean  of  Women,  Sweet  Briar 
College,  Sweet  Briar. 

Thomas  Walker,  ^I.D.,  Anesthesiology,  Richmond. 

*D.  Edward  Watkins,  M.D.,  General  Surgery, 
Waynesboro. 

Mr.  IMorris  \\’.  \\'hitaker.  Secretary,  Allen-lSIorri- 
son  Sign  Company,  Lj-nchburg. 

♦Julian  H.  Yeatman,  M.D.,  General  Practice,  Fork 
Union. 

*Directors  selected  bv  .Medical  Socierv  of  \b’rginia. 


“Vital  to  any  solution  [to  the  problem  of  increasing  hospitalization  prepayment 
rates]  is  the  coojieration  of  the  medical  profession.  M’hile  the  hospital  is  a facility 
for  the  care  of  the  ill,  it  is  the  doctor  who  decides  if  a patient  should  be  admitted,  the 
diagnostic  tests  to  be  given,  the  drugs  to  be  administered,  and  the  date  the  patient 
is  discharged.  Because  of  the  wide  range  of  this  discretion  the  doctor  must  be  sure  of 
his  decision.  No  one  should  be  denied  admission  who  needs  it.  Conversely,  no  one 
should  remain  in  the  hospital  when  it  is  no  longer  necessary  that  he  be  there.” 

Eighty-ninth  Annual  Report,  Superintendent  of  Insurance,  State  of  Ohio. 
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Child  Psychiatry  in  the  Out-Patient  De- 
partment of  the  University  of  Vir- 
ginia Hospital 

The  Children’s  Section  of  the  Psychiatric  Out- 
Patient  Clinic  at  the  Cniversity  of  Virginia  Hos- 
pital renders  diagnostic  and  treatment  service  for 
many  parts  of  the  State  which  are  not  seiA'ed  by 
community  mental  hygiene  clinics.  The  primary 
function  of  this  clinic  is  to  provide  clinical  exjjeri- 
ence  for  senior  medical  students.  It  has  been  found 
that  three  cases  are  the  maximum  that  can  be  seen 
in  one  afternoon,  so  that  demands  for  servdce  neces- 
sitate a waiting  list  which  averages  one  to  two  months 
for  non-emergency  cases.  Each  medical  student 
spends  four  afternoons  on  child  psychiatry  during 
the  month  of  his  assignment  to  the  jisychiatric  out- 
patient service. 

Referral  sources  frequently  send  a social  history, 
a report  of  school  adjustment  and  academic  progress, 
or  previous  medical  or  psychological  studies  at  the 
time  of  requesting  an  appointment.  Attempts  are 
usually  made  to  obtain  such  information  before 
scheduling  the  appointment.  Pmfortunately  a full 
diagnostic  evaluation  is  usually  crowded  into  a single 
day  which  tires  young  children  as  well  as  parents 
or  welfare  workers,  especially  after  a trip  which 
may  vary  from  100  to  200  miles.  Ty])ically  a child 
will  be  seen  at  9:00  a.m.  for  p,sychological  tests 
and  then  sent  to  the  Pediatric  Clinic  for  examina- 
tion, hopefully  before  10  o’clock.  (Occasionally 
when  very  complete  medical  reports  are  forwarded 
with  the  child,  pediatric  examination  will  not  be 
scheduled,  but  having  the  pediatric  examination  in 
the  same  chart  is  generally  preferable  from  a teach- 
ing standjioint  and  is  often  requested  by  physicians 
referring  children  to  this  clinic.)  In  the  afternoon 
the  child  will  be  taken  to  a playroom  by  two  medical 
students  who  will  observe  the  child’s  use  of  j)lay 
equipment  as  well  as  conducting  whatever  formal 
psychiatric  examination  is  feasible.  \Miile  the  child 
is  being  examined,  the  parents  or  other  responsible 

FREDERICK  MACCABE,  JR.,  M.D.,  Fello’w  in  Child 
Psychiatry,  Children’s  Ser-vice  Center  of  Charlottesville 
and  Albemarle  County,  Inc.,  Charlottesville,  J’irginia. 

Approved  for  publication  by  Commissioner,  Department 
Mental  Hygiene  and  Hospitals. 
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adults  accompanying  the  child  are  being  interviewed 
by  other  medical  students.  Following  these  exam- 
inations, the  medical  students  meet  with  the  psy- 
chiatrist and  psychologist  to  discuss  all  aspects  of 
the  problem. 

.A.fter  this  conference,  the  child  is  interviewed  by 
the  psychiatrist  with  the  whole  student  group  pres- 
ent and  then  the  parents  are  interviewed,  usually 
together  if  both  have  come.  Thus,  students  may  ex- 
perience the  teamwork  approach  typical  of  child 
guidance  clinics,  and  each  member  of  the  student 
team  sees  each  member  of  the  family;  also  the 
psychiatrist  has  the  benefit  of  medical  student  ob- 
servations, as  well  as  his  own,  upon  each  member 
of  the  family. 

Many  cases  referred  to  this  clinic  are  mentally 
defective.  It  has  been  gratifying  to  see  student  in- 
terest in  the  various  organic  brain  syndromes  caus- 
ing mental  defects,  and  in  the  emotional  interaction 
of  family  members  of  defective  children  as  well  as 
in  the  social  problems  of  such  children.  A rather 
high  percentage  of  somatic  disorders  are  also  seen 
and  these  are  of  unfailing  interest  to  the  student 
group.  When  the  waiting  list  is  not  prohibitively 
long,  some  of  the  acute  situational  reactions  are  seen. 
Treatment  is  only  occasionally  possible  and  even 
then  must  be  limited  to  a relatively  small  number 
of  visits.  Even  in  cases  where  medical  students 
could  be  satisfactorily  supervised  as  therapists,  the 
very  short  time  they  are  assigned  to  the  psychiatric 
clinic  makes  this  impractical. 

From  experience  in  this  clinic  it  is  felt  that  local 
clinics  are  preferable  for  diagnostic  and  treatment 
services  to  the  individual  patient.  Medical  student 
teaching  would  also  be  facilitated  by  use  of  clinical 
material  in  such  clinics,  provided  that  medical  stu- 
dents could  be  assigned  to  the  service  for  a sufficient 
I^eriod  of  time  to  observe  the  progress  of  treatment. 
Third  year  medical  students  do  receive  two  months 
of  seminar  type  of  presentation  of  case  material  from 
a local  child  guidance  clinic  where  the  emphasis  can 
be  upon  treatment,  but  this  is  not  first  hand  clinical 
experience  for  the  students. 

The  demand  for  services  in  this  clinic  underlines 
the  need  for  the  establishment  of  more  community 
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mental  hygiene  clinics,  but  it  is  also  felt  that  exist- 
ing community  clinics  should  be  made  accessilde  to 
patients  who  are  now  deprived  of  service  by  arbitrary 
geographical  limits  usually  conforming  to  local  city 
or  Community  Chest  boundaries.  The  insistence  of 


local  Community  Chest  Hoards  tliat  the  clinic  they 
sui)port  render  service  primarily  to  their  community 
is  understandat)le,  but  it  must  be  remcml)crcd  tliat 
these  clinics  are  su])i)orted  by  federal  and  state  funds 
as  well  as  l)y  local  funds. 


New  Type  of  Medicine 


A new  kind  of  medicine — rehabilitation — is  being 
created  today  as  more  doctors  realize  that  the  medi- 
cal job  is  not  done  when  the  cast  is  removed  or  when 
drugs  have  cured  the  immediate  illness. 

In  fact,  rehabilitation  is  becoming  as  imjxjrtant 
as  preventive  health  and  the  actual  medical  treat- 
ment of  the  sick  or  injured,  according  to  a special 
article  in  the  November  2 Journal  of  the  American 
Medical  Association. 

Today,  as  never  before,  thousands  of  physicians 
of  all  types  are  recognizing  that  follow-through  re- 
habilitation of  all  patients  (not  just  the  severely 
disabled)  is  a prime  medical  responsibility. 

World  War  II  and  the  “Penicillin  Age,”  with  its 
beneficial  chain  reaction  in  all  branches  of  medi- 
cine, began  to  open  many  door  which  formerly  had 
been  closed  to  disabled  {persons. 

“Turning  to  the  handicapped  to  relieve  its  war- 
time manpower  shortage,  industr}-  found  it  was  get- 
ting more  than  it  bargained  for:  better  workers. 
One-time  employees  injured  in  battle,  meanwhile, 
were  surviving  hurts  which,  a generation  earlier, 
surely  would  have  doomed  them.  Many  of  these  vet- 
erans returned  home  to  show  that,  with  proper  train- 
ing, they  too  could  be  self-sufficient.” 

While  “more  likely  than  not,  a doctor’s  hand  holds 
the  key”  to  the  doors  now  opening  to  the  disabled 
person,  the  doctor  can’t  do  the  job  alone.  He  needs 
the  help  and  skill  of  allied  medical  groups,  industry, 
and  lay  individuals  and  organizations. 

Industry,  according  to  the  article,  has  an  ample 
pool  of  disabled  from  which  to  draw  manpower. 
Over  2 million  seriously  handicapped  men  and 
women  of  employable  age  are  wasting  away  their 
skills.  This  number  is  being  increased  by  about 


250,000  each  year. 

Every  day  of  every  year  the  .\merican  public  is 
paying  $1,500,000  in  taxes  to  provide  maintenance 
and  medical  care  for  the  disabled.  Yet  one  govern- 
ment study  shows  that  earnings  of  the  disabled  i)er- 
sons  rehabilitated  last  year  rose  by  580  per  cent— 
from  19  to  129  million  dollars. 

Miss  Mary  Switzer,  director  of  the  U.S.  Office  of 
Vocational  Rehabilitation,  estimates  that  in  the  ne.xt 
three  years,  rehabilitees  of  1956  will  pay  back  in 
federal  taxes  the  amount  of  money  which  the  U.S. 
has  spent  for  their  rehabilitation — 32  million  dol- 
lars. States  had  contributed  another  19  million  dol- 
lars. 

In  addition  to  helping  themselves  and  the  nation’s 
economy  as  a whole,  rehabilitated  persons  have  dem- 
onstrated their  worth  to  their  employers  all  over  the 
countr}'.  For  example,  Lockheed  -Aircraft  Company 
saved  $65,000  in  salvage  by  employing  a workshop 
for  the  blind  to  recover  tiny  nuts,  screws,  and  wash- 
ers from  sweeping  below  its  B-47  production  line. 

Of  course,  the  article  pointed  out,  a man  doesn’t 
suddenly  become  skilled  by  virtue  of  his  handicap. 
It  takes  expert  training  and  counseling  under  medi- 
cal guidance  to  develop  capabilities  out  of  disabili- 
ties. This  has  led  to  job  training  for  the  handicapped 
at  123  Veterans  .Administration  hospitals,  at  special 
centers,  in  some  general  hospitals,  and  even  on  the 
work  site.  And  companies  which  will  hire  only 
handicapped  workers  are  developing. 

But,  as  the  article  concludes,  rehabilitation  for  the 
disabled  is  much  more  than  a cure  or  a way  to  a job. 
It  is  “delicious  freedom  from  a prison  of  depend- 
ence.” Having  sursdved,  disabled  people  now  need 
to  be  revived. 
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A.A.M.A. 

The  First  Annual  Convention  of  American  Asso- 
ciation of  Medical  Assistants  was  a complete  success 
based  upon  reports  from  our  Virginia  representa- 
tives, ^Irs.  W.  G.  Dove,  Mrs.  E.  S.  Carwile,  Miss 
Ronnie  ^Muq^hy  and  ^liss  Helen  Cyrus. 

All  four  of  these  ladies  were  from  the  Lynchburg 
Chapter,  which  is  another  indication  of  the  thorough- 
ness of  our  able  Executive  Secretary,  Bob  Howard 
and  the  enthusiasm  he  instills  in  his  projects.  The 
Lynchburg  Chapter  is  one  of  Bob's  children — being 
the  first  one  in  Virginia.  He  was  responsible  for 
organizing  its  ^^.A..^I.A.  which  had  their  first  meet- 
ing in  Lynchburg. 

The  A.^l..\.  recently  approved  the  A..\.M..\.  by  a 
resolution  in  the  House  of  Delegates. 

This  organization  is  attracting  a lot  of  interest 
from  a PR  standpoint  judging  from  the  subjects  cov- 
ered at  this  meeting,  as  well  as  guests. 

Heading  this  list  of  guests  was  Mr.  Leo  Brown, 
Director  of  PR  of  A.M.A.,  accompanied  by  several 
others  from  the  .\.M.A.  PR  Office. 

^Ir.  Jerry  Pettis,  PR  Counsellor  for  the  Los 
Angeles  County  ^ledical  Association,  highlighted  the 
first  afternoon  program  with  a discussion  of  basic 
human  relations. 

Next  years  meeting  will  be  at  The  Palmer  House, 
Chicago,  Illinois. 

.\n  excellent  P.R.  project  for  our  local  medical 
societies  is  aiding  in  organizing  chapters  of  medical 
assistants.  The  Executive  office  of  The  ISIedical  So- 
ciety of  Virginia  can  be  most  helpful  and  would  be 
delighted  at  an  opportunity  to  assist  in  such  proven 
project  to  better  Public  Relations.  I am  speaking 
from  actual  knowledge  of  the  value  of  such  organi- 
zations. 

John  Wy.att  D.avis,  Jr.,  M.D. 

Chairman  Public  Relations  Committee 
for  1956  and  1957. 

Nobel  Prize  Winners  in  Medicine  and 
Physiology 

The  Medical  School  Library  of  the  University  of 
Virginia  is  exhibiting  through  January-  a collection 
of  books,  journal  articles  and  portraits  of  the  win- 
ners of  Xcbel  Prize  awards  in  medicine  and  physi- 
olog)'  from  the  first  award  in  1901  to  the  present 
date. 

Since  many  of  the  awards  were  made  for  basic 


research  in  physiology  and  other  related  sciences,  a 
number  of  the  awardees  are  not  as  well  known  gen- 
erally as  others  who  applied  the  winners’  research 
later  and  gained  greater  public  renown.  In  1954 
Thomas  H.  Weller,  Frederick  C.  Robbins  and  John 
F.  Enders  received  the  award  for  their  cultivation 
of  the  poliomyelitis  viruses  in  tissue  culture. 

Many  have  heard  of  Koch  (winner  in  1905)  but 
perhaps  fewer  know  of  Kocher  (1909)  and  Kossel 
(1910).  Koch  made  investigations  and  discoveries 
in  regard  to  tuberculosis;  Kocher  worked  on  the 
physiology,  pathology,  and  surgery  of  the  thyroid 
gland;  Kossel  contributed  to  the  chemistr}-  of  the 
cell  through  his  work  on  proteins,  including  nucleic 
substances. 

msuch  simplified  history  of  medicine  is  revealed 
merely  from  the  citations  of  these  Xobel  awards. 
The  first  award  was  made  in  1901  to  Emil  von 
Behring  for  his  work  on  serum  therapy,  especially  its 
application  against  diphtheria;  the  last  announced 
at  this  writing,  1956  went  to  Werner  Forssmann, 
Dickinson  W.  Richards,  Jr.,  and  Andre  F.  Cournand 
for  their  work  in  perfecting  the  method  of  cardiac 
catherization  and  its  application  in  the  study  of 
diseases  of  the  heart  and  lungs.  Great  scientific 
strides  have  been  made  to  allay  some  of  these  heart 
conditions,  possibly  because  in  1924  William  Ein- 
thoven  had  discovered  the  mechanism  of  the  electro- 
cardiogram, for  which  he  won  a X'obel  award. 

Certain  new  drugs,  some  which  already  are  not 
used  as  much  as  formerly,  have  been  cited  in  X’obel 
prizes.  In  1939  Gerhard  Domagk  won  for  his  work 
with  prontosil  (a  name  for  the  sulfa  drugs) ; in  1945 
Alexander  Fleming,  Ernst  Boris  Chain  and  Howard 
Walter  Florey  won  for  their  discovery  of  penicillin; 
in  1952  Selman  A.  Waksman  won  an  award  for  his 
discovery  of  streptomycin.  Work  with  vitamins  re- 
ceived five  awards  in  the  years  1929  (when  two 
men  were  cited),  1937  and  1943  (when  two  men 
were  cited).  Even  work  with  DDT  efficacy  as  a 
contact  i)oison  received  an  award  for  Paul  ^liiller  in 
1948. 

X’^obel  prize  winner  lives  in  Charlottesville.  C. 
J.  Davison,  who  was  formerly  a member  of  the 
University  Physics  Department,  won  on  the  dif- 
fraction of  the  electron.  Philip  Showalter  Hench, 
brother  of  Charlottesville's  Atcheson  L.  Hench,  won 
in  1950,  together  with  Edward  Calvin  Kendall  and 
Tadeus  Reichstein,  for  their  discoveries  concerning 
the  suprarenal  cortex  hormones. 
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Council  Minutes 

The  meeting  of  the  Council  of  The  INIedical  So- 
ciety of  Virginia  cvas  called  to  order  by  Dr.  James 
D.  Hagood,  President,  at  1 :00  p.m.,  on  Sunday, 
October  27,  1957,  at  the  Hotel  Shoreham,  ^^■ash- 
ington,  D.  C.  There  was  a 100  per  cent  attendance. 
Attending  were  Dr.  Harry  C.  Bates,  Jr.,  Dr.  James 
P.  King,  Dr.  Reverdy  H.  Jones,  Jr.,  Dr.  Harry 
J.  Warthen,  Dr.  Mack  I.  Shanholtz,  Dr.  John  T. 
T.  Hundley,  Dr.  Fletcher  J.  Wright,  Jr.,  Dr.  A. 
A.  Creecy,  Dr.  Walter  P.  Adams,  Dr.  Benjamin  W. 
Rawles,  Jr.,  Dr.  Louis  P.  Bailey,  Dr.  Harold  W. 
Miller,  Dr.  David  W.  Scott,  Jr.,  Dr.  James  P.  Wil- 
liams and  Dr.  J.  D.  Zylman.  Also  present  were 
Dr.  K.  D.  Graves,  Secretary  of  the  State  Board  of 
Medical  Examiners,  Dr.  \\’alter  A.  Porter,  Chair- 
man of  the  Finance  Committee,  and  Mr.  Robert  C. 
Duval,  Jr.,  Attorney  of  the  Society. 

Dr.  Porter  presented  the  report  of  the  Finance 
Committee  and  the  proposed  budget  for  1957-58  was 
considered  in  detail.  (The  budget,  as  adopted,  is 
included  in  the  minutes  of  the  first  session  of  the 
House  of  Delegates.) 

Council  W'as  then  presented  a request  from  the 
Virginia  Medical  Service  Association  (Richmond 
Blue  Shield)  that  The  Medical  Society  of  Virginia 
each  year  appoint  12  directors  to  that  organization. 
It  was  explained  that  the  Richmond  Blue  Shield 
Plan  has,  for  some  time,  desired  a closer  working 
relationship  with  the  Society.  The  Council  was  ap- 
preciative of  the  opportunity  to  appoint  12  of  the 
Plan’s  directors  and  adopted  a resolution  which 
provided  for  the  appointments  to  be  made  by  the 
President. 

Mr.  Duval  acquainted  Council  with  the  necessar}' 
procedure  for  selling  the  present  Headquarters 
Building,  and  suggested  a resolution  which  would 
do  much  to  clear  the  way  for  such  a transaction. 
The  resolution  was  adopted  as  follows: 

Resolved  by  the  House  of  Delegates  of  The  Med- 
ical Society  of  Virginia,  in  meeting  duly  assembled, 
that  the  Council  of  The  ^Medical  Society  of  Virginia 
is  hereby  authorized  and  empowered  to  take  what- 
ever steps  it  may  deem  appropriate  and  proper  to 
effect  a sale  and  conveyance  of  the  real  property 
known  as  1105  West  Franklin  Street,  Richmond, 
Virginia,  and  now  used  as  a headquarters  building 
for  the  Society,  at  such  price  and  upon  such  terms 
as  the  Council  may  deem  to  be  for  the  best  interests 
of  the  Society;  and 


Resolved  Fertuer,  that  in  the  event  a sale  of 
the  said  property  is  agreed  upon,  the  President  of 
the  Society  is  hereby  authorized  and  directed  to 
execute  in  the  name  of  the  Society,  by  himself  as 
President,  a good  and  sufficient  deed  of  general 
warranty,  with  the  usual  covenants  of  title,  and  to 
acknowledge  and  deliver  the  same  to  the  purchaser; 
and  the  Secretary  of  the  Society  is  authorized  and 
directed  to  affix  the  corporate  seal  to  the  said  deed 
and  attest  the  same,  and  to  acknowledge  the  deed  for 
recordation. 

Resolved  Further,  that  the  Council  is  hereby 
authorized  and  empowered  to  delegate  to  its  Execu- 
tive Committee  the  power  and  authority  hereby 
conferred. 

The  ^Medicare  Program,  and  its  attending  prob- 
lems, was  then  discussed.  .Attention  was  called  to 
a fee  of  $5.00  for  a procedure  involving  incision 
and  drainage.  The  fee  was  believed  by  the  Medi- 
care Advisory  Committee  to  be  much  too  low.  It 
was  moved  and  adopted  that  the  Executive  Commit- 
tee negotiate  this  fee,  and  such  others  as  might 
appear  out  of  line,  with  the  Department  of  the  .A.rmy. 

The  ^ledicare  Committee  also  voiced  concern  over 
“double  coverage’’  involving  the  payment  of  two 
physicians  in  certain  instances.  It  was  brought  out 
that  in  some  cases,  the  referring  physician  would 
follow  a surgical  patient  right  on  through  his  post- 
operative care.  This  care  normally  is  considered 
covered  by  the  surgical  fee.  It  was  moved  and  passed 
that  the  Medical  Advisor}’  Committee  handle  such 
matters  as  it  sees  fit  and  consult  the  Ethics  Com- 
mittee should  the  situation  warrant. 

A resolution  prepared  by  the  Xorfolk  County 
Medical  Society,  objecting  to  the  present  procedure 
used  to  pay  for  drugs  under  the  ^Medicare  Program, 
was  carefully  considered.  A motion  was  adopted 
referring  the  resolution  to  the  Medicare  Advisory 
Committee  for  study  and  disposition. 

Council  was  adv’ised  that,  during  the  past  year, 
there  had  been  an  increased  demand  on  the  services 
of  IMr.  Duval.  Some  question  existed  as  to  what 
extent  legal  assistance  should  be  granted  individual 
members,  component  societies,  and  the  various  spe- 
cialty groups.  A definite  policy  was  desired  in  order 
that  the  State  Office  might  act  properly  in  any  case 
where  doubt  existed.  It  was  moved  and  passed  that 
the  President  be  empowered  to  act  in  such  instances 
and  authorize  legal  assistance  when  considered  ad- 
visable. 
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Attention  was  called  to  reports  from  two  com- 
ponent societies  indicating  that  the  majority  of  their 
members  were  in  favor  of  physicians  being  covered 
under  social  security.  It  was  moved  and  passed 
that  these  reports  be  referred  to  the  Society’s  Dele- 
gates to  the  AMA. 

The  advisability  of  standard  insurance  claim 
forms  was  discussed  and  it  was  reported  that  con- 
siderable progress  had  been  made  during  the  past 
several  years.  It  was  learned  that  standard  insur- 
ance forms  prepared  by  the  Health  Insurance  Coun- 
cil were  now  used  by  approximately  60  per  cent  of 
the  carriers  writing  health  insurance.  Although  the 
forms  are  being  utilized  in  some  areas  of  Virginia, 
reports  from  many  individual  members  make  it  evi- 
dent that  the  use  is  not  nearly  as  widespread  as  it 
should  be.  It  was  moved  and  passed  that  the  So- 
ciety endorse  the  use  of  standard  insurance  claim 
forms  and  that  it  urge  the  use  of  the  forms  by  those 
companies  not  doing  so  already. 

Considered  next  was  a proposal  that  the  Society 
honor  its  past-presidents  by  presenting  each  of  them 
an  attractive  plaque  suitably  inscribed.  Two  sam- 
ples were  shown,  and  it  was  moved  and  passed  that 
the  Executive  Secretary  make  the  selection  and 
proceed  accordingly. 

Council  was  then  advised  that  a lease  had  been 
executed  in  connection  with  the  Walter  Reed  Birth- 
place. Pointed  out  was  the  fact  that  the  report  of 
the  ^^'alter  Reed  Commission,  published  in  the 
Octol)er  issue  of  the  Virginia  Medical  Monthly,  had 
been  written  Ijefore  the  lease  had  been  executed,  and, 
thus,  the  recommendations  contained  in  the  report 
can  now  be  disregarded. 

.\n  invitation  to  the  Executive  Secretary  to  be- 
come a member  of  the  Professional  Management 
Association  was  approved. 

Council  then  considered  a resolution  adopted  by 
the  Virginia  Pharmaceutical  Association  with  ref- 
erence to  the  practice  of  certain  persons  and  firms 
buving  sample  packages  of  medicine  from  physicians 
or  pharmacists  for  the  purpose  of  repackaging  and 
selling.  The  resolution  vigorously  opposed  such 
action. 

A resolution  was  then  introduced  stating  that  the 
Council  concurred  with  the  action  of  the  Virginia 
Pharmaceutical  Association  and  disapproved  of  the 
selling  of  samples  by  physicians.  The  motion  was 
adopted. 

A letter  directed  to  Virginia  nurses  from  an  AEL- 
CIO  organizer  was  brought  to  the  attention  of  Coun- 
cil and  it  was  moved  that  it  be  referred  to  the  Com- 


mittee to  Confer  with  the  State  Board  of  Nurse 
Examiners.  The  motion  was  adopted. 

Dr.  Zylman  then  reported  that  a newly  organized 
Society  of  Interirists  in  the  Northern  Virginia  area 
had  requested  recognition  by  The  Medical  Society 
of  Virginia.  Since  the  State  Society  does  not  contain 
sections,  but  rather  works  with  the  various  specialty 
groups,  it  was  moved  that  the  Executive  Secretary 
write  a letter  to  the  officers  of  the  newly  formed 
association  explaining  the  situation.  The  motion  was 
adopted. 

Dr.  King  expressed  the  wish  that  the  Council 
honor  the  memory  of  Dr.  Frank  A.  Farmer.  This 
suggestion  met  with  unanimous  approval,  and  it  was 
moved  that  the  present  members  of  Council  present 
an  appropriate  and  useful  piece  of  furniture  for  the 
new  headquarters  building  in  memory  of  Dr.  Farmer. 
The  motion  was  adopted  unanimously  and  it  was 
the  consensus  that  the  House  Committee  should  make 
the  selection. 

It  was  moved  and  passed  that  Dr.  King  be  re- 
quested to  prepare  a resolution  on  Dr.  Farmer  to  be 
spread  upon  the  Council  minutes  and  to  be  sent 
to  the  family.  The  motion  was  adopted. 

Dr.  Rawles  then  introduced  the  following  reso- 
lution which  was  adopted: 

Be  It  Resolved  That  The  Medical  Society  of 
Virginia  recognize  the  important  work  being  carried 
on  by  the  Virginia  Council  on  Health  and  Medical 
Care  and  take  particular  note  of  its  accomplishments 
in  the  field  of  physician  placement,  and 

Be  It  Further  Resolved  That  Mr.  Edgar  J. 
Fisher,  Jr.,  Director  of  the  Council  be  commended 
on  the  efficient  manner  in  which  he  had  directed 
the  activities  of  the  Council. 

Dr.  Rawles  then  introduced  a second  resolution 
which  was  adopted: 

Be  It  Resolved  That  The  IMedical  Society  of 
Virginia  recognize  the  dedicated  efforts  of  Dr.  George 
Duncan,  Norfolk,  in  the  interests  of  the  physically 
handicapped  and  support  his  nomination  for  the 
“physician’s  award”  presented  annually  to  a Vir- 
ginia physician  by  the  Governor’s  Committee  on  the 
Employrnent  of  the  Physically  Handicapped,  and 

Be  It  Further  Resolved  That  every  effort  be 
made  to  secure  Dr.  Duncan’s  nomination  for  the 
national  award  made  each  year  by  the  President. 

Council  then  heard  a report  from  Dr.  King  with 
reference  to  the  new  headquarters  building.  Every- 
one was  pleased  to  learn  that  contracts  had  been 
signed  and  that  actual  construction  was  scheduled  to 
begin  within  the  next  few  days.  Particularly  grati- 
fying was  Dr.  King’s  statement  that  the  bid  which 
had  been  accepted  was  very  much  in  line  with  the 
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thinking  of  both  Council  and  the  Building  Com- 
mittee. 

The  1959  .Annual  Meeting  was  the  next  topic  of 
discussion  and  considerable  interest  was  expressed 
in  facilities  now  available  in  Williamsburg  and  Hot 
Springs.  It  was  moved  that  Roanoke  be  tentatively 
selected  as  the  site  of  the  1959  meeting  and  that 
the  Executive  Secretary’  be  instructed  to  investigate 
the  Williamsburg  situation.  The  motion  was  adopted. 

A question  was  raised  concerning  the  voting  priv- 
ileges of  the  ex-officio  members  of  Council.  Mr. 
Duval  stated  that  there  appeared  no  reason  why 
these  members  should  not  vote.  It  was  then  moved 
and  adopted  that  ex-officio  members  of  Council  be 
officially  granted  the  privilege  of  voting. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

House  of  Delegates 

FIRST  SESSION 

The  House  of  Delegates  of  The  Medical  Society 
of  Virginia  met  in  the  West  Ballroom  of  the  Hotel 
Shoreham,  Washington,  D.  C.,  on  Sunday,  October 
27  and  was  called  to  order  at  8:00  p.m.  by  Dr. 
James  D.  Hagood,  President. 

Dr.  Hagood  welcomed  the  Delegates  to  Washing- 
ton and  then  introduced  Dr.  John  T.  T.  Hundley, 
Speaker  of  the  House.  Dr.  Hundley  received  a 
report  from  Dr.  Ira  L.  Hancock,  Chairman  of  the 
Credentials  Committee,  who  reported  a quorum  pres- 
ent. 

Minutes  of  the  1956  meeting  of  the  House  of 
Delegates  were  approved  as  published  in  the  De- 
cember, 1956  issue  of  the  Virginia  Medical  Monthly. 

Dr.  Walter  A.  Porter,  Chairman  of  the  Finance 
Committee,  was  recognized  for  the  purpose  of  pre- 
senting the  proposed  budget  for  fiscal  1957-58  as 
recommended  by  Council.  It  was  then  moved  that 
the  Committee  report  be  accepted  and  the  budget 
adopted.  The  motion  carried. 

The  budget,  as  approved,  is  listed  below: 


BUDGET  1957-58 

Executive  Office 

Salaries  $26,000.00 

Telephone  & Telegrams  1,500.00 

Postage  900.00 

Stationery  & Supplies 1,000.00 

Office  equipment — Repairs  & Replacements  — 800.00 

Building  Maintenance  2,100.00 

Building  Repairs 500.00 

Convention  Expense 1,000.00 

Council  & Committee  Expense 2,500.00 

Delegates  to  AMA 1,800.00 

Executive  Assistant 350.00 


President’s  Expense  1,000.00 

Traveling  Expense  1,800.00 

Virginia  .Medical  Monthly 30,000.00 

Scientific  Exhibits  2,500.00 

Legal  Expenses  3,000.00 

Walter  Reed  Commission 500.00 

Woman's  .Auxiliary 100.00 

Membership  Dues — Affiliated  Agencies 150.00 

Editor — Virginia  Medical  Monthly 600.00 

Special  Appropriations: 

Virginia  Council  on  Health  & Medical  Care  2,000.00 
.American  Medical  Education  Foundation  2,000.00 

National  Society  on  .Medical  Research 150.00 

Sub-Committee  on  Rural  Health  500.00 

Student  .American  Medical  .Association 200.00 

Social  Security  Taxes  500.00 

Miscellaneous  600.00 

Public  Relations: 

Conference  Expenses  500.00 

Radio  & Press 600.00 

Literature  & Bulletins 300.00 

Exhibits  & Miscellaneous  Projects 100.00 


Total  $85,550.00 

Mrs.  Lee  S.  Liggan,  President  of  the  Woman’s 


.Auxiliary  to  The  Aledical  Society  of  Virginia,  was 
then  introduced.  Mrs.  Liggan  addressed  the  House 
briefly  and  reported  the  progress  of  the  .Auxiliary 
during  the  year. 

The  Speaker  introduced  Mrs.  J.  R.  St.  George, 
President-Elect  of  the  Woman’s  Auxiliar}'  to  The 
Medical  Society  of  A^irginia. 

Dr.  Hundley  next  presented  Dr.  James  Watts, 
President  of  the  Medical  Society  of  the  District  of 
Columbia,  and  Dr.  Charles  Hoffman,  President  of 
the  West  Virginia  State  Medical  .Association.  Dr. 
\\'atts  welcomed  the  Delegates  to  Washington  on 
behalf  of  the  District  Society. 

Society  Delegates  to  meetings  of  allied  organiza- 
tions were  then  recognized.  Dr.  Reverdy  H.  Jones, 
Jr.,  had  represented  the  Society  at  the  annual  meet- 
ing of  the  Virginia  Pharmaceutical  .Association  and 
Dr.  James  L.  Hamner  had  served  as  Delegate  to  the 
annual  meeting  of  the  A^irginia  .Academy  of  General 
Practice. 

Dr.  Hundley  recognized  the  following  visiting 
Delegates  to  the  annual  meeting:  Miss  Alar}’  Jane 
AlcCone,  A'irginia  State  Nurses  .Association,  Dr.  S. 
N.  Gray,  A’irginia  State  Dental  .Association  and  Air. 
Spencer  .Albright,  Student  .AAl.A  Chapter,  Aledical 
College  of  A’irginia. 

Special  merit  awards  were  then  presented  by  Dr. 
Hagood  to  three  persons  most  responsible  for  bring- 
ing a physician  to  Tangier  Island.  The  awards  were 
made  to  Dr.  Alikio  Kato,  The  Reverend  Oscar  Rishel 
and  Air.  Edgar  J.  Fisher,  Jr.  Air.  Fisher  accepted 
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the  award  for  Dr.  Kato,  who  was  unable  to  leave 
the  Island  because  of  the  pressing  need  for  his 
services. 

The  Speaker  next  introduced  INIr.  Charles  E. 
Green,  Jr.,  Delegate  from  the  Virginia  Pharmaceutical 
.\ssociation,  who  acquainted  the  House  with  a reso- 
lution adopted  earlier  by  his  Association.  He  asked 
that  the  House  support  the  resolution  which  opposed 
the  practice  of  certain  persons  and  firms  buying 
sample  packages  of  medicine  from  physicians  and 
phannacists  for  purposes  of  repackaging  and  selling. 

The  report  from  Council  was  presented  by  Dr. 
Hundley.  He  first  read  a resolution  prepared  by  IMr. 
Duval  for  the  purpose  of  simplifying  the  procedure 
under  which  the  present  headquarters  building  of 
the  Society  could  be  sold.  The  resolution  was  adopt- 
ed as  follow’s: 

Resolved  by  the  House  of  Delegates  of  The  Med- 
ical Society  of  Virginia,  in  meeting  duly  assembled, 
that  the  Council  of  The  Medical  Society  of  Virginia 
is  hereby  authorized  and  empowered  to  take  what- 
ever steps  it  may  deem  appropriate  and  proper  to 
effect  a sale  and  conveyance  of  the  real  property 
known  as  1105  West  Franklin  Street,  Richmond, 
Virginia,  and  now  used  as  a headquarters  building 
for  the  Society,  at  such  price  and  upon  such  terms 
as  the  Council  may  deem  to  be  for  the  best  interests 
of  the  Society;  and 

Resolved  Further,  that  in  the  event  a sale  of 
the  said  property  is  agreed  upon,  the  President  of 
the  Society  is  hereby  authorized  and  directed  to 
execute  in  the  name  of  the  Society,  by  himself  as 
President,  a good  and  sufficient  deed  of  general 
warranty,  with  the  usual  covenants  of  title,  and  to 
acknowledge  and  deliver  the  same  to  the  purchaser; 
and  the  Secretar}’  of  the  Society  is  authorized  and 
directed  to  affix  the  corporate  seal  to  the  said  deed 
and  attest  the  same,  and  to  acknowledge  the  deed  for 
recordation. 

Resolved  F'urther,  that  the  Council  is  hereby 
authorized  and  empowered  to  delegate  to  its  Execu- 
tive Committee  the  power  and  authority  hereby  con- 
ferred. 

The  House  was  informed  that  Roanoke  had  been 
tentatively  recommended  for  the  1959  annual  meet- 
ing, although  it  was  suggested  that  the  State  Office 
look  into  facilities  reported  to  be  available  at  \\'il- 
liamsburg  and  Hot  Springs.  Dr.  Harry  B.  Stone, 
Jr.,  stated  that  the  physicians  of  Roanoke  would  be 
pleased  to  have  the  Society  meet  there  in  1959,  but 
moved  that  the  Council  be  authorized  to  make  final 
selection.  The  motion  carried. 

A progress  report  on  the  new  headquarters  build- 
ing was  presented  by  Dr.  King,  who  informed  the 
House  that  actual  construction  would  soon  begin. 
Dr.  King  further  stated  that  costs  thus  far  were  well 


within  the  budget  adopted  by  the  House  last  year, 
and  he  assured  the  Delegates  that  his  Committee 
would  continue  to  make  every  effort  to  keep  costs 
well  within  bounds. 

Dr.  Rawles  was  requested  to  report  on  the  Presi- 
dent’s Award  to  the  physician  who  has  contributed 
most  to  the  rehabilitation  of  the  physically  handi- 
capped. Dr.  Rawles  presented  the  resolution  adopted 
earlier  by  Council  which  recognizes  the  dedicated 
efforts  of  Dr.  George  Duncan,  Norfolk.  The  resolu- 
tion (see  Council  minutes)  was  adopted. 

Dr.  Hundley,  with  the  approval  of  the  House, 
appointed  the  following  Delegates  to  meet  for  the 
purpose  of  selecting  a Committee  on  Nominations. 
They  were  Dr.  Russell  Buxton,  First  District;  Dr. 
W.  Callier  Salley,  Second  District;  Dr.  Elam  C. 
Toone,  Jr.,  Third  District;  Dr.  James  L.  Hamner, 
Fourth  District;  Dr.  \V.  N.  Thompson,  Fifth  Dis- 
trict; Dr.  George  Craddock,  Sixth  District;  Dr. 
Charles  L.  Savage,  Seventh  District;  Dr.  ISI.  B. 
Lam.berth,  Jr.,  Eighth  District;  Dr.  J.  C.  IMoore, 
Ninth  District  and  Dr.  Lloyd  B.  Burk,  Tenth  Dis- 
trict. 

The  following  committee  reports,  published  in  the 
October  1957  issue  of  the  Virginia  Medical  Monthly, 
were  received ; E.xecutive  Secretary-Treasurer;  Dele- 
gates to  the  .\merican  Medical  Association;  Editorial 
Board;  Scientific  Exhibits  and  Clinics;  Medical 
Service  (supplemental  report  by  Dr.  Buxton  was 
referred  to  the  Reference  Committee) ; Membership 
and  Ethics. 

The  report  of  the  Judicial  Committee  was  next 
considered  and  an  explanation  offered  by  Dr.  Hutch- 
eson. The  proposed  amendment  to  .Article  III  of 
the  Constitution  was  then  adopted  (ratified  at  a 
General  Session  of  the  Society  on  IMonday  afternoon, 
October  28). 

The  following  reports  were  also  received:  Public 
Relations;  ^Mediation;  Cancer;  Child  Health;  Con- 
sers’ation  of  Sight;  Public  Welfare;  Walter  Reed 
Commission  (lease  explained). 

The  report  of  the  Liaison  Committee  to  Confer 
with  the  United  IMine  ^^’orkers  ^^’elfare  Fund  was 
then  received  and  Dr.  \\'illiams  moved  that  the 
House  approve  the  Guides  to  Relationships  Between 
State  and  County  Medical  Societies  and  the  United 
Mine  Workers  of  America  Welfare  and  Retirement 
Fund,  which  were  adopted  earlier  by  the  .A.MA.  The 
motion  was  referred  to  the  Reference  Committee. 

Also  received  were  the  following  reports : Blue 
Shield  Relationships;  Mental  Hygiene;  Conservation 
of  Hearing;  National  Legislation  (supplemental  re- 
port received  from  Dr.  .•\rcher) ; National  Emergency 
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Medical  Service;  Advisory  to  Woman’s  Auxiliary; 
Heart;  Tuberculosis  and  Venereal  Disease  Control. 

The  report  of  the  iMedicare  Advisory  Committee 
was  received  after  which  Dr.  Ragland  introduced  a 
resolution  requesting  The  Medical  Society  of  Vir- 
ginia to  repudiate  any  aspects  of  the  present  medi- 
care program  which  violate  the  traditional  doctor- 
patient  relationship  and  which  jjromote  waste  of  the 
taxpayers’  money.  The  resolution  was  referred  to 
the  Reference  Committee. 

Dr.  Andrews  offered  a resolution,  sponsored  by  the 
Norfolk  County  Medical  Society,  which  opposes  the 
practice  of  physicians  acting  as  financial  inter- 
mediaries in  the  purchase  of  drugs  (other  than  in- 
jecticnables)  for  patients  under  the  Medicare  Pro- 
gram, where  other  satisfactory  sources  of  sup])ly  are 
available.  The  resolution  was  referred  to  the  Ref- 
erence Committee. 

Other  reports  received  were  American  Medical 
Education  Foundation;  House;  Confer  with  State 
Board  of  Nurse  Examiners;  Polio;  f'ederal  iMedical 
Services;  Society  Headquarters;  Insurance  and  Ma- 
ternal Health  (supplemental  report  referred  to  Ref- 
erence Committee). 

The  Speaker  called  for  new  l)usiness  and  resolu- 
tions introduced  by  the  following  Delegates  were 
referred  to  the  Reference  Committee. 

Dr.  Marcellus  Johnson,  III — Resolution  calling 
for  The  ^ledical  Society  of  Virginia  to  sponsor  action 
in  the  General  Assembly  to  restrict  tuberculosis  sana- 
toriums  of  Virginia  to  the  treatment  of  patients  in 
which  there  is  a ])revious  presumjitive  diagnosis  of 
pulmonary’  tuberculosis  and  to  make  excess  bed  space 
available  to  the  senile  chronically  ill  needing  cus- 
todial and  nursing  care  only. 

Dr.  K.  K.  Wallace — Resolution  calling  for  oppo- 
sition to  any  change  in  the  ^Medical  Practice  Act 
which  might  further  the  corjwrate  practice  of  medi- 
cine. 


Dr.  K.  K.  Wallace — Resolution  opposing  use  of 
x-ray  or  fluoroscopic  units  for  shoe  fitting. 

Dr.  Thomas  S.  Edwards — Resolution  requesting 
President  of  The  ^ledical  Society  of  Virginia  to 
appoint  special  committee  to  study  and  recommend 
jrolicies  to  guide  the  Society  in  its  relationships  with 
government  agencies,  labor  groups,  etc. 

Dr.  Thomas  E.  Haggerty — Resolution  requesting 
The  IMedical  Society  of  Virginia  to  establish  a com- 
mittee to  study  problems  which  may  be  associated 
with  any  future  vaccine  programs. 

A meeting  of  the  Reference  Committee  was  an- 
nounced for  10:00  a.m.  the  following  morning,  Oc- 
tober 28,  in  the  Club  Room  of  the  Hotel  Shoreham. 


There  being  no  furtlier  business,  the  Sjjeaker 
declared  the  meeting  adjourned  until  'I'uesdav,  Oc- 
tober 29,  1957  at  4:00  jcm.  . 

SECON'D  SESSION 

The  Second  Session  of  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia  was  called  to  order 
by  Dr.  John  I.  I.  Hundley,  Speaker  of  the  House, 
at  4:00  p.m.,  Tue.sday,  October  29,  1957,  in  the 
Club  Room  of  the  Hotel  Shoreham. 

Dr.  Richard  Palmer,  member  of  the  Credentials 
Committee,  reported  a quorum  present. 

I he  report  of  the  Reference  Committee  was  then 
considered.  I he  Committee  recommended  that  the 
following  resolution,  introduced  by  Dr.  Buxton  at 
the  request  of  the  Virginia  Radiological  Society  be 
adopted.  The  motion  for  adoption  carried. 

\\hereas  Radiolog}'  is  an  integral  part  of  the 
practice  of  medicine,  and  is  so  recognized  by  all 
authoritative  medical  associations,  whether  the  ra- 
diological services  are  rendered  in  or  outside  of  a 
hospital,  and 

\\  HEREAS  Radiological  services  can  be  performed 
only  by  or  under  the  supervision  of  jjhysicians. 

Be  It  Therefore  Resolved  That  The  iMedical 
Society  of  ^ irginia  hereby  declares  that  R.adiology 
is  the  “Pr.actice  of  IMedicine”. 

The  following  resolution,  also  introduced  by  Dr. 
Buxton  on  behalf  of  the  Sub-Committee  on  Indus- 
trial Health,  was  adopted  on  the  recommendation 
of  the  Committee. 

Resolved  That  The  IMedical  Society  of  Virginia: 

(1)  supjx)rt  the  jflans  and  i)olicies  of  the  State 
Department  of  Health  in  regulation  of  and  safe- 
guarding against  radiation  exposure; 

(2)  that  the  Legislative  C'ommittee  assist  the 
Department  of  Health  in  securing  adequate  legisla- 
tion to  effect  that  purpose; 

(3)  that  a special  committee  on  radiation  hazards 
be  appointed  to  study  and  advise  concerning  the 
hazards  of  radiation  exposure. 

Also  adopted  was  the  following  recommendation 
offered  by  Dr.  Buxton  for  the  Sub-Committee  on 
Industrial  Health. 

The  Committee  further  recommends  that  the 
House  of  Delegates  call  attention  of  the  Legislative 
Committee  to  resolution  passed  by  this  body  at  its 
meeting  one  year  ago  recomrnending  that  the  Legis- 
lature of  the  State  of  Virginia  take  positive  action 
toward  securing  a “Second  Injury”  law  as  part  of 
the  Compensation  laws  of  the  State. 

The  recommendations  of  the  Reference  Committee 
with  reference  to  proposed  amendments  to  the  By- 
Laws  were  considered,  and  it  was  moved  that  all 
of  the  proposed  amendments  covered  in  the  report 
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of  the  Judicial  Committee  be  adopted  with  the  ex- 
ception of  that  portion  of  Article  V,  Section,  con- 
cerned with  the  alternate  method  of  electing  dele- 
gates and  alternates  to  the  House  of  Delegates.  The 
motion  was  carried. 

Article  IX  of  the  By-Laws  was  amended  by  re- 
moving the  Committee  on  Postgraduate  Education 
from  the  Standing  Committees. 

Article  V,  Section  2 was  amended  by  adding  a 
new  paragraph  at  the  end  of  Section  2.  This  amend- 
ment recognizes  membership  in  more  than  one  so- 
ciety, and  at  the  same  time  limits  voting  rights  and 
rights  of  representation  of  individuals  who  are  mem- 
bers of  more  than  one  society. 

.\rticle  V was  amended  by  adding  a new  section 
which  authorizes  special  meetings  of  the  House  of 
Delegates  at  the  call  of  the  Council  and  to  provide 
how  such  meetings  shall  be  called  and  held. 

Approved  next  was  the  following  resolution,  in- 
troduced by  Dr.  James  P.  Williams. 

Resol\'Ed  that  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  approve  the  “Suggested 
Guides  to  Relationships  Between  State  and  County 
Medical  Societies  and  The  United  Mine  Workers 
of  America  Welfare  and  Retirement  Fund”,  as 
adopted  by  the  House  of  Delegates  of  the  AMA  on 
June  6,  1957,  and  further 

Resolved  that  the  Liaison  Committee  be  em- 
powered to  confer  with  the  AA'elfare  Fund,  and  be 
authorized  to  formulate  a working  agreement  be- 
tween The  Medical  Society  of  Virginia  and  the  Wel- 
fare Fund,  subject  to  approval  by  the  House  of 
Delegates  or  the  Council. 

The  Reference  Committee  recommended  that  the 
following  be  substituted  for  the  resolution  sponsored 
by  the  Norfolk  County  Medical  Society  opposing 
changes  in  the  Medical  Practice  Act.  The  Com- 
mittee's recommendations  were  adopted. 

Resol\'ED  that  The  ^ledical  SocieH  of  Virginia 
adepts  the  Statement  of  Principles  contained  in  the 
report  of  the  Medical  Seix'ice  Committee  and  affirms 
its  opposition  to  any  change  in  the  Medical  Prac- 
tice Act  which  furthers  the  corporate  practice  of 
medicine  or  violates  the  Statement  of  Principles 
above  noted. 

It  was  then  moved  and  adopted  that  the  following 
be  substituted  for  the  resolution,  sponsored  by  the 
Norfolk  County  Medical  Society,  opposing  the  prac- 
tice of  physicians  acting  as  financial  intermediaries 
in  the  purchase  of  drugs  under  the  Medicare  Pro- 
gram. 

\\Tlereas  The  ^ledical  Society  of  Virginia  is 
opposed  to  the  practice  of  physicians  acting  as  finan- 
cial intermediaries  in  the  purchase  of  drugs  (other 
than  injectionables)  for  patients  by  the  government, 


where  other  satisfactory-  sources  of  supply  are  avail-  || 
able,  ' ' || 

Be  It  Resolved  that  The  Medical  Society  of  I 
Virginia  instruct  the  fiscal  administrator  of  the  M 
Medicare  Program  not  to  make  pa}Tnent  for  drugs  j-* 
used  in  connection  with  the  Program,  and  also  to  i'. 
instruct  its  Executive  Committee  to  negotiate  this 
matter  with  the  Department  of  Defense  at  the  proper 
time.  L 

It  was  reported  that  the  Reference  Committee  rec-  j" 
ommended  that  the  resolution  on  the  Dep)endents 
2vledical  Care  Act,  sponsored  by  the  Richmond  Acad- 
emy of  iMedicine,  be  referred  to  the  Committee  on 
Federal  Medical  Services  for  consideration  and  dis- 
position. motion  to  this  effect  was  amended  by- 
adding  a sentence  instructing  officers  of  The  Medical 
Society  of  Virginia  not  to  reneyv-  the  present  medi- 
care contract  until  a special  session  of  the  House  of 
Delegates  is  called  to  consider  such  action.  The 
motion,  as  amended,  was  adopted. 

A supplemental  report  of  the  Committee  on  Ma- 
ternal Health  yvas  then  considered,  and  it  yvas  moved 
that  the  report  and  its  recommendations  be  adopted. 

The  complete  report  is  published  in  this  issue. 

Considered  next  yvas  the  resolution  introduced  by 
Dr.  Marcellus  A.  Johnson,  III.  The  Reference  Com- 
mittee had  recommended  certain  amendments  to  the 
resolution  and  these  were  approved  by  the  House. 

The  resolution,  as  adopted,  follows: 

Where.as  : 

1.  The  State  Tuberculosis  Hospitals  have  a de- 
creasing number  of  patients  and  an  increasing  num- 
ber of  empty  beds. 

2.  There  has  been  an  apparently  unjustified  sus- 
picion that  the  facilities  of  the  tuberculosis  sana- 
toriums  have  been  used  for  patients  other  than  those 
having  or  suspected  of  having  tuberculosis.  Thus, 
until  there  is  a change  in  policy,  it  is  emphasized  that 
care  and  treatment  in  the  sanatoriums  should  be  con- 
fined to  patients  having  proven  or  suspected  tuber- 
culosis. 

3.  The  treatment  of  additional  categories  or  pa- 
tients by  the  State  would  be  an  iny-asion  of  the 
private  practice  of  medicine  which  The  ^Medical 
Society-  of  ^'irginia  should  oppose  continuously  and 
vigorously. 

4.  Our  greatest  need  in  the  field  of  medical  care 
in  A’irginia  is  the  custodial  and  nursing  care  of  the 
indigent  senile  chronically  ill  yvho  need  no  active 
diagnosis  or  treatment. 

We,  Therefore,  Move  that  The  Medical  Society 
of  Virginia  sponsor  and  strongly  support  action  in 
the  next  meeting  of  the  General  Assembly  of  Vir- 
ginia to: 

1.  Restrict  the  tuberculosis  sanatoriums  of  Vir- 
ginia to  the  treatment  of  patients  in  which  there  is 
a previous  presumptive  diagnosis  of  pulmonary- 
tuberculosis,  and  also 
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J 2.  That  the  problem  of  mounting  vacancies  in  the 
sanatoriums  be  referred  to  the  Committee  on  the 
I Chronically  111  for  the  purpose  of  making  recom- 
, I mendations  to  the  House. 

The  following  resolution,  introduced  by  Dr. 
j Thomas  E.  Haggerty,  was  adopted. 

I Whereas,  The  Fairfax  County  Medical  Society 
I recognizes  the  almost  impossible  task  of  organizing 
■ the  recent  Asian  Flu  Vaccination  Program  effectively 
I on  such  short  notice,  and 

' \\’hereas,  The  Fairfax  Society  recognizes  that  a 

(poorly  organized  and  executed  program  creates  hard- 
ships and  difficulties  for  the  ])ublic,  and  serves  only 
to  bring  discredit  and  criticism  to  Medicine, 

Be  It  Further  Resolved,  That  the  Fairfax 
Society  petition  The  Medical  Society  of  Virginia 
to  set  up  a Committee  to  study  the  problems  which 
may  be  associated  with  any  future  vaccine  programs, 
and 

Be  It  Further  Resolved,  That  the  State  Med- 
ical Society  invite  the  Virginia  Pharmaceutical  As- 
sociation to  participate  in  this  Committee. 

A motion  to  amend  a resolution  introduced  ljy  Dr. 
Thomas  S.  Edwards  by  substituting  the  word  “we’’ 
for  “I”  was  adopted.  The  resolution,  as  amended, 
was  then  adopted  as  follows : 

Whereas  the  normal  practice  of  medicine  is  con- 
tinually being  attacked  by  (1)  Acts  of  the  Congress; 
(2)  large  labor  groups,  and  (3)  other,  and 

Whereas  we  feel  that  the  practice  of  medicine 
should  be  continued  in  its  honored  fashion  and 

Whereas  we  feel  that  The  IMedical  Society  of 
Virginia  should  study  the  matter  and  make  the 
strongest  sort  of  recommendations. 

Be  It  Resolved  that  the  President  of  The  Medi- 
cal Society  of  Virginia  appoint  a special  committee 
to  study  these  problems  in  detail  and  refer  them 
back  to  the  House  of  Delegates  with  their  recom- 
mendations. 

Next  considered  was  a resolution  sponsored  by 
the  Norfolk  County  Medical  Society  with  reference 
to  the  fluoroscopic  method  of  shoe  fitting.  The  reso- 
lution was  adopted  in  the  following  form. 

Whereas,  penetrating  radiation  from  any  source, 
radioactive  elements,  isotopes,  or  x-rays,  are  poten- 
tially harmful  to  cells  of  the  body  and  the  harmful 
effects  may  not  be  demonstrable  for  many  years,  and 

Whereas,  such  forms  of  energy  should  be  used 
for  diagnosis  or  therapy  only  when  the  benefit  far 
outweighs  a slight  calculated  risk,  and 

Whereas,  the  use  of  x-rays  in  the  fluoroscopic 
method  of  shoe  fitting  does  not  provide  better  fitting 
or  any  other  benefit,  and 

Whereas,  the  use  of  shoe  fitting  fluoroscopes  is  a 
definite  hazard  because  of  exposure  of  the  bone  cells 
to  x-rays,  and  also  possible  exposure  of  gonad  cells, 
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Be  It  RESOLVtm  by  the  Norfolk  County  Medical 
Society  that  tliis  Society  disapimoves  tlie  use  of  shoe- 
fitting fluoroscopes;  and 

Be  It  Further  Resolved  that  this  Society  rec- 
ommends that  legislative  action  to  jmfliibit  the  use 
of  x-ray  or  fluoroscopic  units  for  shoe  fitting  be  taken 
by  the  Commonwealth  of  Virginia,  and 

Be  It  Further  Resolved  that  cojjies  of  this  res- 
olution be  sent  to  our  State  Senators  and  Delegates 
from  Norfolk,  to  the  Council  of  the  City  of  Nor- 
folk, Virginia,  and  to  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia. 

Dr.  W.  Callier  Salley,  Chairman  of  the  Nom- 
inating Committee,  was  recognized  and  submitted 
the  following  nominations: 

President-Fleet;  Walter  P.  Adams,  M.D.,  Norfolk 

1st  Vice-President:  J.  R.  B.  Hutchinson,  M.D., 
Arlington 

2nd  Vice-President;  Holcombe  H.  Hurt,  M.  D., 
Lynchburg 

3rd  Vice-President:  C.  C.  Hatfield,  M.D.,  Salt- 
ville 

Fxecutive  Secretary — 

Treasurer;  Robert  I.  Howard,  Richmond 

The  following  nominations  for  Councilors  were 
received  and  approved: 

1st  District:  Sheppard  K.  Ames,  M.  D. 

Cape  Charles 

2nd  District;  K.  K.  Wallace,  M.D.,  Norfolk 

3rd  District:  Benjamin  W.  Rawles,  Jr.,  M.D., 
Richmond 

5th  District:  Louis  P.  Bailey,  M.D.,  Nathalie 

6th  District;  Alexander  McCausland,  !M.D., 
Roanoke 

7th  District:  Harold  W.  Miller,  M.D.,  Woodstock 

9th  District:  James  P.  Williams,  Richlands 

The  following  nominations  for  the  State  Board  of 
Medical  Fxam.iners  were  received: 

1st  District:  Waverly  R.  Payne,  M.D., 

Newport  News 

John  R.  Mapp,  M.D.,  Nassawadox 
Fdward  V.  Siegel.  M.D.,  New'port  News 

2nd  District:  Russell  M.  Cox,  M.D.,  Portsmouth 
W.  Callier  Salley,  M.D.,  Norfolk 
K.  K.  Wallace,  M.D.,  Norfolk 
10th  District:  John  C.  Watson,  M.D.,  .Mexandria 
Richard  F.  Palmer,  M.D.,  Alexandria 
William  Dolan,  M.D.,  Arlington 

It  was  explained  that  the  nominations  for  Coun- 
cil and  the  State  Board  of  IMedical  Fxaminers  were 
presented  in  the  report  of  the  Committee  as  a means 
of  expediting  the  business  of  the  House. 

It  was  then  moved  that  the  Secretary  be  instructed 
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to  cast  a ballot  adopting  the  nominations.  The  mo- 
tion carried  unanimously. 

The  Speaker  then  requested  nominations  for  two 
Delegates  and  Alternates  to  the  AMA.  It  was  ex- 
plained that  the  tenn  of  Dr.  W.  Linwood  Ball  would 
expire  on  December  31  and  that  Dr.  Rufus  Brittain 
was  an  interim  appointment  by  the  President.  Dr. 
.\llen  Barker  and  Dr.  Ball  were  chosen  as  Delegates 
and  Dr.  Russell  Buxton  and  Dr.  Kinloch  Nelson  as 
-Alternates.  Dr.  Brittain  was  elected  to  serve  as  Dr. 
-Archer's  Alternate,  thereby  filling  the  office  vacated 
by  Dr.  Barker. 

-An  election  was  then  held  to  select  the  General 
Practitioner  of  the  A’ear  in  Ahrginia,  and  the  honor 
went  to  Dr.  Baxter  I.  Bell,  Sr.,  Williamsburg. 

Dr.  Creecy  then  introduced  the  following  resolu- 
tion which  was  adopted  unanimously. 

Be  It  Resolved  that  the  House  of  Delegates  of 
The  Aledical  Society  of  Ahrginia  recognize  the  splen- 
did efforts  accomplished  by  our  Host  Committee  of 
the  10th  District  in  connection  with  the  110th  -An- 
nual Meeting,  and 

Be  It  Further  Resolved  that  this  body  extend 
thanks  to  the  Staff  of  the  Hotel  Shoreham  in  hel])ing 
make  this  meeting  a most  pleasant  one. 

The  following  resolution,  introduced  by  Dr.  King, 
was  adopted  unanimously. 

^^TIERE.AS,  God  -Almighty  in  His  infinite  wisdom 
has  removed  from  our  midst  our  friend  and  col- 
league, Frank  -Albert  Farmer,  AI.D.,  and 

Where-a,s,  this  Council  of  The  Medical  Society 
of  Virginia  was  privileged  to  have  had  him  as  a 
member  at  the  time  of  his  passing,  and 

Whereas,  he  had  made  outstanding  contributions 
to  tlie  work  of  the  Society  over  a period  of  many 
3’ears,  and 

Where.as,  it  is  the  desire  of  this  Council  to  take 
especial  note  of  his  meritorious  service. 

Now,  Therefore,  Be  It  Resolved,  that  we  pause 
in  our  deliberations  to  recognize  the  devoted  and 
distinguished  sendees  that  he  had  rendered  to  this 
Society,  and 

Furthermore,  that  a copy  of  this  resolution  be 
forwarded  to  his  family  and  be  made  a part  of  the 
])ermanent  record  of  this  Society- 

Dr.  McCarty  called  for  a standing  vote  of  appre- 
ciation on  the  manner  in  which  Dr.  Hundley  had 
conducted  the  meeting  of  the  House.  A rising  vote 
was  promj)tly  recorded. 

There  being  no  further  business,  the  meeting  was 

adjourned.  t tt 

Robert  I.  How.ard 

-Approved:  Executive  Secretary 

James  D.  Hagood,  M.D. 

President 


Life  Members — Fifty  Year  Club — 1957 
William  Nicholas  Botts,  M.D.,  Big  Stone  Gap 
John  E.  Cole,  M.D.,  Fredericksburg 
Jay  Clarence  Coulter,  M.D.,  Charlottesville 
John  William  Devine,  M.D-,  Lynchburg 
Elam  Adolphus  Drum,  M.D.,  Richmond 
William  Flegenheimer,  M.D.,  Guinea 
Edward  Lewis  Johnson,  M.D.,  Bedford 
Henry  Vernon  Johnston,  M.D.,  Pungo 
James  Claude  Moore,  M.D.,  Keen  Mountain 
Wade  Cleveland  Payne,  M.D.,  Haymarket 
Frank  Cushing  Pratt,  M.D.,  Fredericksburg 
Charles  Warner  Robertson,  M.D.,  Stafford  C.  H. 
Alexander  Merle  Showalter,  M.D.,  Christiansburg 
Charles  Granville  Souder,  M.D.,  Purcellville 

Members  Whose  Deaths  Have  Been  Reported 
Since  1956  Meeting 
Clarence  Edward  Arnette,  M.D- 
John  Robert  Bagby,  M.D. 

Elisha  Barksdale,  M.D. 

Edgar  -Mien  Baron,  M.D- 
Richard  Phillips  Bell,  M.D. 

Henry  Arthur  Bonynge,  M.D. 

Edwin  Clinton  Bryce,  M.D. 

Ernest  Lee  Copley,  M.D. 

Hubert  Dinwiddie  Crow,  M.D. 

Joseph  Spencer  Dejarnette,  M.D. 

Murray  Dick,  M.D. 

William  Edwin  Dickerson,  M.D. 

Benjamin  Blanton  Dutton,  M.D. 

John  Roland  Ellerson,  M.D. 

Frank  -Albert  Farmer,  M.D. 

Frederick  Lionel  Finch,  M.D. 

Guy  Rothwell  Fisher,  M.D. 

Thomas  Griffith  Hardy,  M.D. 

Elliott  Clarke  Haley,  M.D. 

James  W.  Dorsey  Haynes,  M.D. 

William  Harrison  Higgins,  M.D. 

Brewster  -Arthur  Hopkins,  M.D. 

Thomas  Edward  Hughes,  M.D. 

Julian  Dabney  Jackson,  M.D. 

Ewell  Claude  Jamison,  M.D. 

Lawrence  Bernard  Kelleher,  M.D. 

Estes  Caskie  Kidd,  M.D. 

Marion  Norwood  King,  M.D. 

George  Walne  Leavell,  M.D. 

Frank  Harwood  Lukin,  M.D. 

Cecil  Edward  Martin,  M.D. 

Stuart  McBryde,  M.D. 

Thomas  David  Morewitz,  M.D. 

James  Oscar  Mundy,  M.D. 

Herbert  Old,  M.D. 

George  Garland  Rhudy,  M.D. 

John  Boyd  Stone,  M.D. 

Sidney  Trattner,  M.D. 

Algernon  Keeling  Turner,  M.D. 

William  Dunn  Walker,  M.D. 

Fred  Jacob  Wampler,  M.D. 

William  Royall  Warriner,  M.D. 

Willis  Christopher  A'eatts,  M.D. 

Charles  -Augustus  A'oung,  M.D. 

Daniel  A'uter,  M.D. 

Francis  L.  Zinzi,  M.D. 
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Cerebral  Palsy 

The  report  of  this  Committee  last  year  attempted  to 
clarify  and  publicize  facilities  available  for  the  treatment 
of  Cerebral  Palsy  throughout  the  State.  This  year  through 
the  Crippled  Children's  Bureau  the  main  emphasis  has 
been  in  trying  to  encourage  patients  to  use  these  facilities 
rather  than  jumping  from  place  to  place  throughout  the 
country  with  result  in  confusion  and  lack  of  continuity  of 
treatment.  Development  along  the  line  of  special  educa- 
tion services  has  continued  and  nine  special  education 
classes  are  centers  for  crippled  children  throughout  the 
State.  The  latest  one  to  open  is  the  Fairfax  Bell  Willard 
School  which  opened  this  Fall  and  is  now  in  operation. 
The  special  education  classes  or  centers  are  an  im- 
portant service  to  the  Cerebral  Palsy  patients.  Another 
new  facility  which  will  soon  be  open  is  the  Children’s 
Rehabilitation  Center  at  the  University  of  Virginia.  This 
center  will  include  services  to  cerebral  palsy  patients. 

The  National  Orthopaedic  and  Rehabilitation  Hospital, 
formerly  known  as  the  Anderson  Orthopaedic  Hospital, 
is  expanding  its  outpatient  service  along  the  line  of 
services  in  rehabilitation  facilities  particularly  occupa- 
tional therapy,  to  the  Fairfax  Crippled  Children’s  Clinic 
since  as  yet  there  is  no  occupational  therapist  available 
at  the  Fairfax  Clinic.  The  National  Orthopaedic  and 
Rehabilitation  Hospital  will  service  this  clinic  on  an  out- 
patient basis  and  training  and  outlining  home  programs 
in  occupational  therapy  for  cases  that  require  same  and 
cannot  get  this  service  at  the  Bell  Willard  school.  Re- 
habilitation surveys  are  also  being  conducted  on  selected 
patients  from  this  clinic  and  also  from  the  Northern 
Virginia  Crippled  Children’s  Clinics. 

Allen  M.  Ferry,  M.D.,  Chairman 

Supplemental  Report  of  the 
Committee  on  Maternal  Health 

At  a meeting  of  the  Committee  on  Maternal  Health 
held  on  July  31,  1957,  a sub-committee  consisting  of  Drs. 
Finch,  Ware  and  Shamburger  was  appointed  to  consider 
proposed  changes  in  the  present  maternity  hospital  law, 
principally  for  clarification.  This  sub-committee  met  at 
the  Society  Headquarters  in  Richmond  on  September  25, 
1957,  at  which  time  careful  consideration  was  given  to 
the  language  of  the  present  statute.  The  sub-committee 
was  of  the  opinion  that  with  the  exception  of  the  sections 
dealing  with  the  definition  of  a Maternity  Hospital,  and 
the  exemption  section,  no  change  should  be  made  in  the 
law. 

The  definition  of  a “Maternity  Hospital’’  in  Section  1 
of  the  Act  (Section  32-147  of  the  Code,  is  as  follows: 

“(c)  ‘Maternity  hospital’  means  any  place  or  estab- 
lishment operated  or  maintained  by  any  person 
for  the  care  or  treatment  of  women  during 
pregnancy,  or  for  delivery  or  for  care  or  treat- 
ment within  ten  days  after  delivery,  whether 
the  place  or  establishment  so  maintained  be  a 
general  hospital,  a hospital  devoted  exclusively 
to  maternity  cases,  a maternity  home  or  lying-in 
asylum,  or  a private  home.” 

The  sub-committee  was  of  the  opinion  that  the  defini- 
tion should  include  only  a place  or  establishment  for  ob- 
stetrical deliveries,  and  that  the  requirements  for  main- 
taining a maternity  hospital  should  not  be  applicable 
where  the  medical  service  rendered  consists  of  pre-natal 
or  post  partum  care  only.  The  sub-committee  recommended 


to  the  full  Committee  that  the  definition  of  “Maternity 
Hospital”  be  changed  to  read  as  follows: 

“ ’Maternity  hospital’  means  any  place  or  establish- 
ment operated  or  maintained  by  any  person  where 
obstetrical  deliveries  are  done,  whether  the  place  or 
establishment  so  maintained  be  a general  hospital,  a 
hospital  devoted  exclusively  to  maternity  cases,  a ma- 
ternity home  or  lying-in  asylum,  or  a private  home.” 

and  that  Sections  8(2)  and  8(3)  of  the  Act  (Code,  Sec- 
tion 32-161(2)  and  (3)),  which  are  now  as  follows: 

“(2)  Persons  who  shall  receive  and  care  for  women 
related  to  such  person  by  blood  or  marriage 
only;  and 

(3)  Licensed  physicians  who  receive  women  at  their 
offices  for  occasional  examination  and  treat- 
ment only.” 

be  rewritten  for  conformity  as  follows: 

“(2)  Any  person  who  shall  receive  and  care  for  any 
woman  related  to  such  person  by  blood  or  mar- 
riage only ; and 

(3)  Any  licensed  physician  who  furnishes  prenatal 
or  post  partum  services  only.” 

The  recommendations  of  the  sub-committee  were  sub- 
mitted in  writing  to  the  members  of  this  Committee  for 
consideration,  and  were  approved  by  a majority  of  the 
Committee. 

This  Committee  therefore  recommends  to  the  House 
of  Delegates  that  the  proposed  changes  be  approved,  and 
that  the  Legislative  Committee  be  instructed  to  prepare 
the  necessary  bill  or  bills  for  presentation  to  the  General 
Assembly. 

A.  Tyree  Finch,  M.D.,  Chairman 

AUDITOR’S  REPORT 
Officers  and  Councilors 
The  Medical  Society  of  Virginia 
Richmond,  Virginia 
Gentlemen : 

We  have  made  an  examination  of  the  books  and  records 
of  The  Medical  Society  of  Virginia,  Richmond,  Virginia 
for  the  fiscal  year  ended  September  30,  1957,  and  have 
prepared  therefrom  the  Balance  Sheet,  Exhibit  “A”,  State- 
ment of  Surplus,  Exhibit  “B”,  and  Statement  of  Income, 
Expenses  and  Capital  Outlay,  Exhibit  “C”.  With  the 
exceptions  noted  in  the  immediately  following  paragraph, 
our  examination  was  made  in  accordance  with  generally 
accepted  auditing  standards  and  accordingly  included 
such  tests  of  the  accounting  records  and  such  other  audit- 
ing procedures  as  we  considered  necessary  in  the  circum- 
stances. 

We  did  not  verify  the  accounts  receivable  by  direct 
correspondence  with  the  debtors,  nor  did  we  verify  the 
accounts  payable.  It  will  be  noted  from  the  balance  sheet 
that  the  amounts  of  these  items  are  not  material  in  rela- 
tion to  the  financial  position  as  a whole. 

It  is  our  opinion  that  the  Balance  Sheet,  Exhibit  “A”, 
presents  fairly  the  financial  position  of  the  Society  at  Sep- 
tember 30,  1957,  in  accordance  with  generally  accepted 
principles  of  accounting.  The  Statement  of  Income,  Ex- 
penses and  Capital  Outlay,  Exhibit  “C”,  is  prepared  on 
a basis  of  cash  actually  received  and  disbursed. 

Yours  very  truly, 

Mitchell,  Wiggins  & Company 
By  Charles  W.  Anderson 

Certified  Public  A ccountant 
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Balance  Sheet 
September  30,  1957 
Assets 

General  Fund 

Cash  in  banks $ 83,218.96 

Accounts  receivable: 

Dues  from  members — Estimated 
collectible  value — 1957  dues — 

50  at  $25.00  $ 1,250.00 

Advertising — Virginia  Medical 

Monthly  4,971.21  6,221.21 


Investments: 

United  States  Savings  Bonds — 

Present  value  (Schedule  1)  $36,671.50 
Certificates  of  deposit — Bank 
of  Virginia  2,106.12  38,777.62 


$128,217.79 


Plant  Fund 

Land  and  buildings — At  cost  (Schedule  2)_-$  60,892.68 
Furniture  and  equipment:  (Schedule  2) 

Estimated  value — October  1, 

1950  $ 7,048.35 

Cost  of  acquisitions  since 

October  1,  1950  951.65  8,000.00 


$ 68,892.68 


Exhibit  “A” 

Liabilities  and  Surplus 

General  Fund 
Accounts  payable: 

Preparation  of  Medical  Journal — 

September,  1957  $ 2,661.18 

Surplus: 

Available  for  appropriation  _$31, 388. 19 
Appropriated  for  new  office 
building  94,168.42 


Balance — September  30,  1957 

(Exhibit  “B”)  125,556.61 


$128,217.79 


Plant  Fund 

Surplus  invested  in  plant  assets $ 68,892.68 


$ 68,892.68 


Statement  of  Surplus 
For  the  Fiscal  Year  Ended  September  30,  1957 

Exhibit  “B” 

General  Fund 

Balance — October  1,  1956 $131,594.19 

Add: 

Increase  in  accounts 

receivable  $ 3,094.04 

Increase  in  bond  in- 
terest adjustment  490.50  3,584.54 


Total  $135,178.73 


Deduct: 

Increase  in  accounts 

payable  $ 761.73 

Decrease  in  certifi- 
cate of  deposit  in- 
terest adjustment  529.41 
Net  cash  decrease 

(Exhibit  “C”)  __  8,330.98  9,622.12 

Total  $125,556.61 

Deduct: 

Unexpended  appropriation — 

New  office  building 94,168.42 

Unappropriated  balance — 

September  30,  1957  $ 31,388.19 

Appropriated  for  new  office  building: 

Funds  appropriated  $120,000.00 

Deduct: 

Expended 

for  land $22,706.58 

Expended 
for  building 
(Architects’ 

fees)  3,125.00  25,831.58 

Appropriated  balance — 

September  30,  1957  94,168.42 


General  Fund  Surplus — 

September  30,  1957  (Exhibit  “A”)  $125,556.61 


Plant  Fund 

Balance — October  1,  1956  $ 43,061.10 

Add:  Expended  for  land  22,706.58 

Expended  for  building  (Architects’ 

tees)  3,125  00 


Balance — September  30.  1957  (Exhibit  “A”)  $ 68,892.68 


Statement  of  Income,  Expenses  and  Capital  Outlay 
For  the  Fiscal  Year  Ended  September  30,  1957 


Exhibit  “C” 

Gross  Income 

Actual 

Budget 

Membership  dues 

$53,363.44 

Interest  on  investments 

1,925.82 

American  Medical  Association 

Virginia  Medical  Monthly: 
Advertising  $33,939.28 

Subscription — Non- 

367.43 

members  375.50 

34,314.78 

Total 

Expenses 

Executive  office : 

$89,971.47 

Salaries 

, $24,174.05 

$24,000.00 

Telephones  and  telegrams 

- 1,269.14 

1,500.00 

Postage 

702.44 

900.00 

Stationery  and  supplies 

Office  equipment — Repairs  and 

780.37 

1,200.00 

replacement 

583.53 

800.00 
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Building  maintenance  and  re- 


pairs — Net 

1,168.83 

2,600.00 

Convention  expense 

(4,479.87) 

1,000.00 

Council  expenses 

1,746.53 

2,500.00 

Delegates  and  executive  assist- 

ant  to  A.M.A. 

1,493.31 

1,825.00 

President’s  expenses 

397.77 

1,000.00 

Traveling  expenses 

978.87 

2,000.00 

Preparation  and  distribution  of 

medical  journal 

29,015.55 

26,000.00 

Scientific  exhibits 

2,207.00 

2,500.00 

Department  of  clinical  and  med- 

ical  education 

1,000.00 

Legislative  committee 

2,975.00 

1,500.00 

Walter  Reed  commissinn 

8.00 

300.00 

Woman’s  auxiliary 

100.00 

100.00 

Membership  dues — Affiliated 

agencies 

115.00 

150.00 

Editor — Virginia  Medical 

Monthly 

600.00 

600.00 

History  of  Medicine  in  Virginia 

26.25 

Special  appropriations: 

Virginia  Council  Health  and 

Medical  Care 

2,000.00 

2,000.00 

Virginia  Medical  Education 

Foundation 

3,000.00 

3,000.00 

National  Society  on  Medical 

Research 

150.00 

150.00 

jamestown  Festival 

1,500.00 

1,500.00 

Rural  Health  Subcommittee 

500.00 

500.00 

Student — American  Medical 

Association  - 

100.00 

200.00 

Social  securitv  taxes 

386.84 

500.00 

Miscellaneous 

461.88 

800.00 

Total — Executive  Office 

$71,960.49 

$80,125.00 

Public  Relations  department: 

Conference  expenses 

-$ 

104.10 

$ 100.00 

Radio  and  press  _ . 

391.78 

600.00 

Literature  and  bulletins 

14.50 

500.00 

Exhibits 

100.00 

Miscellaneous  projects 

- 

100.00 

Total — Public  Relations 

Department 

-$ 

510.38 

$ 1,400.00 

Total  Expenses 

.$72,470.87 

$81,525.00 

Fixed  Assets 
September  30,  1957 

ScuEDur.E  2 

Plant  Funo 


Land  and  Buildings — At  cost 
VV'indsor  Farms,  Richmond,  Virginia: 

Land  $22,706.58 

Office  building  (Architects’ 
fees)  3,125.00  $25,831.58 


Office  building — 1105  West  Franklin  Street, 


Richmond,  Virginia  34,061.10 

Walter  Reed  House,  Belroi,  Virginia 1,000.00 


Total  Land  and  Buildings $60,892.68 


Office  Furniture  and  Equipment 
Estimated  insurable  value  at  October  1,  1950  $ 7,048.35 
Purchased  during  the  year  ended 


September  30,  1951 : 

Adding  machine  $ 

100.00 

Addressograph-Multigraph 

stand  _ _ 

127.50 

Protectograph — Check  writer 

110.30 

Typewriter 

156.20 

File  cabinets  (7) 

71.50 

Vacuum  cleaner 

69.95 

Desks  and  chairs  (2) 

316.20 

Total  Office  Eurniture  and 
Equipment $ 8,000.00 


Total  Fixed  Assets  (Exhibit  “A”) $68,892.68 


Financial  Condition 

The  financial  condition  of  the  Society  at  September  30, 
1957,  is  shown  in  the  Balance  Sheet,  Exhibit  “A”,  on  the 
accrual  basis.  A summary  thereof  is  presented  as  follows 
in  comparison  with  the  financial  condition  for  the  two 
preceding  years. 


Assets  9-30-57  9-30-56  9-30-55 

Cash  $ 83,218.96  $ 82,569.94  $ 71,316.46 

Accounts  receivable  6,221.21  3,127.17  3,409.64 

Investments  38,777.62  47,796.53  46,081.03 

Land,  buildings  and 

equipment  68,892.68  43,061.10  43,061.10 


Excess  of  Income  Over 
Operating  Expenses $17,500.60 

Capital  Outlay 

Land — New  office  building $22,706.58 

Building — Architects’  fees  3,125.00 


Total  Capital  Outlay $25,831.58  $120,000.00 


Excess  of  Expenses  and 
Capital  Outlay  Over 
Income  (Exhibit  “B”) $ 8,330.98 


Total— All  Funds  $197,110.47  $176,554.74  $163,868.23 


Liabilities,  Surplus  and  Fund  Balance 
Liabilities: 

Accounts  payable  $ 2,661.18  $ 1,899.45  $ 1,883.55 

Surplus : 

General  fund 125,556.61  131,594.19  118,923.58 

Fund  balance: 

Plant  fund  68,892.68  43,061.10  43,061.10 


Total— All  Funds  $197,110.47  $176,554.74  $163,868.23 
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Analyses  and  explanation  of  the  more  important  balance 
sheet  items  follow: 

Cash— $83,218.96 

Recorded  cash  receipts  were  accounted  for  by  deposits 
in  the  banks  and  disbursements  were  supported  by  proper- 
ly signed  and  endorsed  paid  checks.  Balances  on  deposit 
at  September  30,  1957,  were  confirmed  by  direct  corre- 


spondence with  the  banks  as  follows: 

First  and  Merchants  National  Bank — Check- 
ing account  $45,538.12 

First  and  Merchants  National  Bank — Sav- 
ing account  7,127.56 

Bank  of  Virginia — Savings  account 8,196.31 

Southern  Bank  and  Trust  Company — Sav- 
ings account  1,107.42 

Franklin  Federal  Savings  and  Loan  Asso- 
ciation— Savings  account  10,609.43 

Richmond  Federal  Savings  and  Loan  Asso- 
ciation— Savings  account  10,640.12 


Total  $83,218.96 


Invest.ments — $38,777.62 

United  States  Savings  Bonds,  as  shown  in  Schedule  1, 
were  verified  by  inspection  of  the  securities  held  in  a 
safe  deposit  box  at  First  and  Merchants  National  Bank, 
Richmond,  Virginia.  They  are  shown  in  the  balance  sheet 
at  their  current  redemption  value. 

Certificates  of  deposit  were  verified  by  direct  corre- 
spondence with  the  Bank  of  Virginia. 

Fixed  Assets — $68,892.68 

Details  of  the  fixed  assets  carried  in  the  Plant  Fund  are 
shown  in  Schedule  2.  No  indebtedness  against  these 
assets  was  disclosed  by  the  records.  During  the  fiscal 
year  ended  September  30,  1957,  $120,000.00  was  appropri- 
ated for  the  purpose  of  purchasing  a land  site  and  erecting 
a building  to  house  the  Society’s  offices.  Of  this  amount 
$25,831.58  has  been  expended.  A parcel  of  land  was 
purchased  in  M’indsor  Farms,  Richmond,  Virginia,  for 
$22,706.58  and  $3,125.00  was  disbursed  to  the  architects. 

Operations 

The  income,  expenses  and  capital  outlays  for  the  fiscal 
year  ended  September  30,  1957,  are  shown  in  Exhibit  “C”, 
prepared  on  the  cash  receipts  and  disbursements  basis.  A 
summary  of  income,  expenses  and  capital  outlays  in  com- 
parison with  that  of  the  two  preceding  years  is  presented 
as  follows: 


Fiscal  Year  Ended 


9-30-57 

9-30-56 

9-30-55 

I NCO.VI  E 

Membership  dues  

Medical  monthly  pub- 

$53,363.44 

$51,257.85 

$48,923.83 

lication 

- 34,314.78 

24,251.73 

21,674.26 

Other  income 

_ 2,293.25 

4,169.80 

1,825.64 

Totat. 

-$89,971.47 

$79,679.38 

$72,423.73 

Expenses 

Executive  office 

-$71,960.49 

$63,572.69 

$51,037.80 

Public  relations  de- 

parfment 

510.38 

1,483.21 

2,397.80 

Total 

-$72,470.87 

$65,055.90 

$53,435.60 

Income  Over 

Expenses 

-$17,500.60 

$14,623.48 

$18,988.13 

Capital  Outlay 

-$25,831.58 

$ - 

$ 

Expenses  and  Capital 

Outlay  Over 

Income 

-$  8,330.98 

$ - 

$ - 

In  General 

The  bookkeeping  records  were  found  to  have  been  kept 
in  a satisfactory  manner. 

Insurance  in  force  at  September  30,  1957,  determined 
from  policies  on  file,  was  as  listed  below: 

Fire 

Office  furniture  and  fixtures  $ 6,000.00 

Building — 1105  West  Franklin  Street, 

Richmond,  Virginia 26,000.00 

Walter  Reed  House,  Belroi,  Virginia 2,000.00 

Liability — Owner’s,  Landlord’s  and 
Tenant’s 

Bodily  injury  $25,000.00-$50,000.00 

Property  damage 5,000.00 

Fidelity  Bonds 

Executive  Secretary-Treasurer  $ 5,000.00 

Secretary  5,000.00 

Personal  Property  Floater 
All  risk — Camera  $ 400.00 
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Investment  Bonds 
September  30,  1957 


Bonds  Series  No.  Bonds 


U.  S.  Savings F 7 

U.  S.  Savings F 1 

U.  S.  Savings F 10 

U.  S.  Savings F 6 

U.  S.  Savings J 13 

U.  S.  Savings J 11 

U.  S.  Savings J 1 

U.  S.  Savings J 1 

U.  S.  Savings J 2 

U.  S.  Savings J 2 


Value  at 


Dated 

Due 

Maturity 

11-1-45 

11-1-57 

$ 7,000.00 

3-1-46 

3-1-58 

500.00 

3-1-46 

3-1-58 

10,000.00 

10-1-49 

10-1-61 

3,000.00 

5-1-55 

5-1-67 

6,500.00 

12-1-55 

12-1-67 

11,000.00 

12-1-55 

12-1-67 

500.00 

1-1-56 

1 1-68 

1,000.00 

2-1-56 

2-1-68 

2,000.00 

7-1-56 

7-1-68 

2,000.00 

$43,500.00 


Schedule  l 


Value  at 

Value  at 

Cost 

9-30-56 

9-30-57 

$ 5,180.00 

$ 6,615.00 

$ 6,860.00 

370.00 

472.50 

490.00 

7,400.00 

9,450.00 

9,800.00 

2,220.00 

2,505.00 

2,583.00 

4,680.00 

4,738.50 

4,823.00 

7,920.00 

7,964.00 

8,085.00 

360.00 

362.00 

367.50 

720.00 

724.00 

735.00 

1,440.00 

1,448.00 

1,470.00 

1,440.00 

1,440.00 

1,458.00 

$31,730.00 

$35,719.00 

$36,671.50 

( Exhibit  “A” ) 

Brief  Report  on  AMA  Chest  X-ray  Survey. 


The  National  Tuberculosis  Association  and  its 
medical  section,  the  American  Trudeau  Society,  in 
cooperation  with  the  .American  Medical  Association, 
provided  chest  x-rays  for  physicians  attending  the 
American  Medical  Association’s  annual  meeting  in 
New  York  City,  in  June. 

Of  the  720  x-rays  taken,  550  were  negative,  40 
showed  suspected  tuberculosis,  34  showed  other  chest 
diseases,  30  showed  cardiovascular  disease,  and  66 
were  technically  unsatisfactory.  The  National  Tu- 
berculosis Association,  its  affiliated  associations 
and  health  departments  throughout  the  country  are 


emphasizing  the  importance  of  hospital  admission 
x-ray  programs  as  a specific  service  to  physicians 
and  their  patients.  The  Veterans  Administration’s 
experience  has  shown  that  this  is  a good  case-finding 
procedure  in  tuberculosis  with  the  added  dividend 
of  other  chest  abnormalities. 

Information  on  the  Tuberculin  Test  was  also  made 
availalde  at  the  meeting.  Any  physician  in  Virginia 
desiring  a copy  of  “Tuberculin  Testing,  Check  Vour 
Interpretation’’,  an  American  Trudeau  Society  and 
NTA  publication,  may  get  a copy  by  phoning  or 
writing  his  local  tuberculosis  association. 
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Woman’s  Auxiliary 


President Mrs.  John  R.  St.  George,  Portsmouth 

President-Elect Mrs.  Charles  A.  Easley,  Danville 

Vice-President Mrs.  Girard  Thompson,  Chatham 

Mrs.  George  Brooks,  Richmond 
Mrs.  Robert  Detwtler,  Arlington 

Recording  Secretary Mrs.  James  Grinels,  Richmond 

Corresponding  Secretary  Mrs.  Howard  Kruger,  Norfolk 

Treasurer Mrs.  Wyndham  B.  Blanton,  Jr.,  Richmond 

Publication  Chairman Mrs.  Paul  Pearson,  Warsaw 

Thirty  Fifth  Annual  Convention 

The  thirty  fifth  annual  meeting  of  the  \\'oman's 
Auxiliarj-  to  The  iMedical  Society  of  Virginia  con- 
vened in  the  Palladian  Room,  Hotel  Shoreham, 
^^'ashington,  D.C.  on  October  29,  1957  at  9:15 
with  IMrs.  Lee  S.  Liggan,  of  Irvington,  presiding. 

The  meeting  was  called  to  order  by  Mrs.  Liggan 
and  the  Invocation  was  given  by  IMrs.  Hawes  Camp- 
bell. The  Pledge  of  -Allegiance  to  our  National  Flag 
and  the  Pledge  of  Loyalty  to  the  ^^'oman’s  -Auxiliary 
to  the  -American  Aledical  .Association  were  said  in 
unison.  The  -Address  of  Welcome  was  given  by  Airs. 
James  AI.  AIoss  of  .Alexandria,  followed  by  the  Re- 
sponse from  Airs.  Henry  R.  Bourne,  President  of 
the  Danville-Pittsylvania  .Auxiliary. 

The  Roll  was  called  by  the  Secretary  with  23  Of- 
ficers and  Committee  Chairmen  present.  Represen- 
tatives from  the  County  .Auxiliaries  were: 


-Alleghany-Bath  10 

-Alexandria  6 

-Arlington  8 

Danville-Pittsylvania  3 

Fairfa.x  5 

Hopewell  0 

Lynchburg  0 

Alid-Tidewater  3 

Norfolk  8 

Northampton  -Accomac  0 

Northern  Neck  7 

Old  Belt  3 

Petersburg  3 

Portsmouth  2 

Richmond  16 

Rockingham  1 

Smyth  1 

Southwestern  6 

Tazewell  1 

Tri-County  0 

Warwick-Newport  News  A 

Wise  2 


Alotion  was  made,  seconded  and  carried  that  the 
reading  of  the  minutes  of  the  1956  Convention  be 
dispensed  with  and  that  they  be  approved  as  ac- 
cejfied  by  the  Reading  Committee  appointed  at  the 
Pre-Convention  Board  Aleeting  October  16,  1956. 

Airs.  Glenn  Phipps  read  the  following  Resolu- 
tions for  Airs.  Fletcher  J.  Wright,  Sr. : 

The  members  of  the  Woman’s  -Auxiliary  to  The 
Aledical  Society  of  A’irginia,  fully  cognizant  of 
the  omniscience  of  -Almighty  God  and  trusting  in 
His  goodness  and  divine  love,  do  in  humility  and 
devotion  most  earnestly  desire  to  pay  tribute  to 
a beloved  and  esteemed  friend  and  colleague. 
Airs.  Fletcher  J.  Wright,  Sr. 

-Any  true  estimate  of  Airs.  Wright’s  personality 
must  necessarily  emphasize  her  loyalty.  Her  un- 
failing faithfulness  to  her  church,  her  unselfish 
loyalty  to  her  friends,  and  utter  devotion  to  her 
family  were  well  known.  Her  dedication  to  every 
responsibility  placed  upon  her  was  accompanied 
by  a cheerfulness  of  manner  that  endeared  her  to 
all  who  were  privileged  to  work  with  her. 

Through  the  years  this  organization  depended 
upon  her  capable  leadership  and  relied  on  her 
sound  judgment.  In  the  hearts  of  the  members 
of  the  Aledical  -Auxiliary  her  vital  spirit  will  ever 
be  cherished  among  their  happiest  memories. 

The  members  of  the  Woman's  .Auxiliary  to  The 
Aledical  Society  of  AMrginia  e.xtend  to  her  family 
their  heartfelt  condolence  and  deepest  sympathy. 

Airs.  Alaynard  Emlaw  conducted  a most  impressive 
In  Alemoriam  service  for  Airs.  Aleade  C.  Edmunds 
and  Airs.  Glenn  G.  Eoster. 

Airs.  Liggan  presented  our  guests.  Airs.  Paul  C. 
Craig,  President  of  the  Woman’s  .Auxiliary  to  the 
.American  Aledical  .Association,  and  Airs.  Oscar  W. 
Robinson,  President  of  the  \\’oman’s  .Auxiliary  to 
the  Southern  Aledical  .Association. 

Airs.  Liggan  gave  the  President’s  report.  Airs. 
AIcCoy  moved  that  we  accept  the  President’s  report 
and  give  her  a vote  of  thanks  for  the  fine  work  which 
she  has  done.  Alotion  carried. 

Reports  of  the  Officers,  Chairmen  of  Standing  and 
Special  Committees  and  County  .Auxiliary  Presidents 
were  presented. 

Airs.  W.  E.  Schmidt  gave  a report  of  the  .Annual 
Convention  of  the  Woman’s  .Auxiliary  to  the  .Ameri- 
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can  Medical  Association  held  in  New  York,  June 
3-7,  1957. 

Mrs.  Emanuel  Newman,  Chairman  of  Registra- 
tion, reported  a total  registration  of  279. 

The  following  recommendation  were  made  by  the 
Board  of  the  Auxiliary,  read  by  the  Recording  Sec- 
retary, w’ho  moved  the  adoption  of  the  resolutions: 

1.  The  recommendation  from  the  Finance  Com- 
mittee that  the  Convention  apjwove  the  action 
taken  by  the  Board  at  the  mid-winter  Board 
meeting. 

2.  That  $100.00  travel  expense  and  $60.00  for 
postage  and  telephone  be  restored  to  the  Presi- 
dent. 

3.  That  the  cost  of  printing  Convention  Reports 
be  paid  to  the  amount  of  $90.00. 

4.  That  the  practice  of  printing  names  of  Officers 
and  Committee  Chairmen  on  .'Auxiliary  sta- 
tionary be  discontinued. 

5.  That  the  County  Auxiliary  Presidents  will  not 
receive  stationary  from  the  State  Auxiliary  in 
the  future. 

6.  That  the  annual  State  .-^uxiliaiw'  dues  be  in- 
creased $1.00  per  member. 

Motions  seconded  and  carried. 

The  recommendation  from  the  Board  that  the 
Auxiliary  not  pay  the  expenses  of  our  President  to 
meetings  of  the  Woman’s  .Auxiliary  to  the  American 
Medical  Association  was  defeated. 

Afrs.  Walter  Porter  moved  that  the  President  be 
allowed  to  use  her  allowance  at  her  owm  discretion. 
Motion  carried. 

The  Budget  for  1957-58  was  presented  by  IVIrs. 
Kalford  \\.  Howard  Chairman  of  the  Finance  Com- 
mittee. Budget  accepted  as  presented. 

Report  of  Revisions  Committee — Mrs.  Henry  R. 
Bourne  moved  that  the  re-written  By-Laws  as  ap- 
proved by  the  Board  at  the  Pre-Convention  Board 
Meeting  be  accepted  by  the  Convention.  Motion 
carried. 

Mrs.  Rufus  Brittain  presented  the  Courtesy  Reso- 
lutions as  follows: 

Madam  President,  members  of  the  .Auxiliary  to 
The  Medical  Society  of  Virginia  and  honored 
guests.  The  Committee  on  Courtesy  Resolutions 
extends  the  appreciation  of  its  members  to  the 
Fairfax,  .Arlington  and  Alexandria  Auxiliaries, 
especially  to  the  able  Chairmen  Mrs.  James  B. 
Gilbert  and  Mrs.  Thomas  McGavin,  for  this  well 
planned  and  smoothly  expedited  meeting.  We 
would  especiall}’  thank  you  for  persuading  the 


trees  to  hold  over  their  autumnal  glory  for  our 
visit  and  for  stal)ilizing  your  uncertain  weather  at 
such  a pleasant  j)oint.  \\'e  tliank  Mrs.  Emanuel 
Newman  and  Mrs.  d'homas  Haggerty  for  the  ea.se 
and  dispatch  of  the  registration  and  for  the  warm 
welcome  of  the  Coffee  Hour  we  thank  the  iiostess 
Auxiliaries. 

To  the  entire  committee  on  local  arrangements 
w-e  offer  our  gratitude  for  their  time  consuming 
efforts  and  our  appreciation  and  {Measure  there- 
from. 

For  the  door  jjrizes  at  the  luncheon  we  arc- 
grateful  to  \\(x>dward  and  I.othroj)  to  Ixid)- 
Hamilton  to  Kann’s  and  the  C.  K.  Hccht  Co. 
Luncheon  h avors  are  by  the  couresy  of  Peoples 
Drug  Company  and  the  Drug  Fair. 

Mrs.  James  Stone  gave  a history  of  the  .Auxiliary 
to  The  IHedical  Society  of  Virginia.  motion  was 
made,  seconded  and  carried  that  the  history  be  in- 
corporated in  the  .\uxiliary  Hand  Book  with  a list 
of  past  presidents. 

Mrs.  Liggan  presented  beautiful  red  roses  to  the 
past  presidents  attending  the  Convention,  namely, 
Mrs.  Hawes  Campbell,  Mrs.  James  Stone,  Mrs. 
Thomas  Hunnicutt,  Jr.,  Mrs.  Kalford  Howard, 
Mrs.  Maynard  Emlaw,  and  Mrs.  Mervin  Glover. 

Mrs.  Malcolm  Harris,  Chairman  of  the  Nominat- 
ing Committee  read  the  slate  of  Officers  for  1957-58. 

President — ^Irs.  John  St.  George 
President-Elect — Mrs.  Charles  Easley 

First  Vice-President — Mrs.  Girard  Thompson 
Second  Vice  President — Mrs.  George  Brooks 
Third  Vice  President — Mrs.  Robert  Detwiler 
Recording  Secretary — Mrs.  James  Grinels 
Corresponding  Secretary — ^Irs.  Howard  Kruger 
Treasurer — Mrs.  Wyndham  Blanton,  Jr. 

Board  Members — ^Irs.  Lee  S.  Idggan 
Mrs.  J.  L.  DeCormis 
IMrs.  Maynard  Emlaw 

I'he  slate  was  accepted  as  presented. 

The  meeting  recessed  at  12:30  P.IM.  to  reconvene 
at  1 :00  P.M.  in  the  Blue  Room  of  the  Shoreham 
Hotel. 

The  luncheon  meeting  was  called  to  order  by  the 
President,  Mrs.  Lee  S.  Liggan,  and  Mrs.  Hawes 
Campbell  gave  the  Invocation.  Following  luncheon 
a beautiful  Fashion  Show  was  staged  by  Lady  Ham- 
ilton. 

Mrs.  Liggan  introduced  Mrs.  Paul  C.  Craig,  Pres- 
ident of  the  Woman’s  Auxiliary  to  the  American 
^ledical  Association,  who  spoke  on  the  projects 
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which  the  Auxiliary  is  putting  special  emphasis  on 
in  1957-58. 

1.  Todays  Health 

2.  American  Medical  Education  Foundation 

3.  Legislation 

4.  Safety 

Mrs.  Oscar  Robinson,  President  of  the  .Auxiliary 
to  the  Southern  2^Iedical  Association,  was  introduced 
by  Mrs.  Liggan.  Mrs.  Robinson  spoke  on  the  his- 
tory and  aims  of  the  .\uxiliar)'  to  Southern. 

Mrs.  Craig  installed  the  Officers  of  the  Woman’s 
.Auxiliary  to  The  Medical  Society  of  Virginia  for 
1957-58. 

Mrs.  Liggan  presented  the  gavel  and  president's 
pin  to  Mrs.  St.  George. 

Mrs.  Mervin  Glover  presented  the  past  president’s 
pin  to  Mrs.  Liggan. 

Mrs.  St.  George  declared  the  meeting  adjourned 
at  3:15  P.M. 

.Alma  R.  Grinels 
(Mrs.  James  R.  Grinels) 
Recording  Secretary 

Tazewell. 

This  .Auxiliary  held  their  October  meeting  at  the 
River  Jack  Restaurant  in  Tazewell.  The  president, 
Mrs.  Rufus  Brittain,  presided.  She  read  a letter 
from  Mrs.  Lee  S.  Liggan,  thanking  her  for  the  hos- 
pitality e.xtended  her  on  her  visit  to  the  .Auxiliary 
in  July  and  for  the  lovely  dinner  party  at  the  home 
of  Dr.  and  Airs.  C.  H.  Goodykoontz. 

The  president  appointed  the  following  chairmen: 
“Today’s  Health” — Mrs.  C.  C.  Bowen;  Nurse  Re- 
cruitment and  Doctors  Day — Airs.  H.  .A.  Porter. 

Ethel  P.  B.all.ard  (Airs.  H.  H.) 

Chairman,  Press  and  Publicity 

Wise. 

The  \\'ise  .Auxiliary  held  their  October  meeting 


at  the  Wise  Inn  after  a long  summer  vacation.  Sev- 
eral of  the  new  doctor’s  wives  of  the  county  were 
guests.  Airs.  Clark  Bailey  of  Harlan,  Kentucky, 
National  Organizational  Chairman  of  the  Southern 
Region,  gave  a ver}^  interesting  talk  on  the  founda- 
tion of  the  Woman’s  Auxiliar\'.  She  stressed  the 
important  role  of  the  doctor’s  wife  and  her  obliga- 
tions to  the  doctor  and  the  community. 

Airs.  George  A'.  Alartin’s  letter  of  resignation  was 
read  and  Airs.  John  H.  Dellinger,  former  vice-presi- 
dent, took  over  her  duties  as  j)resident  of  the  Aux- 
iliary. .A  contribution  was  made  to  the  State  Stu- 
dent’s Loan  Fund,  made  possible  by  the  sale  of 
candy  under  the  direction  of  Airs.  Charles  Hender- 
son. 

Dolores  E.  Schmidt  (Airs.  W.  F.) 

Publicity  Chairman 

Northern  Neck. 

The  fall  meeting  of  this  .Auxiliar}^  was  held  on 
October  17th  at  the  Indian  Creek  Yacht  and  Coun- 
try Club,  Byrdton.  The  new  president.  Airs.  E.  T. 
.Ames,  presided.  There  were  fifteen  members  present. 
Airs.  .Ames  welcomed  the  following  guests:  Ales- 
dames  Walter  Buffey  and  J.  B.  Black  of  Richmond, 
and  Airs.  James  Lamb  of  Warsaw. 

The  program  chairman.  Airs.  Leonard  Booker, 
presented  the  guest  speaker.  Dr.  H.  J.  Haynes,  Di- 
rector of  the  Fredericksburg  .Area  Alental  Hygiene 
Clinic,  who  spoke  on  “.Activities  of  Operations  of 
the  Alental  Health  Clinic  in  Fredericksburg”,  which 
covers  about  nine  counties. 

Fairfax. 

In  October,  Airs.  .Andrew  Tessitore,  President, 
held  a luncheon  for  the  Board  to  draw  up  plans  for 
the  year.  Airs.  Thomas  E.  Haggerty  held  a mem- 
bership coffee  to  welcome  old  and  new  members  in 
the  area. 
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President's  Message 


HE  1957  ANNUAL  MEETING  in  Washington  l)rouglit  forth  some  extremely 


important  and  interesting  develo])ments.  I was  very  liapjiy  to  see  such  lively 
debate  in  the  House  of  Delegates  meetings.  This  is  a sign  of  vitality  in  our  organiza- 
tion. Probably  no  two  of  us  will  think  the  same  on  every  issue  that  arises  this  year. 
And  probably  every  one  of  us  can  learn  sometliing  because  of  this  situation.  1 trust 
that  we  can  have  whatever  constructive  thoughts  come  to  your  individual  minds  on  the 
important  topics  we  will  be  faced  with  this  year. 

These  topics  will  be  many,  as  is  already  evident.  It  is  my  intention,  wlicnever  pos- 
sible, to  keep  the  membership  informed  of  these  problems.  Some  changes  have  been 
made  in  committees  in  an  effort  to  increase  their  efficiency.  Some  new  committees  are 
being  constructed  as  directed  by  the  House  of  Delegates.  It  will  take  a little  time  to 
get  all  of  these  things  in  order.  I have  much  faitli  in  the  abilit}-  of  our  collective 
minds  to  accomplish  a great  deal  when  we  so  desire,  and  I believe  this  year  may  well 
be  a year  of  great  decision  for  us. 

In  sjnte  of  the  well  arranged  and  well  managed  meeting  we  have  just  had,  it  is 
apparent  that  the  format  of  this  Annual  Meeting  needs  some  adjustments.  The  scien- 
tific sessions  should  not,  under  any  circumstances,  be  reduced  in  either  quality  or 
quantity.  The  majority  of  the  membership  comes  to  the  meeting  for  the  medical  knowl- 
edge tliat  can  be  obtained  there.  But  I believe  the  business  sessions  of  the  Society  can 
be  better  arranged.  This  I will  try  to  work  out  with  the  Committee  on  Arrangements 
for  next  year’s  meeting. 

In  this  column,  for  month  to  month,  I shall  outline  various  problems  and  situations 
that  affect  us  as  individuals  and  as  a unit.  It  is  my  hope  that  you  will  read,  and 
resjjond,  as  you  see  fit. 

Lastly,  let  me  thank  you,  in  advance,  for  your  help  and  assistance  as  I may  request 
it.  The  organization  can  only  be  as  good  as  we  collectively  make  it. 


President 


VoL.  84,  December,  1957 
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which  the  Auxiliary  is  putting  special  emphasis  on 
in  1957-58. 

1.  Todays  Health 

2.  American  Medical  Education  Foundation 

3.  Legislation 

4.  Safety 

Mrs.  Oscar  Robinson,  President  of  the  Auxiliary 
to  the  Southern  IMedical  Association,  was  introduced 
by  IMrs.  Liggan.  iMrs.  Robinson  spoke  on  the  his- 
tory and  aims  of  the  Auxiliar}'  to  Southern. 

Mrs.  Craig  installed  the  Officers  of  the  Woman’s 
.\uxiliary  to  The  Medical  Society  of  Virginia  for 
1957-58. 

IMrs.  Liggan  presented  the  gavel  and  president’s 
pin  to  ^Irs.  St.  George. 

Mrs.  IMervin  Glover  presented  the  past  president’s 
pin  to  IMrs.  Liggan. 

Mrs.  St.  George  declared  the  meeting  adjourned 
at  3:15  P.M. 

Alm.\  R.  Grinels 
(Mrs.  James  R.  Grinels) 
Recording  Secretary 

Tazewell. 

This  .\uxiliary  held  their  October  meeting  at  the 
River  Jack  Restaurant  in  Tazewell.  The  president, 
Mrs.  Rufus  Brittain,  presided.  She  read  a letter 
from  ^Irs.  Lee  S.  Liggan,  thanking  her  for  the  hos- 
pitality extended  her  on  her  visit  to  the  Auxiliary 
in  July  and  for  the  lovely  dinner  party  at  the  home 
of  Dr.  and  Mrs.  C.  H.  Goodykoontz. 

The  president  appointed  the  following  chairmen: 
“Today’s  Health” — Mrs.  C.  C.  Bowen;  Xurse  Re- 
cruitment and  Doctors  Day — !Mrs.  H.  A.  Porter. 

Ethel  P.  B.allard  (Mrs.  H.  H.) 

Chairman,  Press  and  Publicity 

Wise. 

The  Wise  Auxiliary  held  their  October  meeting 


at  the  Wise  Inn  after  a long  summer  vacation.  Sev- 
eral of  the  new  doctor’s  wives  of  the  county  were 
guests.  ;Mrs.  Clark  Bailey  of  Harlan,  Kentucky, 
X'ational  Organizational  Chairman  of  the  Southern 
Region,  gave  a ver}'  interesting  talk  on  the  founda- 
tion of  the  \\’oman’s  .^uxiliar\-.  She  stressed  the 
important  role  of  the  doctor’s  wife  and  her  obliga- 
tions to  the  doctor  and  the  community. 

Mrs.  George  V.  IMartin’s  letter  of  resignation  was 
read  and  Mrs.  John  H.  Dellinger,  former  vice-presi- 
dent, took  over  her  duties  as  president  of  the  Aux- 
iliary. A contribution  was  made  to  the  State  Stu- 
dent’s Loan  Fund,  made  possible  by  the  sale  of 
candy  under  the  direction  of  !Mrs.  Charles  Hender- 
son. 

Dolores  E.  Schmidt  (Mrs.  W.  F.) 

Publicity  Chairman 

Northern  Neck. 

The  fall  meeting  of  this  Auxiliar}'  was  held  on 
October  17th  at  the  Indian  Creek  Yacht  and  Coun- 
try Club,  Byrdton.  The  new  president,  Mrs.  E.  T. 
.\mes,  presided.  There  were  fifteen  members  present. 
Mrs.  Am.es  welcomed  the  following  guests:  IMes- 
dames  Walter  Buffey  and  J.  B.  Black  of  Richmond, 
and  Mrs.  James  Lamb  of  Warsaw. 

The  program  chairman,  Mrs.  Leonard  Booker, 
presented  the  guest  speaker.  Dr.  H.  J.  Haynes,  Di- 
rector of  the  Fredericksburg  .\rea  2klental  Hygiene 
Clinic,  who  spoke  on  “.\ctivities  of  Operations  of 
the  Mental  Health  Clinic  in  Fredericksburg”,  which 
covers  about  nine  counties. 

Fairfax. 

In  October,  ^Irs.  .\ndrew  Tessitore,  President, 
held  a luncheon  for  the  Board  to  draw  up  plans  for 
the  year.  ^Irs.  Thomas  E.  Haggerty  held  a mem- 
bership coffee  to  welcome  old  and  new  members  in 
the  area. 
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Presidents  Message . . . . 


'■  I '' HE  1957  ANNUAL  MEETING  in  Washington  brought  forth  some  extremely 
important  and  interesting  developments.  I was  very  happy  to  see  such  lively 
debate  in  the  House  of  Delegates  meetings.  'I'his  is  a sign  of  vitality  in  our  organiza- 
tion. Probably  no  two  of  us  will  think  the  same  on  every  issue  that  ari.ses  this  year. 
And  probably  every  one  of  us  can  learn  something  because  of  this  situation.  J trust 
that  we  can  have  whatever  constructive  thoughts  come  to  your  individual  minds  on  the 
important  topics  we  will  be  faced  with  this  year. 

These  topics  will  be  many,  as  is  already  evident.  It  is  my  intention,  whenever  pos- 
sible, to  keep  the  membership  informed  of  these  problems.  Some  changes  have  l)een 
made  in  committees  in  an  effort  to  increase  their  efficiency.  Some  new  committees  are 
being  constructed  as  directed  by  the  House  of  Delegates.  It  will  take  a little  time  to 
get  all  of  these  things  in  order.  I have  much  faith  in  the  ability  of  our  collective 
minds  to  accomplish  a great  deal  when  we  so  desire,  and  I believe  this  year  may  well 
be  a year  of  great  decision  for  us. 

In  spite  of  the  well  arranged  and  well  managed  meeting  we  have  just  had,  it  is 
apparent  that  the  format  of  this  Annual  ^Meeting  needs  some  adjustments.  The  scien- 
tific sessions  should  not,  under  any  circumstances,  be  reduced  in  either  quality  or 
quantity.  The  majority  of  the  membership  comes  to  the  meeting  for  the  medical  knowl- 
edge that  can  be  obtained  there.  But  I believe  the  business  sessions  of  the  Society  can 
be  better  arranged.  This  I will  try  to  work  out  with  the  Committee  on  Arrangements 
for  next  year’s  meeting. 

In  this  column,  for  month  to  month,  I shall  outline  various  problems  and  situations 
that  affect  us  as  individuals  and  as  a unit.  It  is  my  hope  that  you  will  read,  and 
respond,  as  you  see  fit. 

Lastly,  let  me  thank  you,  in  advance,  for  your  help  and  assistance  as  I may  request 
it.  The  organization  can  only  be  as  good  as  we  collectively  make  it. 


President 


VoL.  84,  December,  1957 
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Editorial 


• • • • 


The  Medical  Bulletin  of  Northern  Virginia 

o NE  OF  "I'HE  many  worthwhile  experiences  at  The  Medical  Society  of  Virginia 
meeting  in  W'ashington  this  October  w'as  the  opportunity  to  become  acquainted 
with  The  Medical  Bulletin  of  Northern  Virginia.  Dr.  Albert  V.  Rigsbee  is  Editor  and 
Albert  Leitch,  a newspaperman  for  many  years,  is  Editorial  Assistant  and  printer  of 
this  very  professional  publication  which  now  is  in  its  fourth  year.  The  Bulletin  is 
published  monthly  and  the  October  28  issue  contained  twenty  pages.  There  were 
numerous  photographs  and  an  excellent  drawing  by  Mrs.  Nancy  Wehl,  a former  fashion 
and  medical  illustrator.  The  large  and  active  Editorial  and  Advisor)'  Committees 
must  be  a source  of  aid  and  comfort  to  the  Editor.  The  income  from  advertising  covers 
the  cost  of  publication  and  it  is  distributed  free  to  the  physicians  of  the  Tenth  District. 

This  unusual  publication,  as  far  as  the  Editor  of  the  Bulletin  is  aware,  is  the  first 
medical  newspaper  in  Am.erica.  A newspaper  format  was  chosen  because  of  the  sense 
of  urgency  conveyed  b)’  this  news  medium.  This  form  recommended  itself  as  the 
(juickest  method  of  providing  information  to  the  reader  and  for  the  ease  with  which 
a number  of  stories  may  be  started  on  page  one.  This  type  of  presentation  also  facili- 
tates the  coj)ying  of  items  by  local  newspapers  after  they  have  appeared  in  the  Bulle- 
tin. Nothing  is  lost  in  the  transfer  if  the  item  already  is  in  newspaper  form. 

Medical  and  related  society  meetings  are  listed.  This  has  been  found  to  increase 
the  attendance.  Personal  news  items,  always  popular,  are  featured.  An  effort  is  made 
to  carry  medical  items  of  all  types  relating  to  the  Tenth  District.  While  the  Bulletin 
is  the  official  publication  of  the  Arlington  County  Medical  Society,  it  carries  all  the 
Alexandria  and  Fairfax  IMedical  Society  news  that  the  correspondents  from  these  or- 
ganizations can  forward.  Probably  this  publication’s  greatest  contribution  is  the  dis- 
semination of  information  between  the  three  comj>onent  societies  of  the  Tenth  District 
with  resulting  unification  of  the  physicians  of  this  area. 

It  is  the  hope  of  the  Virginia  IMedical  ^Monthly  that  the  Bulletin  will  be  the  first  of 
other  similar  publications  in  the  State.  The  medical  societies  in  our  rapidly  growing 
Hampton  Roads  Area  might  pool  their  energies  and  talents  to  produce  a publication  of 
tins  type  for  it  would  ])rove  of  real  value  in  bringing  together  the  physicians  of  the 
dispersed  Norfolk-Princess  Anne-Portsmouth-Newport  News-Warwick-Hampton-Cape 
Charles  district. 

H.  J.  W. 
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QwiMjni  QwiJtsuniA 


MEMBERS  ARE  URGED  to  read  the  minutes  of  Council  and  the  House  of  Delegates 
published  in  this  issue.  The  complete  auditor’s  report  is  also  published  and  is  "must” 
reading  for  every  member  interested  in  the  management  of  the  Society  and  its  finan- 
cial standing. 

A NEW  TAX  RULING  by  the  Internal  Revenue  Service  may  mean  that  physicians 
practicing  as  an  association  are  entitled  to  the  same  tax  deferment  privileges  as  cor- 
poration employees  with  regard  to  annuities.  A federal  court  of  appeals  has  ruled,  in 
the  famous  Kintner  Case,  that  a group  of  physicians,  formally  associated  as  partners, 
would  be  entitled  to  tax  treatment  as  a corporation  after  they  banded  together  in  an 
association.  Thus,  it  appears  that  IRS  will  not  deny  the  favored  tax  status  to  an  asso- 
ciation of  physicians  simply  because  indications  are  that  the  association  was  formed  to 
obtain  pension  plan  benefits  for  members. 

Should  this  policy  be  maintained  by  IRS,  the  effect  will  be  to  allow  physicians  form- 
ing our  association  (in  line  with  criteria  yet  to  be  established)  to  enjoy  approximately 
the  same  annuity  advantages  they  would  under  the  Jenkins-Keogh  Bill.  Sponsors  would 
have  to  meet  two  tests:  the  association  would  have  to  qualify  for  federal  tax  benefits, 
while  at  the  same  time  avoiding  the  charge,  under  state  law,  of  engaging  in  the  cor- 
porate practice  of  medicine. 

The  criteria  for  testing  the  existence  of  an  association  taxable  as  a corporation  will  bc 
published  as  soon  as  it  is  released. 

A SOCIAL  SECURITY  FOLDER  has  been  mailed  to  all  physicians  by  the  American 
Medical  Association.  The  folder  is  attractive  and  easy  to  read,  and  lists  eight  reasons  why 
the  profession  should  not  accept  social  security  on  a compulsory  basis.  The  pamphlet, 
entitled  "Which  Way?”,  is  part  of  a stepped-up  information  program  explaining  the 
reasons  for  the  profession’s  position  on  this  issue. 

The  pamphlet  requests  that  physicians  study  the  eight  basic  reasons  and  "evaluate  them 
carefully  in  making  your  decisions  as  to  'Which  Way’  the  medical  profession  should 
turn”. 

This  material  is  quite  timely — particularly  since  a number  of  component  societies  have 
recently  held  programs  on  social  security,  and  at  least  two  have  conducted  their  own 
surveys  on  the  subject. 

A COMMITTEE  OF  24  MEMBERS  has  been  appointed  to  advise  the  Public  Health 
Service  on  operations  for  the  National  Health  Survey,  which  wdll  release  some  of  its 
findings  next  year.  The  survey  was  established  by  Congress  in  1956.  Committee  mem- 
bers include  physicians,  nurses.  Public  Health  officials,  pharmaceutical  executives,  wel- 
fare leaders,  educators  and  life  insurance  executives.  This  entire  operation  is  being 
watched  closely  by  the  profession. 


FEDERAL  SPENDING  in  the  health  field  may  be  reduced  after  the  current  fiscal 
year.  Under  Secretary  John  Perkins  of  the  Department  of  Health,  Education  and  Wel- 
fare, recently  expressed  his  views  on  the  subject.  He  said,  in  part:  ".  . . there  are  now 
other  circumstances  that  suggest  an  objective  reevaluation  of  the  grant  system.  Think 
of  the  dramatic  change  in  the  national  budget  that  has  been  brought  about  by  war 
and  cold  war  . . . Federal  grants-in-aid  have  proven  to  be  an  effective  means  . . . for 
smoothing  out,  at  least  on  a minimum  basis,  the  variations  in  wealth  among  the  states. 
However,  I am  suggesting  that  the  realities  of  today’s  world  and  its  demands  on  the 
federal  budget  require  that  the  states  and  local  communities  assume  an  increasingly 
greater  part  of  both  the  burden  and  the  challenge  presented  by  the  public  health  needs 
of  the  future.” 

THE  20th  EDITION  of  the  AMA  Directory,  containing  complete  data  on  260,000 
physicians  in  the  United  States  and  Canada,  is  now  going  to  press  and  will  be  ready  for 
shipment  on  September  1,  195  8. 

This  195  8 edition  will  contain  more  than  100,000  changes  of  address  and  biographical 
data  on  an  additional  19,000  new  physicians.  Included  also  will  be  14,000  changes  in 
specialties  and  certifications  by  the  Examining  Boards  for  Medical  Specialties. 

Many  physicians  are  already  ordering  copies  for  early  delivery.  The  pre-publication 
price  for  orders  before  January  1,  195  8,  is:  United  States  and  Possessions,  $30.00;  out- 
side U.S.  and  Possessions,  $3  3.00. 

A price  Increase  will  take  effect  after  January  1.  The  rates  will  then  be  $3  5.00  and 
$38.00. 

VIRGINIA  PHYSICIANS  have  recently  received  sample  polio  reminders  for  patients 
who  have  not  started  their  polio  vaccination  series  or  received  their  final  shots.  Mem- 
bers are  urged  to  complete  the  special  form  furnished  with  the  reminders  and  order  free 
as  many  reminder  cards  as  needed. 

The  AMA  hopes,  by  working  directly  with  individual  physicians,  to  reach  those  37  mil- 
lion Americans  under  40  who  have  not  yet  started  their  series  and  the  44  million  others 
who  still  need  second  and  third  inoculations. 

Physicians  across  the  country  cooperated  admirably  during  last  year’s  campaign,  and 
their  success  is  shown  in  the  70  per  cent  drop  in  paralytic  polio  cases.  Vaccine  supplies 
are  now  quite  plentiful  and  physicians  are  urged  to  renew  the  campaign  to  inoculate 
as  many  of  their  patients  as  possible. 

COMPONENT  MEDICAL  SOCIETIES  will  soon  receive  a booklet  entitled  "1957  Na- 
tionwide Survey  on  County  Medical  Society  Activities”.  The  booklet  contains  informa- 
tion on  such  component  society  programs  as  emergency  call  systems,  fee  schedules, 
insurance,  grievance  committees,  dues,  etc.  Additional  copies  may  be  secured  from  the 
AMA  Council  on  Medical  Service. 


Society  Proceedings .... 


Fairfax  County  Medical  Society. 

Dr.  Thomas  E.  Haggerty,  Falls  Church,  has  been 
installed  as  president  of  this  Society,  and  Dr. 
Thomas  O’Brien,  also  of  Falls  Church,  has  been 
named  president-elect.  Dr.  William  Enos,  Fairfax, 
is  vice-president;  Dr.  Andrew  Tessitore,  Vienna, 
secretary;  and  Dr.  Carl  Parker,  Falls  Church,  treas- 
urer. Members  at  Large  on  the  Executive  Commit- 
tee are  Drs.  Frances  Ayers  and  J.  D.  Zylman,  both 
of  Falls  Church. 

The  Danville-Pittsylvania  Academy  of  Medi- 
cine 

Had  its  annual  “Ladies’  Night”  on  September 
13th  at  the  Danville  Country  Club  and  entertained 
the  doctors  and  their  wives  with  dinner  and  dance. 

The  Academy  held  its  regular  monthly  meeting 
on  October  11th,  at  which  time  Mr.  J.  C.  Searles, 

News  Notes 


New  Members. 

Since  the  list  published  in  the  November  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Virginia: 
Miriam  W.  Carmichael,  M.D.,  Richmond 
Robert  Thomas  Cauthorne,  M.D.,  Richmond 
Frederick  David  Gillespie,  IM.D.,  North  Tazewell 
Edward  Davis  Harris,  M.D.,  Richmond 
William  Burton  Johnston,  M.D.,  Richmond 
Ralph  Burton  Maffey,  M.D.,  Tazewell 
Ella  Louise  Payne,  M.D.,  Charlottesville 
William  Clark  Pole,  M.D.,  Charlottesville 
Thomas  Allen  Ray,  M.D.,  Arlington 
Frederick  E.  Vultee,  Jr.,  M.D.,  Richmond 

The  Washington  Meeting. 

The  weather  was  made  to  order  and  the  trees  were 
at  their  height  of  fall  beauty  for  the  annual  meeting 
of  The  Medical  Society  of  Virginia  held  at  The 
Shoreham,  Washington,  October  27-30.  In  fact, 
everything  would  have  been  almost  perfect  except 
for  the  fact  that  the  “Flu  Bug”  invaded  our  popula- 
tion and  the  attendance  was  far  below  that  antici- 
pated. Total  registration  was  eleven  hundred  and 
sixteen,  which  included  six  hundred  and  forty-one 
physicians,  two  hundred  and  seventy-nine  members 


Field  Representative  of  the  .Al)l)ott  Lalxmitories, 
Department  of  Radiopliarmaceuticals,  s]K)ke  on  'Phe 
Clinical  Use  of  Radioactive  Isotopes. 

The  Northern  Virginia  Academy  of  Surgery 

Held  its  annual  meeting  at  the  Belle  Haven 
Country  Clul),  .Alexandria,  on  October  1st.  The 
speaker  of  the  evening  was  Dr.  Johnson,  head  of  the 
Orthopaedic  Pathology  Dei)artment  of  the  Armed 
Forces  Institute  of  Pathology. 

New  officers  elected  at  the  business  meeting  were 
Dr.  W.  Leonard  Weyl,  President;  Dr.  Michael  .A. 
Puzak,  A’ice  President;  Dr.  .Allen  M.  Ferry,  Secre- 
tary; and  Dr.  Charles  A’.  .Amole,  Treasurer.  Elected 
as  Counselors  were  Drs.  Joseph  Romness,  John 
Hazel  and  John  Hoyle.  Dr.  John  Alexander,  the 
retiring  President,  remains  on  the  Executive  Com- 
mittee, ex  officio.  Dr.  Henry  T.  Kulesher  was  elected 
to  membership  in  the  .Academy. 


of  the  Woman’s  .Auxiliary,  and  one  hundred  and 
ninety-six  exhibitors. 

In  spite  of  the  fact  that  a fire  had  damaged  the 
ballroom  the  week  before  the  meeting  and  at  the 
last  minute  the  technical  and  scientific  exhibits  had 
to  be  moved  to  the  garage  or  “exhibition  hall”,  at- 
tendance there  seemed  to  be  Cjuite  good.  There  were 
fifty-six  technical  e.xhihits — which  as  far  as  is  known 
tops  the  record.  Scientific  exhibits  were  unusually 
good  and  awards  were  made  as  follows;  First  .Award 
— The  Hands  in  .Arthritis  by  Dr.  Joseph  .A.  Kiesel, 
Washington,  1).  C. ; Second  .Award — Reconstructive 
Surgery  of  the  Hand  by  Drs.  C.  C.  Coleman,  Jr., 
and  Lee  B.  Brown,  Charlottesville;  and  Third 
Award — Safety  in  Operations  for  Mitral  Stenosis 
by  Dr.  William  L.  Jamison,  Washington,  D.  C. 

Dr.  Ba.xter  1.  Bell,  Sr.,  Williamsburg,  was  chosen 
as  Ahrginia  General  Practitioner  of  the  A'ear. 

The  following  telegram  was  received  from  Presi- 
dent Eisenhower:  “Through  Congressman  Broyhill, 
I have  learned  of  the  110th  Annual  Meeting  of  The 
Aledical  Society  of  Virginia  and  I am  glad  to  send 
greetings  to  your  membership  assembled.  For  over 
a centurj'  your  services  to  the  people  of  Virginia 
have  been  rendered  in  the  highest  traditions  of  the 
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medical  profession.  Strengthened  by  this  splendid 
heritage,  your  organization  continues  to  give  essen- 
tial support  to  the  health  of  a great  community. 
Best  wishes  for  a memorable  meeting. 

Dr.  Harry  Clark  Bates,  Jr.,  Arlington,  succeeded 
Dr.  James  D.  Hagood,  Clover,  to  the  presidency. 
Dr.  Walter  P.  Adams,  Norfolk,  was  named  presi- 
dent-elect; Drs.  J.  R.  B.  Hutchinson,  .Arlington; 
Holcombe  H.  Hurt,  Lynchburg;  and  C.  C.  Hatfield, 
Saltville,  vice-presidents;  and  Robert  I.  Howard, 
Richmond,  executive  secretary-treasurer. 

The  next  meeting  of  the  Society  will  be  held  in 
Richmond,  October  12-15,  1958. 

Dr.  Hedges  90  Years  Young. 

Dr.  Halstead  S.  Hedges,  Charlottesville,  cele- 
brated his  90th  birthday  on  September  30th — in  his 
office,  seeing  patients  as  usual.  His  office  staff  and 
colleagues  presented  him  with  a cake  in  the  office 
in  the  morning  and  in  the  afternoon  there  was  a 
small  celebration  at  home.  The  Medical  School  of 
the  University  of  Virginia  presented  him  with  a cita- 
tion. The  following  day  some  30  or  40  of  his  local 
men  friends  held  a stag  party  at  Bear  Rock  Camp 
in  Madison  County.  Dr.  Hedges  began  his  practice 
in  1893  and  he  shows  no  sign  of  slackening  his 
pace. 

Dr.  Oscar  L.  Hite, 

Richmond,  received  a citation  for  “meritorious 
Christian  service”  at  the  annual  convocation  of 
Crozer  Theological  Seminary  at  Chester,  Pa.,  in 
October.  He  was  one  of  eight  recipients  of  the  award 
chosen  from  throughout  the  United  States. 

Dr.  Henry  B.  Mulholland, 

Charlottesville,  has  accepted  membership  on  the 
National  -Advisory  .\rthritis  and  Metabolic  Diseases 
Council  for  the  term  1957-61.  His  appointment  was 
announced  by  Dr.  L.  E.  Burney,  Surgeon  General 
of  the  Public  Health  Service. 

Dr.  Allen  Pepple 

Has  been  appointed  chairman  of  the  division  of 
dermatology  and  professor  of  dermatolog}-  and 
syphilology  at  the  Medical  College  of  Wrginia. 

Dr.  Michael  Honored. 

Dr.  Carlton  A.  Michael,  .\ustinville,  who  is  re- 
tiring, was  given  a surprise  party  by  the  Lead  Mines 
Ruritan  Club  on  October  26th.  He  was  presented 
with  a Hi-Fi  Console  model  .\F-FM  radio  and 
phonograph  and  several  smaller  gifts.  Dr.  IMichael 
came  to  Austinville  in  1921  and  became  company 
doctor  for  the  local  Bertha  Mineral  Division  of  the 


New  Jersey  Zinc  Company  plant  in  1930.  After 
his  retirement,  he  will  make  his  home  in  Blacksburg. 

Dr.  Mack  I.  Shanholtz, 

State  Health  Commissioner,  has  been  elected  sec- 
retarA'-treasurer  of  the  .Association  of  State  and 
Territorial  Public  Health  Officers. 

Dr.  Reginald  B.  Henry,  Jr., 

Is  now  associated  with  Drs.  V alter  B.  Martin, 
John  Franklin  and  Robert  B.  Gahagan  in  the  prac- 
tice of  internal  medicine,  with  offices  in  the  Wain- 
wright  Building,  Norfolk. 

Dr.  White  to  Remain  in  Nigeria. 

Dr.  Leta  J.  White,  Petersburg  pediatrician,  who 
left  in  .August  for  two  months  service  in  mission 
hospitals  and  clinics  in  Nigeria  and  the  Belgian 
Congo,  will  remain  for  a year.  Since  working  in 
the  mission  hospitals,  she  has  found  such  an  acute 
shortage  of  doctors  and  so  much  sickness  that  she  has 
agreed  to  work  for  a year  under  the  Foreign  Alission 
Board  of  the  Southern  Baptist  Convention.  Dr. 
White  writes  there  are  about  50,000  people  to  one 
doctor. 

Dr.  Raymond  Brown, 

Gloucester,  was  guest  speaker  at  a recent  meeting 
of  the  Ware  Junior  Woman’s  Club.  His  subject  was 
Aledical  Problems  of  Gloucester. 

Dr.  Claude  A.  Nunnally, 

Fredericksburg,  has  recently  been  elected  to  the 
School  Board  by  the  City  Council.  He  succeeds 
Dr.  D.  W.  Scott,  Jr.,  who  resigned  as  he  is  moving 
outside  of  the  city. 

Dr.  John  L.  Patterson,  Jr., 

Richmond,  spoke  before  the  annual  meeting  of 
the  .American  Heart  .Association  in  Chicago  in  Oc- 
tober. His  subject  was  Circulation  and  Respiration 
in  the  Giraffe  and  discussed  findings  last  October 
during  a Navy  sponsored  safari  to  South  .Africa. 

Dr.  Count  D.  Gibson, 

.Associate  professor  of  medicine  at  the  Medical 
College  of  Virginia,  has  been  named  professor  of 
preventive  medicine  at  Tufts  University  School  of 
Aledicine.  He  begins  his  duties  in  January. 

National  Foundation  for  Infantile  Paralysis. 

Dr.  Ernest  B.  Carpenter  will  serve  as  chairman  of 
the  Aledical  .Advisory  Committee  for  the  Richmond- 
Henrico  Chapter  of  the  National  Foundation  for 
Infantile  Paralysis.  Others  on  the  committee  are 
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Drs.  \V.  H.  Park,  Weir  M.  Tucker,  Count  D.  Gib- 
son, and  William  G.  Gill.  All  are  from  Richmond. 

Wanted. 

^lental  Hospital  Physician,  ^lerit  increases.  Va- 
cation and  sick  leave  with  j)ay.  Retirement  benefits. 

Chief  of  Service — Four  years  of  psychiatric  ex- 
perience, at  least  two  of  which  must  have  been  in 
a mental  hospital.  State  license  or  eligibility  there- 
for. Starting  salary  $10,992.00  per  year. 

Staff  Physician — Two  years  of  psychiatric  ex- 
perience, at  least  one  of  which  must  liave  been  in  a 


Obituaries .... 

Dr.  Robert  Finley  Gayle,  Jr., 

Prominent  Richmond  psychiatrist,  died  November 
4th  after  a brief  illness.  He  was  a native  of  Nor- 
folk County  and  si.xty-five  years  of  age.  Dr.  Gayle 
graduated  from  the  Medical  College  of  Virginia  in 
1915  and  had  been  engaged  in  the  private  practice 
of  psychiatry  in  Richmond  since  1919.  He  had  been 
chief  of  the  Department  of  Psychiatry  at  the  Medical 
College  of  Virginia  and  the  Psychiatric  and  Neu- 
rological Division  of  its  hospital  since  1939.  Dr. 
Gayle  had  also  been  a member  of  the  State  Hospital 
Board  since  1939  and  a member  of  the  Governor's 
•Advisory  Board  for  Mental  Hygiene  since  1920. 

Dr.  Gayle  was  president  of  the  American  Psychia- 
tric Association  in  1955,  having  previously  served 
four  years  as  secretar}'.  He  was  a past  president  of 
the  Richmond  Academy  of  iMedicine,  the  Southern 
Psychiatric  Association  and  the  Virginia  Neuro- 
psychiatric Society.  He  had  been  an  active  member 
of  The  Medical  Society  of  Virginia  since  1919. 

Dr.  Gayle  is  survived  by  his  wife,  two  sons,  a 
daughter,  and  two  stepdaughters. 

Dr.  Douglas  VanderHoof, 

Widely  known  Richmond  physician,  died  October 
31st  at  the  age  of  seventy-seven.  He  was  a native  of 
New  York  and  a graduate  from  Johns  Hopkins 
Medical  School  in  1905.  Dr.  VanderHoof  was  a 
member  of  the  faculty  of  the  Medical  College  of 
Virginia  from  1906  to  1914  and  was  professor  of 
medicine  and  physician-in-chief  to  the  hospital  divi- 
sion from  1914  to  1927.  He  was  made  emeritus  pro- 
fessor of  medicine  in  1929  and  served  on  the  Board 
of  Visitors  from  1929  to  1953. 

Dr.  VanderHoof  was  very  prominent  in  civic  af- 
fairs. During  World  War  I he  was  assigned  to  remain 


mental  hospital.  .State  License  or  eligibility  therefor. 
Starting  salary  $10,032.00  jrer  year. 

.Apply  to  Suixmintendent,  Dejarnette  State  Sana- 
torium, Staunton,  Virginia.  {Adv.) 

Desires  Association. 

Internist — 33;  Ijoard  eligilde;  University  hospital 
trained;  \ irginia  license;  interests  endcxrinology  and 
metalxdic  diseases;  desires  association  with  internist, 
group  or  hospital.  Write  ^250,  care  the  Virginia 
Medical  Alonthly,  P.  ().  Box  5085,  Richmond  20, 
Va.  {Adv.) 


in  Richmond  as  an  essential  medical  instructor  and 
served  as  a member  and  secretar)-  of  the  Medical 
.Advisory  Board.  During  World  War  II,  he  was 
consulting  physician  for  the  Henrico  County  Selec- 
tive Service  Board.  Dr.  A'anderHoof  was  made  a 
Life  Member  of  The  Aledical  Society  of  A’irginia  in 
1955,  having  joined  in  1907. 

His  wife  survives  him. 

Dr.  William  McMath  Revercomb, 

Clifton  Forge,  died  November  8th,  at  the  age  of 
seventy-nine.  He  was  a native  of  Highland  County 
and  a graduate  of  the  Aledical  College  of  A irginia 
in  1904.  Dr.  Revercomb  had  practiced  at  Clifton 
Forge  since  1909  and  was  a member  of  the  medical 
staff  of  the  Chesapeake  and  Ohio  Hospital. 

Dr.  Revercomb  was  a Mason,  a member  of  Knights 
Templar  and  the  Shrine.  He  was  a Life  Member 
of  The  Medical  Society  of  Virginia,  having  joined 
in  1904. 

His  wife  and  two  daughters  survive  him. 

Dr.  Richard  Moncure  Reynolds, 

AA'idely  known  Norfolk  physician,  died  October 
29th,  at  the  age  of  fifty-seven.  He  was  a graduate 
of  the  Medical  College  of  Adrginia  in  1929  and  had 
practiced  in  Norfolk  since  that  time. 

Dr.  Reynolds  was  past  president  of  the  Ocean 
Adew  Lions  Club  and  the  Tidewater  .Academy  of 
General  Practice.  He  was  chairman  of  the  commit- 
tee on  arrangements  for  the  annual  meeting  of  the 
Adrginia  .Academy  of  General  Practice  to  be  held  at 
Adrginia  Beach  in  1958.  Dr.  Reynolds  had  been  a 
member  of  The  Aledical  Society  of  Virginia  since 
1934. 

His  wife  survives  him. 
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Dr,  Francis  Louis  Zinzi, 

Arlington,  died  October  24th,  following  a heart 
attack.  He  was  forty-three  years  of  age  and  a grad- 
uate of  Georgetown  University  School  of  IMedicine 
in  1940.-  Dr.  Zinzi  had  been  a member  of  The 
Medical  Society  of  Virginia  for  three  years. 

Lucretia  Martin, 

Wife  of  Dr.  Walter  B.  Martin,  Norfolk,  died 
October  8th  after  a lingering  illness.  The  Martins 
were  married  in  1917  and  celebrated  their  40th  wed- 
ding anniversary-  shortly  before . the  onset  of  IMrs. 
iMartin’s  terminal  illness. 

Dr.  Hughes 

Dr.  Thomas  Edmond  Hughes  was  born  at  Amissville, 
Rappahannock  County,  Virginia,  January  20th,  188+,  the  - 
son  of  John  Spindle  Hughes  and  Capitola  Luttrell  Hughes. 

His  early  life  was  spent  in  Rappahannock  County 
where  he  attended  public  schools  and  Randolph  Macon 
Academy.  He  earned  a B.A.  degree  from  Richmond  Col- 
lege in  1906.  After  one  year  at  the  University  College 
of  Medicine,  now  the  Medical  College  of  Virginia,  he 
transferred  to  the  University  of  Virginia  where  in  1910 
he  graduated  with  an  M.D.  degree.  He  served  an  in- 
ternship at  the  James  Walker  Memorial  Hospital  in 
Wilmington,  North  Carolina,  in  which  state  he  entered 
private  practice  for  a short  time  before  accepting  a com- 
mission in  the  U.  S.  Public  Health  Service.  He  later 
resigned  his  commission  to  pursue  training  in  his  specialty 
at  the  Manhattan  Eye,  Ear  and  Throat  Hospital  and  con- 
tinued his  training  in  the  New  York  Eye  and  Ear  In- 
firmary. 

He  returned  to  Richmond  where  he  practiced  Otolaryn- 
gology independently  and  as  a member  of  the  staff  of  the 
McGuire  Clinic  for  over  thirty  years. 

Dr.  Hughes  never  failed  to  pursue  his  interests  in  farm- 
ing and  sports.  He  was  fond  of  horses  and  racing  and 
was  an  active  member  of  the  Deep  Run  Hunt  Club.  He 
was  a member  of  the  Country  Club  of  Virginia  and  the 
Commonwealth  Club.  In  1905,  when  a student  at  Rich- 
mond College,  he  was  a member  of  the  track  team  and 
was  awarded  the  All  Around  Athlete  Medal. 

Professionally,  he  was  an  inspiring  teacher  at  the 
Medical  College  of  Virginia,  and  his  teaching  aptitude 
continued  throughout  his  life.  He  contributed  many  im- 
portant articles  to  specialty  journals.  He  was  President  of 
the  Richmond  Eye,  Ear,  Nose  and  Throat  Society,  Presi- 
dent of  the  Virginia  Society  of  Ophthalmology,  and  held 
membership  in  the  Richmond  Academy  of  Medicine, 
Medical  Society  of  Virginia,  American  Medical  Associa- 
tion, American  Academy  of  Ophthalmology  and  Otolaryn- 
gologj'  and  the  American  Triological  Society. 

In  1939  he  married  Miss  Mary  Elizabeth  Warren  of 
Fauquier  County,  who  survives  him. 

Because  of  his  great  love  of  farming  and  out-of-door 
life,  he  retired  from  active  city  practice  to  Front  Royal, 
where  he  maintained  an  office  for  limited  practice.  He 
spent  much  of  his  time  caring  for  a registered  herd  of 
Black  Angus  cattle.  It  was  here,  outside  of  his  farm  at 


Delaplane,  where  the  tragic  automobile  accident  which 
claimed  his  life  occurred  April  2nd,  1957. 

Dr.  Hughes  was  a doctor’s  doctor  in  his  professional 
attainments,  a loyal  friend  to  his  colleagues,  a charming 
gentleman  to  his  myriad  friends,  and  a wise  counselor 
to  his  many  patients.  His  broad  intellectual  interests, 
ranging  from  Dr.  Freeman’s  Current  Events  Club  to  his 
scientific  interest  in  breeding  cattle,  qualified  him  for 
designation  as  a scholar. 

Therefore,  Be  It  Resolved,  that  the  Richmond  Academy 
of  Medicine  express  its  deep  appreciation  of  his  life  and 
its  profound  grief  at  his  passing. 

Be  It  Further  Resolved,  that  a copy  of  these  resolu- 
tions be  tendered  Mrs.  Hughes,  and  that  they  become  a 
part  of  the  minutes  of  the  Richmond  Academy  of  Medi- 
cine. 

Hunter  H.  McGuire 
E.  Trible  Gatewood 
John  P.  Lynch 

Dr.  Morewitz 

On  September  5,  1957,  the  Warwick-Newport  News 
Medical  Society  lost  one  of  its  devoted  and  diligent  mem- 
bers, Dr.  Thomas  D.  Morewitz. 

Dr.  Morewitz  was  born  in  Baltimore,  Maryland,  on 
February  21,  1893.  His  elementary  education  was  ob- 
tained in  the  Newport  News  school  system  and  at  the  age 
of  twenty  he  received  his  M.D.  degree  at  the  Medical 
College  of  Virginia  and  interned  at  Saint  Vincent’s  Hos- 
pital in  Norfolk.  In  1919,  after  being  discharged  from 
the  Army  Medical  Corps  with  the  rank  of  Captain,  he 
returned  to  Newport  News  to  practice. 

Dr.  Morewitz  devoted  his  practice  almost  entirely  to 
the  seafaring  men  of  the  many  nations  whose  ships 
brought  them  to  the  great  port  of  Hampton  Roads.  He 
was  a man  of  few  words  and  firm  opinions,  but  behind  this 
outer  veneer  was  a great  love  and  sympathy  for  the 
“under  dog’’  and  an  untiring  sense  of  duty  to  serve  the 
medical  needs  of  these  men  from  the  far  corners  of  the 
world. 

Dr.  Morewitz  also  served  as  Newport  News  Citj- 
Physician  from  1947  to  1951.  He  was  a member  of 
Braxton-Perkins  Post  of  the  American  Legion  and  B.  P. 
O.  E.  315.  He  was  a charter  member  of  the  Rodef  Sholem 
Congregation  in  Newport  News  and  a member  of  The 
Medical  Society  of  Virginia  and  the  American  Medical 
Association. 

He  was  always,  in  his  quiet,  modest,  unassuming  man- 
ner, willing  to  undertake  any  burden  or  responsibility  for 
the  welfare  of  his  patients.  His  efforts  will  be  surely 
missed. 

Therefore  Be  It  Resolved  by  the  Warwick-Newport 
News  Medical  Society  that  we  extend  to  the  bereaved 
family  our  deepest  sympathy  and  share  with  them,  the 
community,  and  his  legion  of  sea-faring  friends  from  all 
over  the  world,  in  the  loss  of  our  colleague  and  friend. 

Be  It  Further  Resolved  that  these  resolutions  be  spread 
upon  the  pages  of  the  minutes  of  the  Warwick-Newport 
News  Medical  Society,  and  that  copies  be  sent  to  the 
family  and  to  the  Virginia  Medical  Monthly. 

J.  W.  Tankard,  M.D.,  Chairman 

M.  L.  Horne,  M.D. 

Barnes  Gillespie,  M.D. 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquin 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Doderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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HLADYS  GUIDANCE  CENTER 

928  West  Franklin  Street 
Richmond  20,  Virginia 
Phone— EL  9-2279 


For  treatment  of  the  serious  mental  illnesses  of  childhood  and  adolescence. 

Services  include  psychological  testing,  intensive  phychotherapy,  group 
psychotherapy,  art  therapy,  interpretive  dancing,  music  therapy,  psycho- 
drama, physical  therapy,  educational  therapy,  and  play  therapy. 


J.  J.  Hladys,  M.D.,  Neuropsychiatrist  W.  E.  HARRIS,  Ph.D.,  Clinical  Psychologist 
Jane  P.  Reynolds,  Fine  Arts  Therapist 


RIVERSIDE  CONVALESCENT  HOME 

Sophia  & Fauquier  Sts.  Fredericksburg,  Virginia 


For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty-four. 
Medical  Supervision.  Inspec- 
tion Invited.  Write,  or  tele- 
phone Essex  3-3434. 

Rates: 

$40.00  to  $75.00  per  week 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personai  Attention, 
Speciaiiy  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  wilt  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  J955  H.  W.  Afford,  A/fanfo,  Ca. 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Announces  to  the  Profession 

THIRTY-FIRST  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 


April  14  through  April  19,  1958 


GUEST  SPEAKERS 


David  B.  Allmak,  M.D.. 
Edwin-  N.  Broyles,  M.D.__ 

John  J.  Conley,  M.D 

George  Crile,  Jr.,  M.D._. 

Fred  W.  Dixon,  M.D 

Leon  Goldman,  M.D 

Roscoe  J.  Kennedy,  M.D., 

Perrin  H.  Long,  M.D 

Donald  J.  Lyle,  M.D 

Sylvester  C.  Missal,  M.D 
C.  Stewart  Nash,  M.D 


Atlantic  City  New  Jersey 

Baltimore,  Maryland 

New  York,  New  York 

Cleveland,  Ohio 

Cleveland,  Ohio 

Cincinnati,  Ohio 

Cleveland,  Ohio 

Brooklyn,  New  York 

Cincinnati,  Ohio 

Cleveland,  Ohio 

— Rochester,  New  York 


Edward  W.  D.  Norton,  M.D.  New  York,  New  York 

\V.  E.  Pembleton,  M.D Richmond,  Virginia 

Winston  H.  Price,  M.D Baltimore,  Maryland 

Donald  M.  Shafer,  M.D New  York,  New  York 

Benja.min  H.  Shuster,  M.D Philadelphia,  Pa. 

Byron  Smith,  M.D New  York,  New  York 

Norah  duV.  Tapley,  M.D.__  New  York,  New  York 
Richard  C.  Trout.man,  M.D.  Brooklyn,  New  York 

Henry  P.  Wagener,  M.D Rochester,  Minnesota 

Ja.mes  W.  Watts,  M.D Washington,  D.  C. 

Lorenz  E.  Zimmerman,  M.D.__  Washington,  D.  C. 


For  further  information  write: 


Superintendent,  P.  0.  Box  1789 


Roanoke,  Virginia 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  AAARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  84-3221 
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75th  ANNIVERSARY 


1882  - 1957 


1000  West  Grace  Street 
Richmond,  Virginia 


McGuire  clinic 


SI.  lUKt’S  HOSPlIAl 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING.  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON.  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE.  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 
JOHN  H.  REED,  JR..  M.D. 

JOHN  ROBERT  MASSIE,  JR..  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON.  M.D. 

AUSTIN  I.  DODSON,  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN.  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR..  M.D. 
STUART  J.  EISENBERG.  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 

Free  Parking  for  Patrons 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(combined) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital  special- 
ly constructed  for  the  treatment  of  Eye,  Ear, 
Nose  and  Throat  Diseases,  including  Laryngeal 
Surgery,  Bronchoscopy  and  Plastic  Surgery  of 
the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12lh  Street 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Caix,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Calx,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D, 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Orthopedics: 

Beverley  B.  Clary.  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr..  M.D. 

Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 

Anesthesiology 

Wtiliam  B.  Moncure,  M.D. 
Keth  Owen,  Jr..  M.D. 


Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  H.yRRisoN,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 

Fred  M.  Hodges.  M.D. 

L.  0.  Snead,  M.D. 

HuNTiat  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr.  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Phvsiotherapy : 

Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 
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^ppalacfjian  JIall 


Established  1916 

Asheville,  North  Carolina 


>-■>  N'uroloEi..l  con.ala.cnce. 

Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray.  complete 

^Appalachian  Hall  is  located  in  ^heville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 

climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


ST,  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


William  Scott,  Administrator 


For  information  concerning  School  of  Nursing,  address: 
Nettie  N.  Nicholas,  R.N.,  Superintendent  of  Nurses 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


Westbrooks  Sanatorium 


R1  CHMON  D 


Cstablisiwd  IpU 


VIRGINIA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff  ' • ANDERSON,  M.D.,  President 

REX  BLANKINSHIP,  M.D.,  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
.Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 


R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  J ’ieivs  Sent  On  Retjuest  • P.  O.  Box  1514  - Phone  5-3245 
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S n N T ALBANS 


PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD.  VIRGINIA 


James  K.  Morrow,  M.D. 
Thomas  E.  Painter,  M.D. 

AFFILIATED  CLINICS: 

Blueficld  Mental  Health  Center 
David  M.  Wayne,  M.D. 


STAFF 

James  P.  King,  M.D. 
Director 

Clara  K.  Dickinson,  M.D. 
Daniel  D.  Chiles,  M.D. 

Beckley  Mental  Health  Center 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


James  L.  Chitwood,  M.D. 
Medical  Consultant 


Harlan  Mental  Health  Center 
Harlan,  Ky. 

C.  H.  Crudden,  M.D. 


‘Understanding  Care" 


Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health 

Approved 


AGED 


Each  Guest  Under  Care  of  His  Oivn  Doctor. 

CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 


inspeetton 

Invited 


24  hours  daily  care  in  a specifically 
built  52  Bed  Nursing  Home.  Super- 
vised by  a Resident  R.  N.  and  M.  C.  V. 
Extern.  Trained  Dietitian  and  orderly. 


TELEPHONE 

MIlton  3-3993 


Private  and  Semi-Private  Rooms  with 
toilets.  Rates  from  ?50  to  *75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone 

Bernard  Maslan,  Adm. 


Terrace  Hill  Nursing  Home 


2112  Monteiro  Ave. 
Richmond  19,  Va. 


INC. 


Kidde  ATMO  Fire  Detection  System  Equipped* 
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The  . . . 

Thompson 

Homestead 

School 


FOR  EXCEPTIONAL 
CHILDREN 

Year  round  private 
home  and  school  for 
infants,  children  and 
adults  on  pleasant  250 
acre  farm  near  Char- 
lottesville. 


fTrite  for  booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

FREE  UNION  VIRGINIA 


Out-Patient  Clinic 
And  Hospital  For  Rehabilitation  Of 
The  ALCOHOLIC 

A.  F.  Fortune,  MD:  Medical  Director 

Ben  F.  Fortune,  MD:  Associate  Medical  Director 

R.  H.  Dovenmuehle,  MD:  Consultant  in  Psychiatry 

In-patlents  are  accepted  in  state  of  acute 
alcoholism.  No  waiting  period  required. 

Registered  by  American  Medical  Association 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  he  held  in  the  Rich- 
mond Hotel,  Richmond,  Virginia,  December  4, 
1957.  The  examinations  will  be  held  in  the 
same  hotel  December  5,  6,  and  7,  1957,  inclusive. 
All  applications  and  other  documents  pertaining 
to  the  examinations  or  to  matters  to  be  dis- 
cussed by  the  Board  must  be  on  file  in  the 
Secretary’s  office  on  or  before  Nov.  12,  1957. 
The  Secretary  of  the  Board  is  Dr.  K.  D.  Graves, 
631  First  Street,  S.W.,  Roanoke,  Virginia. 
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when  anxiety  and  tension  "erupts"  in  the  G,  I.  tract... 

IN  DUODENAL  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


a: 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . • . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . toilh  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  3-1881 

WILLIAMS  PRINTING  CO. 

11-13 15  North  Fourteenth  Street  RICHMOND,  VIRGINIA 
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. . . intranasal  synergism 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof,  delivers 
a fine  mist. 


DECONGESTIVE 

Neo-Synephrine®  HCl  0.5% 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02% 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05% 

ANTIBACTERIAL 

Neomycin  (sulfate) 

1 mg./cc. 

(equivalent  to 
0.6  mg.  neomycin 
base/cc.) 


Polymyxin  B 
(as  sulfate) 
3000  u/cc. 


LABORATORIES 

NEW  YORK  18.  N.  X. 


irt 


POTENTIATED  ACTION  for 

better  clinical  results 

COLDS 

SINUSITIS 


Neo-Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyldiomine), 
trademarks  reg.  U.S.  Pat.  Off* 


ALLERGIC  RHINITIS 


J. 
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in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


MlIflflSST 


COGNAC  BRANDY 


S4  Proof  Schieffelin  & Co.,  New  York 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 


John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN" 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.Y.  • Montreal,  Canada 
5646 
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for  your  complete  insurance  needs  . . . 


☆ PROFESSIONAL 

☆ PERSONAL 
^ PROPERTY 

CHOICE  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR  COMMUNITY 
AS  CLOSE  AS  YOUR  PHONE 

VIRGINIA  HEAD  OFFICE:  721  AMERICAN  BUILDING 
RICHMOND  4,  VIRGINIA 
PHONE  3-0340 

HOME  OFFICE:  1 1 1 W.  FIFTH  STREET,  ST.  PAUL  2,  MINNESOTA 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATHIBAMATE' 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  I tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

teOERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Active  relief 
in 

cough 

both  allergic  and  infectious 


HYDRYLLirr 

COMPOUND 


• allays  bronchial  spasm  • liquefies  tenacious  secretions  • suppresses  allergic  manifestations 

The  ingredients  of  Hydryllin  Compound  are  proportioned  to  provide  high  therapeutic  response. 
Each  4 cc.  (one  teaspoonful)  contains: 

Aminophyllin 32.0  mg.  Chloroform 8.0  mg. 

Diphenhydramine 8.0  mg.  Sugar 2.8  Gm. 

Ammonium  chloride 30.0  mg.  Alcohol  5 % (v/v) 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


Research  in  the  Service  of  Medicine 
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Azotrex  is  the  only 
urinary  anti-infective 
agent  combining; 

(l)the  broad-spectrum 
antibiotic  efficiency  of 
TETREX— the  original 
tetracycline  phosphate 
complex  which  pro- 
vides faster  and  higher 
blood  levels; 


(2)  the  chemothera- 
peutic effectiveness  of 
su  If  a met  hizole— out- 
standing for  solubility, 
absorption  and  safety: 

(3)  the  pain-relieving 
action  of  phenylazo- 
diamino-pyridine  HCI 
— long  recognized  as  a 
urinary  analgesic. 


control  of  urina 

through  comprehept 


Literature  and  clinical  supply 
on  request 


,-N:  ' 


more 

by 

effec-  Jk 
whatever  Jifl 
may  jj^^M 

urethritis,  pyelitis,  pyelo*  J/m%  I 

nephritis,  and  l . 

prostatitis  due  to  bacterial  j^F  r~1H^V 

infection.  Also  before  and 

after  genitourinary  surgery  yyg  ••  -V^^^fBr 

and  instrumentation,  and  '”  iKS»WScW 

for  prophylaxis.  Jkk^ 

In  each  AZOTREX  Capsule: 

It  Tetrex  (tetracycline  phos-  Jj^^i  ' . 

phate  complex).  125  mg.  J|y 

Sulfamethizole  250  mg. 

Phenylazo-diamino-  \-:^^ 

pyridine  HCI 50  mg.  jjK^.  'j_^  - 

M'm.  adult  dose:  1 cop.  q.i.d. 


PHENAPflEM 


( ASIATIC^' 

/* 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V^  gr.)  . 162.0  mg. 
Phenobarbital  (V^  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


V 


J 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Comhill^S  Meprobamate  {400  mg.)  the  most  v/idely  prescribed  tranquilizer...  helps  control  the 
'‘emotional  overlay”  of  soastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexelhyl  Iodide  Ledprle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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In  Ireland,  too,  Pentothal  is  used  almost  constantly 


With  Pentothal  Sodium,  there  is  no  prolonged  induction  period. 
Recovery  is  smooth,  rapid,  because  there  is  little  drug  to  be  detoxified, 
And  Pentothal  is  economical  because  the  total  dosage  to  achieve 
the  desired  levels  of  anesthesia  is  small.  More  than  2800  published 
reports,  over  23  years  of  use . . . make  it  an  “agent  of  choice”  ^ « 
wherever  modem  intravenous  anesthesia  is  practiced.  LUjUtHt 


PENTOTHAL  Sodium 


(Thiopental  Sodium  for  Injection,  Abbott) 


VoL.  S4,  Dei'eajrkr,  P15  7 


oral  progestational  agent 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


With  NORLUTIN  you  can  now  pre- 
scribe truly  effective  oral  progesta- 
tional therapy.  Small  oral  doses  of  this 
new  and  distinctive  progestogen  pro- 
duce the  biologic  effects  of  injected 
progesterone. 


THtRMOQtNtC  tr^KCT 


-i^When  NORLUTIN  was  administered  to 
patients  with  uniphasic  temperature 
curves  and  menstrual  irregularities 
a rise  in  basal  temperature  occurred.* 


9 


major  advance  in  female  hormone  therapy 

for  certain  disorders 
of  menstruation  and  pregnancy 


INDICATIONS  FOR  NORLUTIN:  conditions 

involving  deficiency  of  progestogen,  such  as 
primary  and  secondary  amenorrhea,  men- 
strual uregularity,  functional  uterine  bleed- 
ing, endocrine  infertility,  habitual  abortion, 
threatened  abortion,  premenstrual  tension, 
and  dysmenorrhea. 

PACKAGING:  5-mg.  scorcd  tablets  (C.  T.  No. 
882),  bottles  of  30. 


^reenblatt,  R.  B.:  J.  Clin.  Endocrinol.  16:869, 1956. 

PARKE,  DAVIS  & COMPANY*  DETROIT  32,  MICHIGAN  m ^ S0I92 


At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


rPATTERSOHH 

^ SAFE  SERVICE  DRUC  STORES 


Prescription  Specialists 


Lynchburg,  Vo.  Martinsville,  Vo. 

Danville,  Vo.  Altavista,  Vo. 

Winston-Salem,  N.  C. 


For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exlusively  Optical 


is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 
Natural 


By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

(Clinical  samples  sent  to  physicians 
on  their  request 


, 0.2  Gram 

„ (approx.  3 gr^ains) 

- produced  by  ; 

Davies,  Rose  & Co.,  Ltd. 


Davies,  Rose  & Co.,  Ltd. 


Boston  18,  Mass. 


Q4 
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optimal  dosages  for  ATARAX, 
based  on  thousands  of  case  histories: 


mg.  (q.i.d.) 


for  these 


adult  indications: 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBM  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  1.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 


PEACE  OF  MIND  ;it;ir;ix 


Supplied;  In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets.  Also  now  available  in  100  mg. 
tablets.  Bottles  of  100.  ATARAX  Syrup,  10  mg. 
pertsp.,  in  pint  bottles.  Prescription  only. 


(8RAN0  OF  HYDROXYZINE) 


Tablets-Syrup 


when  Peace  of  Mind  can't  wait 

In  daily  practice:  always  have  it  handy 

• to  calm  the  acutely  disturbed  or  hysterical  patient 

• to  rehabilitate  the  alcoholic 

In  hospitals:  use  it  routinely 

• to  make  overwrought  patients  manageable 
without  loss  of  alertness 

• to  allay  anxiety  and  control  vomiting 
before  and  after  surgery  and  childbirth 

Supplied:  10  cc.  multiple-dose  vials.  The  adult  dosage  is 
25  mg.  to  50  mg.  (1-2  cc.)  intramuscularly,  3 to  4 times  daily, 
at  4 hour  intervals.  The  moderated  dosage  level  for  children 
under  12,  when  given  intramuscularly,  has  not  yet  been 
established,  and  the  oral  dosage  should  be  used. 
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your  patients  with  generalized  gastrointestinal 
complaints  need  the  comprehensive  benefits  of 


Tridar 

(DACTIL®  + PIPTAL®-ln  one  tablet) 
rapid,  prolonged  relief  throughout  the  G.L  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  twu  or  three  times  a day  and  one  at  bedtime.  Each  tridal  tablet 
contains  50  mg.  of  Dactil.  the  only  brand  of  N-ethyl-3-piperidyl 
diphenylacetate  hydrochloride,  and  5 mg  of  Piptal.  the  only  brand 
14357  of  N-ethyl-3-pipendyl-benzilate  methobromide. 
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N2m)  Chemotherapy 


1 


ARALEN 


© 


(Mj 


RHEUMATOID 


ARTHRITIS 


Extensive  studies  of  rheumatoid  arthritis  and  related 
collagen  diseases— in  this  country  and  abroad- 

have  shown  the  antimalarial  Aralen  phosphate  to  be  highly  effective 
and  well  tolerated  in  a large  percentage  of  patients. 


Clinical  Results  with  Aralen 
in  Rheumatoid  Arthritis 


ANALGESICS  AND  STEROIDS: 


• Requirements  usually  reduced  or 
eliminated 


. s 


Author 

No.  of 
Cases 

Major 

Improvement 

Minor 

Improvement 

No  Effect 

Hoydu^ 

38 

22 

5 

1 

Rinahart^ 

25 

12 

4 

9 

Fraadmon^ 

50 

43 

3 

4 

BagnelH 

108 

77 

12 

19 

Brvcknar^ 

36 

32 

0 

4 

Coh«n  and  Calkins^ 

22 

17 

3 

2 

Scharbal  at  ol.^ 

25 

9 

8 

8 

Total 

294 

212  (72%) 

35  (12%) 

47  (16%) 

JOINT  EFFECTS: 


Success  dependent  upon  persistent  treatment 

Often  of  benefit  where  other  agents  have  failed 

Remissions  on  therapy  well  maintained 

Remission  of  3 to  12  months  possible  even  if 
treatment  is  interrupted 

Tachyphylaxis  not  evident 


• Pain  and  tenderness  relieved 

• Mobility  increases 

• Swellings  diminish  or  disappear 

• Muscle  strength  improves 

• Rheumatic  nodules  may  disappear 

• Even  severe  or  advanced  deformity 


may  improve 


• Active  inflammatory  process  usually 
subsides 


• Joint  effusion  may  diminish 


DOSAGE: 


Aralen  is  cumulative  in  action  and 


GENERAL  EFFECTS: 


• Patient  feels  better 

• Patient  looks  better 

• Exercise  tolerance  increases 

• Walking  speed  and  hand  grip  improves 


LABORATORY  EFFECTS: 


• E.  S.  R.  may  fall  slowly 

• Hemoglobin  level  may  gradually  rise 


requires  four  to  twelve  weeks  of 
administration  before  therapeutic  effects 
become  apparent. 

Latest  information  indicates  that  an  initial  daily 
dose  of  250  mg.  of  Aralen  phosphate  is  preferable 
to  the  higher  doses  sometimes  recommended. 
However,  if  side  effects  appear,  withdraw 
Aralen  for  several  days  until  they 
subside.  Reinstate  treatment  with  125  mg. 
daily  and,  if  well  tolerated,  increase  to  250  mg. 

The  usual  maintenance  dose  is  250  mg.  daily. 

A. 


Chemotherapy 

INDICATIONS: 

• Rheumatoid  arthritis,  acute  or  chronic 
—with  or  without  adjunctive  therapy. 

• Spondylitis 

• Arthritis  associated  with  lupus 
erythematosus  or  psoriasis 

HOW  SUPPLIED: 

Aralen  phosphate:  250  mg.  tablets  in  bottles  of  100  and  1000. 

125  mg.  tablets  in  bottles  of  100. 


THEORY  OF  ACTION: 

Aralen  appears  to  suppress  or 
induce  remission  of  rheumatoid 
inflammatory  processes  by  inhibiting 
adenosinetriphosphatase. 


To/e  ranee: 


Aralen  is  usually  well  tolerated.  Toxic  effects  are 
usually  mild  and  to  date  have  been  transitory  in 
nature,  disappearing  completely  either  on  con- 
tinuance or  cessation  of  therapy  or  on  reduction  in 
dosage. 

Gastrointestinal  disturbances  (e.g.  nausea, 
rarely  vomiting,  diarrhea,  abdominal  cramps, 
anorexia)  are  frequent  manifestations  of  intoler- 
ance. Temporary  blurring  of  vision  (due  to  inter- 
ference with  accommodation)  is  also  relatively 
frequent.  ^ 

Pleomorphic  skin  eruptions  (e.g.  lichenoid, 
maculopapular,  purpuric ),  although  generally  mild, 
may  preclude  the  use  of  an  optimum  dosage 
schedule.  If  a skin  reaction  persists  on  a reduced 
dosage  schedule,  or  recurs  after  reinstitution  of 
treatment  with  gradually  increasing  doses,  discon- 
tinue Aralen  till  the  lesion  again  disappears  and 
consider  resuming  treatment  with  Plaquenil® 
(brand  of  hydroxychloroquine). 

Less  frequently  transitory  vertigo,  headache, 
lassitude,  or  neurological  disturbances,  such  as 
nervousness,  irritability,  emotional  change,  and 
nightmares  have  been  reported.  Instances  of  unex- 
plained slight  gradual  weight  loss  as  the  patient’s 
general  health  and  arthritic  condition  improved 
have  been  mentioned.  Occasional  instances  of 
bleaching  (depigmentation)  of  the  hair  have  been 
described. 

Although  an  occasional  instance  of  leukopenia, 
with  normal  differential  count,  has  been  reported 
(WBC  about  3000),  it  has  not  proved  troublesome 
because  it  has  always  been  reversible  on  discontinu- 
ance, or  diminution  of  the  dose.  Even  spontaneous 
reversal  may  occur  while  full  dosage  is  maintained. 

References 


Caution : 


Aralen  is  known  to  concentrate  in  the  liver  and, 
although  hepatic  damage  has  never  been  reported, 
the  drug  should  be  used  with  caution  in  the  pres- 
ence of  liver  disease.  In  the  presence  of  severe 
gastrointestinal,  neurological,  or  blood  disorders, 
the  drug  should  be  used  with  caution  or  not  at  all. 
If  such  disorders  occur  during  the  course  of  ther- 
apy, the  drug  should  be  discontinued.  Concomitant 
use  of  gold  or  phenylbutazone  with  Aralen  should 
be  avoided  because  of  the  tendency  of  these  agents 
to  produce  drug  dermatitis. 


Clinical  Comments : 


Of  fifty  patients  receiving  Aralen  therapy,  “43 
have  become  really  well ; that  is,  they  have  no  stiff- 
ness, and  any  pain  that  occurs  can  reasonably  be 
attributed  to  use  of  joints  affected  by  secondary 
degenerative  changes.  They  have  no  evidence  of 
joint  inflammation,  but  may  have  a raised  erythro- 
cyte sedimentation  rate.  They  have  little  or  no  need 
for  analgesics.”  Freedman^ 

“One  hundred  and  twenty-five  private  patients 
have  been  carefully  followed  clinically  and  haema- 
tologically  while  receiving  well  over  200  patient- 
years  of  chloroquine  [Aralen}  therapy.  The  results 
are  considered  good  in  70%,  one-half  of  these  cases 
being  in  remission.  Improved  work  performance, 
sedimentation  rate,  and  hemoglobin  levels  para- 
lleled the  major  objective  gain  in  this  70%.  90%  of 
them  remained  on  chloroquine  [Aralen]  therapy, 
half  for  more  than  two  years.  Classical  peripheral 
rheumatoid  arthritis,  spondylitis,  arthritis  of 
juvenile  onset,  and  rheumatoid  disease  with 
psoriasis,  all  appeared  to  respond  about  equally 
well. 

“It  is  suggested  that  chloroquine  comes  closer  to 
the  ideal  for  long-term,  safe,  control  of  rheumatoid 
disease  than  any  other  agent  now  available.” 

Bagnall* 

“Out  of  the  36  rheumatoid  arthritis  cases  we 
treated  . . . favorable  results  were  obtained  in  32 

C3Ses.  Bruckner  ct  al.^ 


the  use  of 
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an  oxazine . . . not  an  amphetamine 
appetite  curbed.  . . 
sleep  undisturbed 


rm 

PRELUDIN 

(brand  of  phenmetrazine  hydrochloride) 

developed  specifically 

for  appetite  suppression 

Chemically  different  from  the  amphetamines, 

Preludin  provides  potent  appetite  suppression  with  little 
or  no  central  stimulation. 

' rarely  causes  loss  of  sleep'— may  be  given  late  enough 
in  the  day  to  curtail  after-dinner  "nibbling,"  yet  not  hinder  sleep. 

' avoids  nervous  tension  and  "jitters"’ — simultaneous 
sedation  is  not  required.’ 

"...in  clinical  use  the  side-effects  of  nervousness, 
hyperexcitability,  euphoria,  and  insomnia  are  much  less  than 
with  the  amphetamine  compounds  and  rarely  cause  difficulty."* 

References:  (1)  Gelvin,  E.  R;  McGovock,  T.  H.,  and  Kenigsberg,  S.:  Am.  J.  Digest. 
Dis.  1:155,  1956.  (2)  Holt,  J.  O.  S.,  Jr.:  Dallas  M.  J.  42:497,  1956. 

(3)  Natenshon,  A.  L.;  Am.  Proct.  & Digest  Treat.  7:1456,  1956.  (4)  Council  on 
Pharmacy  and  Chemistry,  New  and  Nonofficial  Remedies:  J.A.M.A. 

163:356  (Feb.  2)  1957. 

PRELUDIN®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square,  pink 
toblets  of  25  mg.  Under  license  from  C.  H.  Boehringer  Sohn,  Ingetheim. 


GEIGY 


Ardsley,  New  York 
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'etrex 

THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 


faster,  more  certain  control  of  infection 

•A  single,  pure  drug  (not  a mixture) 

•High  tetracycline  blood  levels 
•Clinically  "sodium-free^' 

• Equally  effective,  b.i.d.  or  q.i.d. 

•Exceptionally  free  from  adverse  reactions  ,•  • 

• Dosage  forms  for  every  therapeutic  need 

' BRISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 


Available  for  your  prescription  at  ail  leading  pharmacies 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


ANATOMY -SURGICAL 

a.  ANATOMY  COURSE  for  those  interested  in  prepar- 
ing for  Surgical  Board  Examination.  This  includes 
lectures  and  demonstrations  together  with  supervised 
dissection  on  the  cadaver. 

b.  SURGICAL  ANATOMY^  for  those  interested  in  a 
general  Refresher  Course.  This  includes  lectures  with 
demonstrations  on  the  dissected  cadaver.  Practical 
anatomical  application  is  emphasized. 

c.  OPERATIVE  SURGERY  (cadaver).  Lectures  on  ap- 
plied anatomy  and  surgical  technic  of  operative  pro- 
cedures. Matriculants  perform  operative  procedures 
on  cadaver  under  supervision. 

d.  REGIONAL  ANATOMY'  for  those  interested  in  pre- 
paring for  Suhspecialty  Board  Examinations. 

Course  for  GENERAL  PRACTITIONERS 

Four  weeks  intensive  full  time  instruction  covering  those 
subjects  which  are  of  particular  interest  to  the  physician 
in  general  practice.  Fundamentals  of  the  various  medical 
and  surgical  specialties  designed  as  a practical  review  of 
established  procedures  and  recent  advances  in  medicine 
and  surgery.  Subjects  related  to  general  medicine  are 
covered  and  the  surgical  departments  participate  in 
giving  fundamental  instruction  in  their  specialties. 
Pathology  and  radiology  are  included.  The  class  is  ex- 
pected to  attend  departmental  and  general  conferences. 


SURGERY  and  ALLIED  SUBJECTS 

A two  months  combined  surgical  course  comprising  sur- 
gery, traumatic  surgery,  abdominal  surgery,  gastroentero- 
logy, proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  operations,  examination 
of  patients  preoperatively  and  postoperatively,  and  follow- 
up in  the  wards  postoperatively.  Pathology,  radiology, 
physical  medicine,  anesthesia.  Cadaver  demonstrations  in 
rurgical  anatomy,  thoracic  surgery,  proctology,  orthopedics. 
Operative  surgery  and  operative  gynecology  on  the 
cadaver ; attendance  at  departmental  and  general  con- 
ferences. 

RADIOLOGY 

A comprehensive  review  of  the  physics  and  higher 
mathematics  involved,  film  interpretation,  all  standard 
general  roentgen  diagnostic  procedures,  methods  of  ap- 
plication and  doses  of  radiation  therapy,  both  x-ray  and 
radium,  standard  and  special  fluoroscopic  procedures.  A 
review  of  dermatological  lesions  and  tumors  susceptible 
to  roentgen  therapy  is  given,  together  with  methods  and 
dosage  calculation  of  treatments.  Special  attention  is 
given  to  the  newer  diagnostic  methods  associated  with 
the  employment  of  contrast  media,  such  as  bronchography 
with  Lipiodol.  uterosalpingography,  visualization  of  car- 
diac chambers,  perirenal  insufflation  and  myelography. 
Discussions  covering  roentgen  departmental  management 
are  also  included;  attendance  at  departmental  and 
genera]  conferences. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 
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\MHEN  you  TREAT 
i?BSPlRATORy 

INTECTIOMS... 

PRESCniBE 

Pentids 

SQUIBB  200,000  UNIT  BUFFERED  PENICILLIN  G POTASSIUM  TABLETS 


• six  years  of  experience  xvith  Pentids  in  mil- 
lions of  patients  confirm  clinical  effectiveness 
and  safety 

• excellent  results  with  1 or  2 tablets  t.i.d.  for 
many  common  bacterial  infections 

• may  be  given  without  regard  to  meals 

• economical  . . . Pentids  cost  less  than  other 
penicillin  salts 

Just  1 or  2 tablets  t.i.d.  Bottles  of  12,  lOO  and  500 

NEW!  PENTIDS  FOR  SYRUP.  Orange  flavored  powder 
which,  when  prepai-ed  with  water,  provides  60  cc.  of 
syrup  with  a potency  of  200,000  units  of  penicillin  G 
potassium  per  5 cc.  teaspoonful. 

Also  available:  Pentids  Capsules,  Pentids  Soluble  Tab- 
lets. Pentid-Sulfas. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'rCNTIDS'*  19  A SQUIBB  TBAOEHAAK 


VoL.  84,  Dfx'EMfjer,  1957 
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To  ^ daytime  lethargy 
(and  l^rauwolfia  potency) 
in  treatment 
of  hypertension: 


Additional  clinical  evidence*  supports 
the  view  that  Harmonyl  offers  full 
rauwolfia  potency  coupled  with  much 
less  lethargy.  In  a new  comparative 
study  Harmonyl  was  given  at  the 
same  dosage  as  reserpine  and  other 
rauwolfia  alkaloids.  Only  one 
Harmonyl  patient  in  20  showed 
lethargy,  while  11  patients  in  20 
showed  lethargy  with 
reserpine;  10  in  20  with 
the  alseroxylon  fraction. 


for  yom  hypertensives 
who  must  stay  on  the  joh 

Harmonyl 

while  the  drug  works  effertively  . . . 
so  does  the  patient 


•Trodemork  for  Deserpidinc,  Abbott 

1.  Winsor,  Travis:  Comparotive  Effects  of  Various 
Rauwolfia  Alkaloids  in  Hypertension;  submit- 
' ted  for  publication. 
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Achrocidin  is  indicated  for  prompt 
control  of  undifferentiated  upper  res- 
piratory infections  in  the  presence  of 
questionable  middle  ear,  pulmonary, 
nephritic,  or  rheumatic  signs;  during 
respiratory  epidemics;  when  bacterial 
complications  are  observed  or  expected 
from  the  patient’s  history. 

Early  potent  therapy  is  provided 
against  such  threatening  complications 
as  sinusitis,  adenitis,  otitis,  pneumon- 
itis, lung  abscess,  nephritis,  or  rheu- 
matic states. 

Included  in  this  versatile  formula  are 
recommended  components  for  rapid 
relief  of  debilitating  and  annoying  cold 
symptoms. 

Adult  dosage  for  achrocidin  Tablets 
and  new,  caffeine-free  achrocidin 
Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dos- 
age for  children  according  to  weight 
and  age. 

A vailable  on  prescription  only 

symptomatic 
relief. . . plus! 


TETRACYCLINE-ANTI  HISTAMINE- AN  algesic  COMPOUND 


Tablets 


Each  tablet  contains: 

Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 


Syrup 


Each  teaspoonful  (5  cc.)  contains: 
Achromycin®  Tetracycline 


equivalent  to  tetracycline  HCl 

125  mg. 

Phenacetin 

120  mg. 

Salicylamide 

150  mg. 

Ascorbic  Acid  (C) 

25  mg. 

Pyrilamine  Maleate 

15  mg. 

Methylparaben 

4 mg. 

Propylparaben 

1 mg. 

"Trademark 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


when  anxiety  must  he  relieved 


‘Compazine’  controls  anxiety  and  tension 
— rapidly  and  with  minimal  side  effects. 

Most  patients  on  ‘Compazine’  are  not 
lethargic  or  logy.  They  carry  out  their 
normal  activities  unhampered  by 
drowsiness  and  depressing  effect. 


Compazine 

the  tranquilizer  remarkable  for  its  freedom 
available:  froui  drowsiuess  aud  depressing  effect 

Tablets,  Ampuls,  Suppositories, 

Syrup  and  Spatisule®  Smith,  Kline  & French  Laboratories,  Philadelphia 

sustained  release  capsules 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


r. 


